	Company Name:_________________________________

	

	

	Employee Benefit Questionnaire

	

	1. Please provide a List of Locations and indicate the # of Employees working there.

	

	2. Please provide a description of your current benefits for each of the following:

· Medical

· Dental

· Life

· Alternative Care



	3. Do you have a Flexible Benefit Account?   _____



	4. Do you have a Section 125?   _____



	5. Do you have a 401K plan?   __________

· Annual Contribution?   __________

· Current Value?   __________



	6. Current Insurance Rates:

· Employee   __________

· Employee & Spouse   __________

· Employee w/Child   __________

· Family   __________

	

	7. Please Provide Current Census For Each Location


	8. Total # of Employees Including Management?   __________



	9. Total # of Management Employees?   __________



	10. Total # of Locations?   __________

	

	11. % of Employees in the state you’re headquartered in?   ________Which State?_______
12. What other states do you operate in?   _____________How many Employees in each of those states?______________________________________________________


	13. # of Employees on Cobra?   ________

	

	14. Employer Contribution?

	· Employees   _____

	· Dependents   _____

	

	15. Probationary Period?   ________



	16. Renewal Date?   __________



	17.  Requested Effective Date?   __________

	

	18. Current Carrier?   ____________


