                              Large Group Questionaire for Tim Wiedman Associates
Name of Company  ______________________________________________


Federal Tax ID  __________________

Years in Business ____     

Other Business Names (Past or Present)__________________________________________

Affilliated with any other Business or Union

___________________________________________________________

___________________________________________________________

Industry and Nature of Business  ___________________________________________________    SIC Code _______

In the last 6 years Requested a Proposal from:                    Had a Plan with:

___Med Mutual (Consumerms Life



      ___Med Mutual (Consumers Life)

___Aetna






                ___Aetna

___Anthem                                                                        ___Anthem

___Bencorp                                                                       ___Bencorp

___UHC                                                                             ___UHC

___Mid West Securities                                                      ___Mid West Securities

___American Medical                                                        ___American Medical

___Central Reserve                                                            ___Central Reserve

___PHP                                                                             ___PHP

___Amerishare                                                                   ___Amerishare

___Star Mark                                                                     ___Star Mark

___Assurant Health                                                            ___ Assurant Health

Employer Contribution to ______ Employee _______ Dependants

Current Carrier__________________________________   Paid to Date    Yes      No

Rate History:

                                          Prior Year               Current Year             Renewal

Employee                           _______________________________________

Employee and Spouse          _______________________________________

Employee and Child            _______________________________________

Employee and Children       _______________________________________

Employee and Family         _______________________________________

Cobra:  List any employees on Cobra  with expiration date and qualifying event.

Retirees:  List any retirees currently on the plan with age and date of retirement.

Current Enrollment:




Active         Cobra       Elligible     Retirees
                                                    

A. Current Full and Part Time* 

B. Current ineligible (Part Time) 

C. Total Elligible  (A-B) 

D. Waivers 

E. Total Enrolling   (C-D)                                    ______      ______     ______     ______

  * Include owners   

Medical Profile

Plan sponsor:  Please answer the following questions to the best of your knowledge for all eligible employees and their dependents (proprietors, partners, corporate officers, employees, spouses and dependent children).  Give details to questions answered “Yes” in the space provided.

 A.  Have any claims greater than $25,000 been paid in the last 12 months?
  Yes
  No   Greater the $10,000?    Yes   No

   (if yes, supply details here)

 B.  Within the past 12 months, if any employee or dependent had a continuing claim (i.e., chronic or ongoing condition) due to a mental or physical disorder then check the appropriate box(es) below.   If likely to cost $10,000 or more per year for treatment, indicate that to the right of the condition.
__AIDS/Immune Disorders                                                 __Infertility

__Alcohol Abuse                                                                 __Intestines

__Arthritis                                                                           __Kidney

__Back, Neck                                                                       __Liver

__Blood                                                                                __Lungs

__Bone/Joint                                                                        __Lupus

__Brain                                                                                 __ Mental/Nervous

__Cancer/Tumor                                                                   __Migraines

__Cardiovascular                                                                  __Neurological

__Diabetes                                                                            __Pancreas

__Drug/Substance Abuse                                                      __Skin

__Epilepsy                                                                            __Stomach

__Ears/Eyes                                                                          __Stroke/Paralysis

__Emphysema/Pulmonary                                                    __Transplant

__Heart Disease                                                                    __Venereal

__High Risk Pregnancies                                                      __Other, Detail below

C.  Are any employees or dependents pregnant?    Yes      No
 If “Yes,”  how many? __________

Plan Sponsor Signature____________________________________________  Date___________________

Special Comments:

