CLAREMONT QUOTE REQUEST FORM

INSURANCE YVSERVICES

Date:

To request a group quote, send this completed form (fillable PDF), with the group census to your Claremont Sales Team,
or to quotes@claremontcompanies.com. Dark blue sections are required. Light blue sections, while not required, will

help us provide you with the most compelling proposal to present to your prospects and clients.

1. Broker Information

If this is your first request with us, please complete all fields in this section.

Name: Address:

Agency Name:

Email: Phone:

License #:

2. Group Information

Company Name: Address:

Zip Code: Other Notes About The Group (e.g. carve-out, newly
formed group, group obijectives, etc.):

SIC Code:
(Not required if medical only.)

3. Quote Specifications

Effective Date:

Lines of Coverage: 01 Medical Q1 Dental Q Vision Q1 Life QO LTD QO STD Other

4. Medical Preferences

Carriers: O Aetna QO Anthem Blue Cross QO Blue Shield of California* 1 CaliforniaChoice*
QO Chinese Community Health Plan* 1 Cigna + Oscar* 1 Covered California for Small Business*
QO Health Net Q Kaiser Permanente Q Sutter Health Plus Q1 UnitedHealthcare*
O Western Health Advantage

*Application processing assistance is only available with these Claremont carrier partners.

Plan Types: Q4 HMO 1 PPO 1 HSA Q1 All Network: EFU” Narrow

Other Requests (e.g. preferred deductibles, co-pays, etc.):
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5. Dental Preferences

Carriers: 1 Choice Builder 1 Delta Dental Q1 Humana QO MetLife QO Principal Q1 Reliance Standard
O UnitedHealthcare
Plan Types: 4 DHMO Q1 DPO Q1 All

Other Requests (e.g. preferred deductibles, co-pays, etc.):

6. Additional Coverage Preferences

Preferences for Vision, Life, LTD, STD:

7. Renewal Information (If Applicable)
Provide a copy of the renewal statement/invoice (preferred) OR fill in the blanks below.

Carrier: Renewal Date:

Plans:

If more than one plan, indicate which employees are enrolled in which plans.
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