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320 S. Boston Ave., Ste. 1300

Tulsa, OK 74103

918-582-5433 (phone)

918-748-7997 (fax)

www.gohenderson.com 

Risk Appraisal Questionnaire
COMPANY INFORMATION (Please answer the following questions, to the best of your knowledge and belief for employees, their dependents and any individuals eligible for coverage under your current health plan(s) or COBRA.  Attach a sheet for additional information if needed. If Employer has multiple locations, indicate city/state name, zip and # of employees per location.)
Name of Company:

 


 Number of years in business: 



Contact Person:






 Business Phone: 




Address:















City, state zip
Nature of Business: 







 SIC CODE: 



Do you have an e-mail address or a company website? If so, what is the address?




What is your type of firm? 

	
	C-Corp
	
	LLC
	 
	Partnership
	 
	Proprietorship
	
	Professional Corp
	
	Sub-Chap. S
	 
	Other
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What health insurance plan is your company currently with? 







Describe current plan of benefits including Rx.








Renewal Date


 Requested Effective Date: 


Proposal Due Date:  


Percentage your company pays for HMO coverage:

	
	% for Singles;
	
	% for spouses;
	
	% for Child(ren);
	
	% for spouses/child(ren)


Percentage your company pays for POS or PPO Coverage:

	
	% for Singles;
	
	% for spouses;
	
	% for Child(ren);
	
	% for spouses/child(ren)


Percentage your company pays for Dental coverage: N/A

	
	% for Singles;
	 
	% for spouses;
	
	% for Child(ren);
	 
	% for spouses/child(ren)


Percentage your company pays for Life/AD&D coverage? 

Dep. Life Coverage:  


 

Percentage your company pays for Short-Term Disability Coverage: 







Percentage your company pays for Long Term Disability Coverage: 







(For Companies sized 2-50): How many employees work on a full-time basis and have a normal work week of 24 hours+? 



(For Companies sized 50 & more): How many employees work on a full-time basis and have a normal work week of 30 hours+? 



What is your current waiting period?


no coverage, what will the waiting period be? 


HEALTH QUESTIONS Please answer the following to the best of your knowledge for employees and dependents eligible for coverage under present health plan(s), COBRA or state continuance provisions.  Give details to any questions answered “Yes”.  Please attach separate pages for additional information.
Disease Disorder of Nervous System  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
Alcohol/Drug Dependency

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes     Cancer

   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

Heart Attack/Disease/Malfunction 
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Stroke
  
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  

Heart By-pass Surgery   

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Kidney Disease
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes 

AIDS/AIDS Related Complex 
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Liver Disorder
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes     

Immune Disorders


 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Obesity
      
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

High Blood Pressure


 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Mental Illness
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes          

Lung Disease/Disorders

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Diabetes
 
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      

Disease/Disorder of Back/Spine
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      Stomach Ulcers
   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes      
*For those conditions answered “Yes”, please give details as listed above: 


















Have any employees or dependents (not listed above) been hospitalized, had surgery in the past 24 months, or had any claims over $5,000?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes         ***If “Yes”, please explain.    

Any employee/dependent currently hospitalized or incapacitated due to illness or accident?    
     Yes/No 

If Yes please specify. 












Any employee/dependent have hospitalization or surgery pending? 

Yes/No If Yes please specify.

Any dependent children age 19 or over developmentally disabled or physically handicapped? 

 Yes/No

If Yes please specify. 












Any current pregnancies? 



 When is/are the due date(s)?        


 

First/second/third child? Are there any complications expected?     

Any workers not actively at work due to illness, injury or disability? 


 Yes/No 

If Yes please specify. 












Any employees missed 10 or more consecutive days of work in the past 12 months?  


 Yes/No

If Yes please specify. 












Any retirees currently covered on the plan? 


 Yes/No

If so who? 













Any covered employees without Workers Compensation benefits? 

 Yes/No If so, who?







 Do they have 24 hour occupational coverage? 



 Yes/No if so, under what medical plan are they covered?



I certify that the information on this questionnaire is complete and true to the best of my knowledge and agree to notify Henderson Benefits Group should I learn of any new medical conditions after completion of the form.

Company Name: 




 Date: 





Completed by:
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