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Health and Productivity Cost Analysis







Data Request Form (DRF)

Instructions
The information requested on this form will be used to generate your company’s CalcuL8™ report. A complete DRF yields a more tailored report for your organization. Please complete all fields of this form if possible. Please DO NOT provide attachments or other additional documentation unless requested. All information submitted in this report will be kept in the strictest of confidence by Health Improvement Solutions. If you have any questions about completing this form, please contact a CalcuL8™ representative at (402) 827-3330 or email to: kane@healthimprovementsolutions.com
NOTE: Data listed in red are required for a CalcuL8™
Name of Company:       
Mailing Address:      


City:        State:        Zip:      
Web Site Address:      
Date You Received DRF:       mm/md/yyyy
Date You Are Submitting Completed DRF:       mm/md/yyyy
Your Name:      

Title/position:      
Phone:       


Fax:       
Email Address:      
Business Type

 FORMCHECKBOX 
 Manufacturing 
 FORMCHECKBOX 
 Retail Trade 
 FORMCHECKBOX 
 Mining 


 FORMCHECKBOX 
 Communications
 FORMCHECKBOX 
 Transportation
 FORMCHECKBOX 
 Health care 

 FORMCHECKBOX 
 Utilities
 FORMCHECKBOX 
 Technology 
 FORMCHECKBOX 
 Financial 

 FORMCHECKBOX 
 Other      
Demographics

Age Group 
Male
Female
No. of Employees



(males + females)
	<20 Years
	       
	
	       
	
	          

	20-25
	       
	
	       
	
	       

	26-30
	       
	
	       
	
	       

	31-35
	       
	
	       
	
	       

	36-40
	       
	
	       
	
	       

	41-45
	       
	
	       
	
	       

	46-50
	       
	
	       
	
	       

	51-55
	       
	
	       
	
	       

	56-60
	       
	
	       
	
	      

	60+
	       
	
	       
	
	       

	Total                 Males
	     
	Females
	     
	All 
	     


Race/Ethnicity



Number


	        African-American
	     

	        Asian
	     

	        Caucasian
	     

	        Hispanic
	     

	        Native American
	     

	Other (Please List)      
	     

	Other (Please List)      
	     

	Other (Please List)      
	     

	Total
	     *


*This number should equal the total number of employees in your organization, and match the total of “All” employees from the table above

Health Plan Enrollment

Please have your benefits department provide the information requested below.
Number of dependents enrolled in company-paid health plans:      
Number of employees enrolled in company-paid health plans:      
Salaries, Wages, and Fringe Benefits

Salaried Employees

Median annual salary of salaried employees:       

Median annual value of fringe benefits of salaried employees:      
Percentage of employees paid a salary:      %
Hourly Employees

Median annual wages of hourly employees:      
Median annual value of fringe benefits of hourly employees:      
Percentage of employees paid an hourly wage:      %
Health Claims Data 

Please have your health insurer or third party claims administrator (TPA) provide the claims data from the past year.
Total Medical Charges* (last full year available)      
Year?      
Total number of claims:      
Percentage change in Total charges from previous year:      % 
 FORMCHECKBOX 
 Increase  






 FORMCHECKBOX 
 Decrease
* DO NOT include pharmacy claims in the Total Medical Charges above or in the major diagnostic category (MDC) breakdown below.
When a claim is filed it is categorized into one of 25 major diagnostic categories (MDCs). The total of all claims from the 25 MDCs (excluding pharmacy claims) make up your Total Medical Charges entered above. Below, please provide the charges and number of claims for each of the following 8 MDCs only:


Charges
Number of Claims
	1) Circulatory
	     
	     

	2) Digestive
	     
	     

	3) Endocrine/metabolic
	     
	     

	4) Genitourinary
	     
	     

	5) Musculo-skeletal
	     
	     

	6) Neoplasm (cancer)
	     
	     

	7) Pregnancy/newborn
	     
	     

	8) Respiratory
	     
	     

	


Total
	     
	     


Employee Health Risk Factors

The CalcuL 8 ™ analysis is based on the relationship between health care utilization and employees’ risk factors. Therefore, it is important for you to provide as much information as possible on the personal risk factors displayed by your company’s workforce. If your company does not have this data, the report can still be generated; national norms for the categories can be applied.

List the last year risk factor data were collected:     
Method(s) used to collect data

 FORMCHECKBOX 
 Health Risk Appraisal (self-report only) 
 FORMCHECKBOX 
 Health Risk Appraisal with clinical measures

 FORMCHECKBOX 
 Medical records (employee) 
 FORMCHECKBOX 
 Medical claims reports (group) 

 FORMCHECKBOX 
 Survey Data

Risk Factor/Behavior

In this section, please list the percentage of your workforce that is affected by the following:



% of


% of
Workforce                   
Workforce

	1) High blood pressure (140/90+)  
	     %
	  9) High alcohol use
	     %

	2) Tobacco use                             
	     %
	10) High stress
	     %

	3) Physical inactivity

     (< 30 min. moderate exercise 5 days/week)
	     %
	11) No rectal exam 

        (Men over age 50)
	     %

	4) Overweight 

    (BMI ≥ 25)
	     %
	12) No monthly BSE 

      (Breast self-exam - Females)
	     %

	5) Diabetes
	     %
	13) No mammogram (Females)
	     %

	6) High cholesterol ratio 

    (Total:HDL is > greater than 4.5 to 1)
	     %
	14) Other risk factor information:

         

                (list or attach)
	

	7) Depression
	     %
	         Enter:      
	     %

	8) Poor diet
	     %
	      Enter:      
	     %


Lost Productivity

Does your organization track employee absenteeism:   FORMCHECKBOX 
  yes      FORMCHECKBOX 
  no

Does your organization have any presenteeism data:   FORMCHECKBOX 
  yes     FORMCHECKBOX 
  no

Occupational Risk



 





% of Workforce

1) Heavy labor (at least 2 hours during work shift) 

      %
2) Exposed to second-hand cigarette smoke or airborne pollution 
      %  

Other 

Please use this space to provide any other information you feel is important:      
Final Sign Off – Data Approval 

________________________
_____________________      _____/_____/________

________________________
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Please send your completed DRF to:

Health Improvement Solutions

PO Box 241434

Omaha, NE  68124-5434

TM





Name					Title				      Date





Signature





TM
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