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Group Short-term Disability:	 Employer Contribution: ________%
Plan Options:
  1-8-13    1-8-26    8-8-13    8-8-26
Benefit Amount:
  Flat Amount $__________/Week (Provide salary for amount greater than $150 weekly)
  % of Salary __________% (Please provide salary)

Group Life Quote:	 Employer Contribution: ________%
(Life amounts of up to $150,000 may be quoted according to job classification, a multiple of salary, or a flat amount)

All Guarantee Issue Guidelines Apply
  Flat Amount 
	   $25,000    $35,000    Other: $__________
  Job Classification:
	 Class I  __________  Class II  __________  Class III  __________  Class IV  __________
  Multiple of Salary:
	 1X Salary  __________  2X Salary  __________  Other  __________
           (Salary must be provided for this option)

Group Dependent Life:	 Employer Contribution: ________%

  $10,000 Spouse	 $5,000 Child	 $100 - 15 Days to 6 Months
  $7,500 Spouse	 $5,000 Child	 $100 - 15 Days to 6 Months
  $5,000 Spouse	 $2,500 Child	 $100 - 15 Days to 6 Months
  $2,000 Spouse	 $1,000 Child	 $100 - 15 Days to 6 Months

Protection Plus Life & Disability Packages:
(Includes Employee Term Life, Dependent Term Life, Accidental Death & Dismemberment and Long-term Disability for one low, composite
rate. No census required.)
  Package 1    Package 2    Package 3    Package 4

  Voluntary Products

        Dental    Vision    Long Term Care    Limited Medical    GAP 
 	    (Prime and Choice will be quoted) 

  Life:
      With Portability    Without Portability (Standard is with Portability)
  Short-term Disability:
      1-8-13    1-8-26    1-8-52    15-15-13    15-15-26    15-15-52    30-30-13    30-30-26
  Long-term Disability:
    Elimination Period:    90-Day    180-Day 
    Benefit Period:    5-Year 2-Year    5-Year 5-Year    To Age 65    SSNRA (Social Security Normal Retirement Age)

  Worksite Products:
      Cancer Care Elite    Accident Elite    Critical Care Elite    Hospital Indemnity
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  Rate Selection for Payroll Deduction:    Weekly    Monthly    24-Pays    26-Pays

  Group Life Products    (Please contact me to discuss specialty products to be quoted)
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•	 All BlueCross BlueShield of Tennessee Underwriting Guidelines apply. 	 	
	 Contact a BCBST representative with questions.
•	 Rates are not final until confirmed by BCBST Home Office. Certain 	 	
	 conditions require rates to be re-issued. 
	 -	 If the number of employees enrolling is +/-10% different from the 		
		  number of quoted employees, the quote must be re-issued based 		
		  upon the actual enrollment. 
	 -	 If the enrolled age/gender factor is +/-5% different from the 		
		  quoted employees,  the quote must be re-issued with actual 		
		  enrollment. Other changes in the rates may be required due to 		
	 	 Medical Underwriting, claims experience, review, location changes, 	 	
		  etc.
•	 Review of Group Health Questionnaire, renewal and current plan 	 	
	 design is required for groups with 26-150 participating employees 
	 to receive an approved underwriting level.
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BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
®Registered Marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans

BlueCross BlueShield of Tennessee Quick Quote
•	 Total eligible employees include: 
	 - Employees not within their waiting period 
	 - Employees in waiting period but will have completed their 		
 	    waiting period by the effective date
	 - COBRA or State Continuation beneficiaries
	 - Enrolled retirees (if retiree guidelines met)
	 - Part-time employees offered coverage.
•	 Small Group Certification of New Sale - Group size 2-5 only. 	 	
	 Visit bcbst.com or contact Account Sales Executive for 		
	 information.
•	 Permanent part-time employees must work 20 hours per week, 	
	 39 weeks per year for one year to be eligible for coverage.
•	 Employees of a Professional Employer Organization (PEO) 	 	
	 may be covered under the individual company leasing or co-		
	 employing the employees but may not be covered under the 		
	 PEO.

For detailed product information go to BlueAccess.
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