Pl anni ng Resources Corporation

G oup Health
Proposal Request

Pl ease Fax to: (503) 227-0971

Conpany Nane:

Adm ni strat or Name:

Addr ess:

Addr ess:

Phone : Fax:

Current Carriers:

Probati onary Period: 30 60 90

(Please Circle )

Tot al Hr s/ Week:

Years i n Busi ness:

Renewal Dat e:

Contri bution Amounts % Enpl oyee %Dependent s
Pl ans/ Ri der Qpti ons: HMO CHI ROPRACTI C NATUROPATHI C
(Please Circle )
PPO VI S| ON DENTAL
CURRENT RATES Enpl oyee Only EE + Spouse EE + Fam |y EE + Child
Medi cal /Rx
Dent al
Vi si on
RENEWAL RATE Enpl oyee Only EE + Spouse EE + Fam |y EE + Child
Medi cal / Rx
Dent al
Vi si on
Comment s:

Must have at |east 75% of enpl oyees participating for a sna
M ni num of three enpl oyees for dental plans.





