BEST LIFE and Health Insurance Company

PLAN SPONSOR DISCLOSURE STATEMENT

This Plan Sponsor Disclosure Statement is an integral part of your Application for and/or renewal of Excess Loss Insurance.  It will be relied upon by BEST LIFE in issuing an Excess Loss

Insurance Policy and shall become part of that Policy.  This Disclosure Statement must be completed no earlier than fifteen (15) days prior to the proposed Policy Inception or Renewal

Date and forwarded to BEST LIFE or its designated agent within five (5) days of completion by the Plan Sponsor.  The Excess Loss Insurance Proposal requires the Plan Sponsor to

disclose employees who are not actively at work and dependents who are hospital confined or totally disabled on the effective date.  Furthermore, the Plan Sponsor is required to disclose

the same information for covered individuals whose paid claims under the Plan have exceeded 50% of the sold Specific Retention Amount during the twelve (12) month period immediately

preceding the proposed Effective Date, or whose paid claims are reasonably expected to exceed 50% of the sold Specific Retention Amount.

BEST LIFE reserves the right to withdraw its quote if the signed Disclosure Statement is not completed and returned to BEST LIFE or its Designated Agent within five (5) days following

the proposed Policy Inception or Renewal Date.

Please answer the following questions using the reverse side to fully explain any yes answers:

1)  Are there any participants (employees or dependents) who, during the twelve (12) month period preceding the proposed Policy Inception Date, incurred claims

     in excess of 50% of the Specific Retention Amount?












 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

2)  Are there any participants (employee or dependent) who are or are expected to be absent from work due to work related or non-work related disability on the

     Policy Period Inception/Renewal Date?














 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3)  Are there any participants (employee or dependent) who are or have been confined to a hospital or medical facility within sixty (60) days prior to the

     date of completion of this statement?














 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4)  Are there any participants (employee or dependent) for whom a hospital has requested Pre-certification of Benefits within sixty (60) days prior to the

     Policy Inception/Renewal Date?















 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5)  Are there any dependent children over the normal termination age who are covered under the plan under a disabled or handicapped child extension provision?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

6)  Are there any COBRA participants (employees and/or dependents)?











 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

7)  Are there any participants with a history or a current diagnosis of any serious disease or disorder including BUT NOT LIMITED TO cancer, diabetes, heart

     disease, AIDS and AIDS Related Complex (ARC), leukemia, muscular/neuro-diseases, high risk pregnancy and potential transplants, etc.?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

8)  Are there any other serious potential shock loss claims, i.e. claims which may reasonably be assumed will exceed 50% of the Specific Retention Amount

     in the next twelve (12) months?















 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

After receipt and review of the completed Plan Sponsor Disclosure Statement, BEST LIFE reserves the right to set a higher Specific Deductible on any listed individual and/or to withdraw

its offer to provide Excess Loss Insurance.  Further BEST LIFE reserves the right upon discovery of any omitted information, to revise or otherwise reconsider any underwriting actions that

may have been made, and such actions may be retroactive to the Effective Date of coverage.
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BEST LIFE and Health Insurance Company

PLAN SPONSOR DISCLOSURE STATEMENT

Please explain any “Yes” answers to questions 1 through 8 from Page 1
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To the best of our knowledge and belief, we hereby represent and warrant that the above is complete and accurate and that nothing has been knowingly or intentionally omitted.  We further

acknowledge and agree that this information may be used by BEST LIFE in evaluating and determining the acceptability of the Plan Sponsor’s risk.  No provisions of the Excess Risk

Policy shall be waived unless specifically agreed to in writing by BEST LIFE.  We understand that no coverage shall be provided unless specifically agreed to in writing by BEST LIFE.

We also understand that any misrepresentation or failure to provide sought for information may be used as the basis for rescission of stop loss coverage.  We assume the responsibility for

notifying BEST LIFE of any additional information which is or become known prior to the Effective Date of coverage.

Should BEST LIFE require any additional information regarding the risk being evaluated, we agree to provide access to this information so that BEST LIFE may evaluate the risk and

provide final terms.  Such access shall include but not necessarily be limited to any Utilization Review Company with which We have contracted.

Plan Sponsor:  ____________________________________________________________
Agent/Broker:  ____________________________________________________________

Authorized Person:  ________________________________________________________
Plan Administrator:  ________________________________________________________

Title:  ___________________________________________________________________

Date:  ___________________________________________________________________

Date:  ___________________________________________________________________
BEST LIFE Designated Agent:  __[image: image1.png]BEST RE




______________
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