SUBMISSION FORM S-3

REQUEST FOR PROPOSALS
DENTAL BENEFITS PROGRAM
FEE STRUCTURE SUBMISSION FORM
[bookmark: _GoBack]

Provide Fully Insured Monthly Rates net of commissions.  The rates quoted should be guaranteed for all five years.    The City’s rate history is included in Exhibit E – Rate History.

Base (The City pays the entire premium cost for this plan)
		
Year 1		Year 2		Year 3		Year 4		Year 5
Employee	$		$		$		$		$	

The following services are provided to all benefit eligible employees each calendar year:
· One calendar year annual exam, and
· One calendar year cleaning, and 
· One calendar year set of bite-wing x-rays

These services are provided regardless of whether the employee enrolls in the Low, High, or DHMO plan for themselves or their eligible dependents. 

Year 1		Year 2		Year 3		Year 4		Year 5
Low

Employee	$		$		$		$		$	

Family		$		$		$		$		$	

High

Employee	$		$		$		$		$	

Family		$		$		$		$		$	

DHMO

Employee	$		$		$		$		$			

Family		$		$		$		$		$	

