
Broker Submitting Request:

Email:

Fax:

Phone:

Requested Effective Date:  

Company Name:   City/Zip Code: 

Contribution:    EE: __________ % Dep: ___________ % Industry/SIC: 

Current Medical Carrier:

Northwest Employers Trust
Proposal Request

Group Information

Current Medical Carrier:

Present Plan Info:             Deductible:

Office copay:

OOP

RX copay

Medical Rates:

EE

ES  

EC

FAM

Please complete ↓

Current Renewal

Email RFP to:
lct@thompsonspears.net
wws@thompsonspears.net
cindy@thompsonspears.net

Fax RFP to:
425-452-8418



Current Dental Carrier:

This is the information we need. If you have it on a spreadsheet already, send us your census as a file 

attached to an email.
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