
 
 

POS Information Form 
 
 
Company Name: ______________________________________ 
 
Contact Name: ________________________________________ 
 
Contact Phone #: _______________________________________ 
 
NAIC Cocode: ____________ 
 
Annual/Quarter Reporting Date: ____________________ 
 
Current Date: _______________ 
 
 
 
 
POS Projected claims for most recent year-end: _________________________________ 
 
POS Actual Claims for current quarter: ___________________________________ 
 
POS Actual Claims for current year to date:  ______________________________ 
 
Total Medical and Hospital Expenses current quarter: ________________________ 
 
POS Total Medical and Hospital Expenses current quarter: ____________________ 
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