group stop loss policy

Disclosure Statement

As part of the application for excess stop loss coverage, [                                                                        ],  (the Company) and [
] (the Plan Administrator) require the following information on all known individuals no earlier than 30 days prior to the requested effective date of the policy:

a. Individuals with ongoing or potential claims exceeding [ $
] or [
% ] of the requested specific deductible amount, during the last 12 months.

b. Individuals currently confined to a hospital or other health care facility, or currently approved for future hospital or other health care facility admission.

c. Employees not actively at work on a full time basis as defined in your Plan, or dependents who are confined to a hospital, institution, or home or otherwise are unable to perform the duties of a person of the same age and sex and are in good health as of the signature date of this statement.

d. Any other individuals with claims that may be potentially serious, regardless of current claim amount.
	Name
	DOB
	Sex
	E/D

R/CB
	Diagnosis

Nature of Disability
	Current Status/Prognosis

Current/Ongoing  Treatment
	Transplant Candidate
	Date of Disability
	Expected RTW Date
	COBRA

Effective or End Date
	Paid Claims

($ amount)
	Other Known Claims

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


E: Employee; D: Dependent; R: Retiree; CB: COBRA Beneficiary

Please attach additional pages, as necessary
The employer and its authorized agent hereby represent that the above list is true, complete and accurate to the best of its knowledge and belief after due inquiry and and that no information has been knowingly or intentionally omitted.  The employer agrees that:

1. if the information provided in this statement is not true, complete and accurate, the excess loss coverage may be re-rated from the effective date of coverage; 

2. any individual who has incurred a serious claim may be excluded from coverage, unless disclosed by employer and approved in writing by the Company and the Plan Administrator;

3. The employer represents that its administrator, utilization review vendor and large claim management service organization participated in the collection of the above data.

The Company and the Plan Administrator shall use the information requested herein solely for the purpose of evaluating the acceptability of this risk and neither the Company nor the Plan Administrator shall disclose any nonpublic personal information collected except in evaluating the acceptability of this risk.

Employer:  

Administrator:


Date of Disclosure:  

Date of Disclosure:


Authorized Representative:  

Licensed Producer Name:


Title:  

Licensed Producer Signature:


Signature:
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