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HumanaRiskAssessment

GroupInformation

Companyname         SICcode

Doyouhaveacurrenthealthcarecarrier?mNomYes
 Ifyes,carriername:        Renewaldate:

Numberofemployeeseligibleforcoverageunderyourcurrentplan:

Numberofemployeesenrolledinyourcurrentplan:

Howmuchwillyoucontributetopremium?Employee___________%Dependent___________%

Howmanymedicalcarriershaveyouhadinthepastfiveyears?

Providethecurrentandrenewalmedicalinsurancepremiumratesbelowandattachacopyofyourmostrecentpremiumbill.

CurrentPlan1

PlanDesign:mHMOmPPOmPOS

Currentcarrierrates:

 Employee: $______________ Spouse: $______________

 Child(ren): $______________ Family: $______________

Plandesign(i.e.90/70):

Officevisitcopay:

Deductible:
•Participating________________________________________
•Non-participating____________________________________

Out-of-pocket:
•Participating________________________________________
•Non-participating____________________________________

Prescriptiondrugbenefit:

Renewalrates:Intheparentheses,pleaseindicatethenumberof
employeesenrolledineachtier,ifavailable.

 Employee(): $__________ Spouse(): $__________

 Child(ren)():$__________ Family(): $__________

CurrentPlan2

PlanDesign:mHMOmPPOmPOS

Currentcarrierrates:

 Employee: $______________ Spouse: $______________

 Child(ren): $______________ Family: $______________

Plandesign(i.e.90/70):

Officevisitcopay:

Deductible:
•Participating________________________________________
•Non-participating____________________________________

Out-of-pocket:
•Participating________________________________________
•Non-participating____________________________________

Prescriptiondrugbenefit:

Renewalrates:Intheparentheses,pleaseindicatethenumberof
employeesenrolledineachtier,ifavailable.

 Employee(): $__________ Spouse(): $__________

 Child(ren)():$__________ Family(): $__________

Internaluseonly

Humana salesoffice: __________________________
Quotenumber:_______________________________
Salesrepresentative:___________________________
Brokername:________________________________
Isthistheagentofrecord?mNomYes
 Ifyes,howlong?

1.Hasanyemployeebeenunabletowork10ormoreconsecutivedaysinthepast12monthsduetoanillnessorinjury?mNomYes

2.Isanyemployeepresentlynotperforminghisorherdutiesonafull-timebasisduetoanillnessorinjury?mNomYes

3.Tothebestofyourknowledge,isthereanyemployee,individualinaretireeclass,dependent(spouseorchild),COBRAbeneficiary,orindividual 
 withintheirCOBRA/StateContinuationelectionperiod:
 mconfinedathome,inahospital,orinatreatmentfacility;
 mwhoincurredmorethan$10,000ofmedicalexpensesinthepast24months;
 mwhohasbeenadvisedwithinthelast90daystohavesurgeryorbehospitalized;

Pleaseanswerthefollowingquestionstothebestofyour
knowledgeinaccordancewithyourcompanyrecords.

Continued...
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GroupInformation(continued)

RetireeInformation

Areyouofferingcoveragetoearlyretirees?mNomYesIfyes,howmany?

Undernocircumstancesshouldthegroupcanceltheirpresentgroupinsurancecoveragewithoutwrittennoticeofapproval
fromHumanaInc.ThisriskassessmentisintendedtohelpHumanaunderwritethegroup’srequestforgroupinsurance.Additionalinformation
mayberequiredonemployeeswhoarerequiredtoanswermedicalquestionsforanyconditionsnotdisclosedonthisform.Thisinformationcould
potentiallyimpactunderwriting’sfinaldecision.

Completedby:_________________________________________________________Title:___________________________________

Date:_______________________________

Thebrokerrepresentingthisgroupcertifiesthatthisinformationiscompleteandaccurateaccordingtothebroker’sknowledge
ofthehealthconditionsforthisgroup’semployeesandtheirdependents.Ifthebrokerhasanyadditionalinformation,please
attachasignedanddatedaddendum.

Brokersignature:_______________________________________________________Date:___________________________________

4.Tothebestofyourknowledge,isthereanyemployee,individualinaretireeclass,dependent(spouseorchild),COBRAbeneficiary,orindividual
 withintheirCOBRA/StateContinuationelectionperiodwhoreceivedtreatment,hadtreatmentrecommended,orhadmedicationprescribedbya
 doctor,psychiatrist,psychologistorotherlicensedpractitionerwithinthepast24monthsforanyofthefollowing:(checkallthatapply)
  mAIDSoranAIDS-relatedcomplexorotherimmunesystemdisorder
  mAlcoholordrugabuseordependence,orpsychologicaldisorder
  mCancerorcanceroustumor
  mHeartorvasculardiseaseorstroke
  mDiabetesoranydiseaseordisorderofthekidneys,liverorlungs
  mSystemicdiseaseincluding,butnotlimitedtoLupus,MultipleSclerosis,orMuscularDystrophy
  mOrgantransplant(otherthancorneal)
Ifyouansweredyestoquestions1-4above,pleaseindicatethequestionnumberandexplanation.

Question# MemberStatus* Age MedicalCondition/
Diagnosis

Date(s)of
Treatment

MedicationName/Dosage Past/Current/FutureTreatment

*MemberStatus:E=EmployeeD=DependentC=COBRA/StateContinuationR=RetireeClass

Hasyourcompany,atanytimeduringthepast24months,hadmedicalcoverageterminatedorarenewalofmedicalcoveragerefused?
mNomYesIfyes,pleaseexplain:

Haveanymedicalbenefitsnow,orwithinthepast24months,beenpartiallyself-fundedorself-fundedbyyouinanymannerotherthanhealth
insurancepremiumpayment?mNomYesIfyes,pleaseprovidedetailsandattachmedicalclaimsexperiencefortheapplicabletimeperiodup
to24months.

DisclosureandSignature

COBRAInformation

HowmanyemployeeswithCOBRAcontinuationcoveragewillenroll?


