REQUEST FOR PROPOSAL CHECKLIST

⁯ Company Name________________________________

⁯ Contact Name__________________________________

⁯ City, State, Zip Code____________________________ 

⁯ Phone & Fax No._______________________________
⁯ Nature of Business______________________________

⁯ Current bill for each Line of Coverage.

⁯ Schedule of Benefits for each Line of Coverage.

⁯ Effective Date of each Coverage.

⁯ Employee Census Data (see Employee Census Form). Please include      Employee Resident Zip Codes.

⁯ Employer Monthly Contribution per Line of Coverage:

EE:__________________________

DEP:_________________________
