
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

□  HEALTH QUOTE 
□  ALL 

DEDUCTIBLE 
□ 0    □ 250    □ 500    □ 1000    □ 2000    □ 2000+ 

□ DENTAL QUOTE 
□  ALL 

PREVENTATIVE 
□ 100%   □ 80% 

BASIC 
□ 80%   □ 50% 

BENEFIT AMOUNT 
□ 1000   □ 1500+ 

□ PRESCRIPTIONS QUOTE 
□  ALL 

GENERIC COPAY 
□$10   □$20   □50% 

BRANDED COPAY 
□$20   □$40   □50% 

DEDUCTIBLE 
□ 100%   □ 80% 

□ ALTERNATIVE 
CARE 

QUOTE 
□  ALL 

 
□ NATUROPATH 

 
□ NATUROPATH 

 
□ACUPUNCTURE 

□ VISION □ TERM LIFE □ WHOLE LIFE □ DISABILITY 

□   LONG TERM CARE SUPPLEMENTAL 
□ CANCER 

SUPPLEMENTAL 
□ ACCIDENT 

COMMENTS 

BENEFIT PLAN SELECTION 

GROUP  INFORMATION

 
Total Number of Employees (17.5 Hours per week): _______________             Out of State Employees: _________ 
 
Employer Contribution:  Employee __________%    Dependents __________% 
 
Current Medical Carrier: ___________________________________________    Employee Rate: ______________ 
 
Current Dental Carrier: ____________________________________________    Employee Rate: ______________ 

 
Requested Effective Date: ____________________________  Renewal Date: _______________________  

EMPLOYER  INFORMATION 

 
Employer Name: ______________________________________________________________________________  
 
Employer Address: ____________________________________________________________________________ 
 
City: _____________________________________________      State: ___________     Zip: _________________ 
 
Type of Business: _________________________________________________             SIC Code: _____________ 
 
Contact: ________________________________________________   Contact Phone: _______________________ 
 
E-mail: ______________________________________________________________________________________ 

REQUEST FOR GROUP PROPOSAL 

6331 White Tail Dr. #61   Phone: (503) 693-1186
West Linn, OR 97068       Fax:     (503) 650-2414
info@insurancestoreonline.com

The Insurance Store 



 
 
 

 
 
 
 
 
 
 
                            
NAME GENDER DATE OF 

BIRTH 
AGE HOURS 

WORKED 
ENROLLMENT 

CODE 
NO. OF 

CHILDREN 
ST 

 
ZIP 

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

IF OUT OF STATE

ENROLLMENT CODES 
 
01 = Employee Only  02 = Employee and Spouse  03 = Employee and Child 
04 = Family   05 =  Employee and Children  C  = COBRA 
 
H = Hours Insufficient  P = Waiting Period not satisfied  G = Other Group Insurnce  

CENSUS INFORMATION 
 
Oregon: For employers with 25 or fewer employees, list all employees working 17.5 or more hours per week 
Washington: For employers with 50 or fewer employees, list all employees working 30 or more hours per week. 
 
List all employees waiving or opting out because of  other coverage (cannot waive to individual coverage). 

 


