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	Company Information

	Company Name (indicate dba if applicable):        
     
	Effective Date:

     

	Employer Tax ID (EIN)#: 

     
	 FORMCHECKBOX 
 Corp.
 FORMCHECKBOX 
 Proprietor

 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Other
	Company Website:
      

SIC:
      


	Group Benefits Administrator:

     
	Billing Contact:

     

	Phone: 
Fax:
(   )      -     
(   )      -     
	Phone: 
Fax:
(   )      -     
(   )      -     

	Street Address:
City
State
Zip

     
     
  
     
	Billing Address:
City
State
Zip

     
     
  
     

	Benefits Administrator Email:

     
	Billing Representative Email:
     

	Base Product Selections

	Medical, Basic Life/AD&D and $10,000 Business Travel Accident are compulsory lines of coverage.

	Medical Plans  Underwritten by Asuris Northwest Health -  Vitality Wellness Program included with all Asuris Northwest Health medical plans
 FORMCHECKBOX 

  Progressive $0     FORMCHECKBOX 
  Progressive $200     FORMCHECKBOX 
  Progressive $500     FORMCHECKBOX 
  Progressive $650     FORMCHECKBOX 
  H.S.A. 1,500     FORMCHECKBOX 
  H.S.A. 2,500          
 FORMCHECKBOX 

  Infinity $200          FORMCHECKBOX 
 Infinity $300              FORMCHECKBOX 
 Infinity $500           
  FORMCHECKBOX 
 Infinity $1,000           FORMCHECKBOX 
 Infinity $2,000    FORMCHECKBOX 
  Infinity $3,000     

	Prescription Drug Benefits Underwritten by  Asuris Northwest Health
A prescription drug benefit must be selected when an Asuris medical plan is purchased except for HSA plan options.
Plan Name Tier1/Tier2/Tier3  - Deductible (if applicable)

 FORMCHECKBOX 

Plan $10/$20/$40 No deductible  2x mail
                                    FORMCHECKBOX 
 Plan $10/$25/$50 No deductible 3x mail MAC A
 FORMCHECKBOX 

Plan $10/$35/$70 3x mail MAC A                                                    FORMCHECKBOX 
 Plan $10/$35/$70 $150 brand deductible 3x mail MACA

	Medical Plans Underwritten by Group Health Options, Inc.

 FORMCHECKBOX 
 Alliant Plus 200 Balance Plan   FORMCHECKBOX 
 Alliant Plus 500 Mid Plan   FORMCHECKBOX 
 Alliant Plus 1000 Balance Plan   FORMCHECKBOX 
 Alliant Plus 3000 50/50 Plan

	Buy-Up Product Selections

	Life and AD&D Benefits 

Underwritten by Regence Life and Health Insurance Company
 FORMCHECKBOX 
  Plan A: $15,000 Life/AD&D included with all medical plans.

 FORMCHECKBOX 
  Plan B:  $50,000 Life/AD&D (5 + Employees)

 FORMCHECKBOX 
  Plan C: 1 x Annual Salary (maximum $100,000) (5 + Employees) 
 FORMCHECKBOX 
  Plan D: 2 x Annual Salary (maximum $200,000) (5 + Employees)
	Long-Term Disability Options (Requires 5+ Employees)

 FORMCHECKBOX 
 Plan A  FORMCHECKBOX 
 Plan B  FORMCHECKBOX 
 Plan C  FORMCHECKBOX 
 Plan D  FORMCHECKBOX 
 Plan GF1  FORMCHECKBOX 
 Plan GF2 
Supplemental Life & AD&D Options 
 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No      *Evidence Of Insurability Required


	Dental Plans Underwritten by Washington Dental Service (2 + Employees)
 FORMCHECKBOX 
 Plan A Premier Incentive $50 $2,500         FORMCHECKBOX 
  Plan AA Incentive Preferred PPO $50 $2,500       FORMCHECKBOX 
 Orthodontia Family Rider Option                              

 FORMCHECKBOX 
 Plan C Preferred PPO $0 $2,000               FORMCHECKBOX 
  Plan F Preferred PPO $50 $1,000                         FORMCHECKBOX 
  Orthodontia Dependent Children Rider Option

 FORMCHECKBOX 
 Plan G Preferred PPO $25 $2,000             FORMCHECKBOX 
  Plan GG Preferred PPO $50 $2,000

 FORMCHECKBOX 
 Plan H Premier $0 $1,500                          FORMCHECKBOX 
  Plan J Preferred PPO $50 $1,000                                   

	Dental Plans Underwritten by Dental Health Services   (1 + Employee)     FORMCHECKBOX 
 SmartSmile   FORMCHECKBOX 
 Super SmartSmile w/ Specialty

	Vision Plan Underwritten by Vision Service Plan  (3+ Employees)
 FORMCHECKBOX 
 Signature Plan B   FORMCHECKBOX 
 Choice Plan A
	Employee Assistance Plan WellSpring EAP 1–3 Visit Model
 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No    

	Group Legal Plan:      
 FORMCHECKBOX 
 Century 21 Legal
   FORMCHECKBOX 
 Grandfathered Caldwell Legal   
	Voluntary Personal Accident Underwritten by Chartis Property Casualty Company:   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	COBRA Administration Provided by BAC:  
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No   (If Yes, COBRA application will be sent to group by BAC) 


	Eligibility and Participation Requirements 

	Definition of Eligible Employee:
Eligible Employees must be regular (not seasonal, temporary or 1099 contractors) active employees on company payroll working a minimum of 20 hours per week to be eligible for medical, dental & vision coverage.  Minimum 30 hours per week for LTD coverage.

All full-time Employees working a minimum of      hours per week (not less than 20)

	Probationary Period Information:
Coverage for newly hired/eligible employees will become effective the first of the month following/coinciding with the completion of the probationary period.      FORMCHECKBOX 
 Date of Hire
 FORMCHECKBOX 
 30 days
 FORMCHECKBOX 
 60 days
 FORMCHECKBOX 
 90 days
 FORMCHECKBOX 
  Other:       

New Groups Only:
The probationary period specified in the category above applies to (Check one box):
 FORMCHECKBOX 
 Current and Future Eligible Employees

 FORMCHECKBOX 
 Future Eligible Employees Only

	Waive Probationary Period: 
For employees transferring from part-time to full-time status, the probationary period above should apply

 FORMCHECKBOX 
 Retroactive to the original date of hire       FORMCHECKBOX 
 Beginning at the date of transfer

	Employer Contribution and Employee Participation Requirements: The employer must contribute the minimum percentages shown below toward the cost of coverage and must meet the minimum participation requirements. Minimum Contribution/Participation Requirements:

75% Employer Contribution = 75% Employee Participation or 100% Employer Contribution = 100% Employee Participation

	Class Description   (must not be discriminatory)

Class 1:     
                         Medical
                           Dental

Employee:
      %
Employee:          %

Dependent: 
      %
        Dependent:
      %
	Class Description  (must not be discriminatory)
Class 2:     
                         Medical
                           Dental

Employee:
      %
Employee:
      %

Dependent: 
      %
Dependent:
      %

	Employee Enrollment

	Total number of employees:                                 Number of eligible employees:                                      Number of covered employees:       

	Current Medical Plan Information (FOR NEW GROUP SUBMISSIONS ONLY)

	If yes, complete the following:

Name of prior medical carrier
      

Original Effective Date:       
 Term Date:       


Name of prior dental carrier
      

Original Effective Date:       
 Term Date:       


Asuris Northwest Health and Group Health Options are the only medical carriers endorsed by the Trust.  No other group medical coverage is allowed.

	COBRA/TEFRA/OBRA/FMLA Designation


	We strongly urge you to consult with legal counsel in answering the following questions.  The summaries below are not intended to be or to replace legal advice on your particular group.  It is the group’s responsibility to inform the carrier immediately if facts change which would cause the group’s answers below to change.

	COBRA 
Employer?
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	Helpful Hint:  Generally, these laws apply to any non-church employer that employed 20 or more employees on at least 50% of its working days in the preceding calendar year.  “Employees” are full-time and part-time common-law employees.  Self-employed workers as defined in IRC §401(c)(1), corporate directors, or independent contractors should not be counted unless they qualify as common-law employees.  “Employees” may also include leased employees who qualify as common-law employees.  Please COBRA regulations at 26 CFR §54.4980b-2 Q/A 5 for guidance on counting part-time employee as a fraction of a full-time employee.

	FMLA
Employer?
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	Helpful Hint: Generally, these laws apply to any employer that employed at least 50 employees on 50% or more of its working days in the preceding calendar year.  

	TEFRA/OBRA Employer?
	 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No
	Helpful Hint: Generally, these laws apply to any employer that employed at least 100 employees on 50% or more of its working days in the preceding calendar year.  

	Rates – Please do not add lines of coverage together

	
	Employee:
	EE/Sp:
	EE/Sp/Child(ren):
	EE/Child(ren):

	Medical Plan 1:
	$      
	$      
	$      
	$      

	Rx for Plan 1:
	$      
	$      
	$      
	$      

	Medical Plan 2:
	$      
	$      
	$      
	$      

	Rx for Plan 2
	$      
	$      
	$      
	$      

	Dental Plan:
	$      
	$      
	$      
	$      

	Vision Plan:
	$      
	$      
	$      
	$      

	Basic Life/AD&D
	$      
	$      
	$      
	$      

	Supplemental Life/AD&D
	$      
	$      
	N/A
	N/A

	LTD:
	$      
	N/A
	N/A
	N/A

	Group Legal:
	$      
	N/A
	N/A
	N/A

	EAP:
	$      
	N/A
	N/A
	N/A


	Adoption of Trust Agreement, Appointment of Trustee &  Understanding of the Terms of Selection and Participation

	Understanding of the Terms & Provisions of Participation
The undersigned Employer agrees to adhere to the terms, conditions and limitations of coverage as set forth in the health service contracts, insurance policies, service contracts, benefit booklets and certificates of insurance issued by each of the respective carriers that are contracted with Business Health Trust. The undersigned Employer agrees to distribute benefit booklets and certificates of insurance to plan participants and beneficiaries in a timely manner. 

Sponsor The undersigned Employer acknowledges and agrees that the Sponsor shall have all rights and powers described in the Trust Agreement.  The Sponsor shall be entitled to reimbursement for any out-of-pocket expenses directly related to its marketing support and activities from Trust assets.  The Sponsor may also charge an access fee to its Member Companies as a condition to participating in the benefits offered under the Trust which shall not be paid from plan assets but shall be paid solely by the participating Member Company.  

Authority of Trustees The undersigned Employer acknowledges and agrees that all Trustees appointed under the Trust Agreement shall have all rights and powers described there under.  

Third Party Administrator  The undersigned Employer agrees that the Trust may select one or more service providers to act as a third party administrator (“TPA”) for the Trust and/or the Welfare Benefits Plans, and that such service providers may be one or more of the Member Companies.  

Administrator and Named Fiduciary The undersigned Employer is the administrator and Named Fiduciary of it’s Plan and shall have the authority to control and manage the operation and administration of such Member Company's Plan as described in the trust agreement.  
Termination This Adoption Agreement may be terminated by the undersigned Employer, which may withdraw from participation in the Trust by giving thirty (30) days written notice of intent to withdraw to the Trustees in accordance with Section 9.04 of the Trust Agreement.  Such Member Company shall have the rights and duties specified therein.  This Agreement may be terminated by the Trust, in the event that The undersigned Employer (a) shall fail or refuse to pay contributions due to the Trust in accordance with Section 9.05 of the Trust Agreement, or (b) shall be in breach of any of its other obligations under the Trust Agreement or this Adoption Agreement, which breach shall not have been cured within ten (10) days after The undersigned Employer receipt of written notice thereof.

Indemnity The undersigned Employer does hereby indemnify and hold harmless the Trustees, the Sponsor, and the Endorsing Sponsor from any and all loss, damages or liability incurred in the course and scope of their respective duties as described in this Agreement, except those resulting from their gross negligence, willful misconduct or dishonesty.  In the event that the Trustees, the Sponsor or the Endorsing Sponsor are made a party to any legal proceeding of any kind or nature arising out of their respective duties hereunder, directly or indirectly, The undersigned Employer agrees to indemnify and hold them harmless from any and all liability and expenses (including reasonable attorneys' fees) resulting there from.  Any damages assessed or expenses required to be paid or incurred by reason of this indemnification shall be borne equally by all Member Companies, unless it shall be determined that the damages, expenses or losses incurred result directly from the actions or inactions of a specific Member Company, its employees or producer.  In such event, that specific Member Company shall be primarily responsible for payment, with other Member Companies being responsible only in the event of the specific Member Company's inability by reason of financial insolvency to respond.

Governing Law This Agreement shall be construed and enforced in accordance with ERISA and, to the extent applicable, the laws of the State of Washington.

	Signature Section

	Producer Agreement to Contract

You, the producer, certify that you have met with the group submitting this agreement and that you have fully explained its contents.  You have discussed coverage, eligibility, any pre-existing condition waiting periods, the effect of misrepresentations, termination provisions and subscription charge billing administration. 

	Producer Signature


	Date

     

	Producer of Record (Print Name)

     
	Name of Agency

     

	Producer E-mail Address

     
	Agency Tax-ID # (REQUIRED FOR COMMISSION PAYMENT)

     

	

	I have provided these answers as part of the application procedure required by the insurer to enroll in coverage and I certify that all information completed on this form is true, correct, and complete.  I understand that the insurer will rely on each answer in making coverage and rating determinations.  If  the insurer continues the Contract with the Group after untrue, incorrect, or incomplete information is found to have been provided, and if as a result of correcting false information the Group no longer qualifies for the Rate quoted, I understand that the insurer, will have the right to adjust the rates to the appropriate level retroactive to the date the misrepresentation occurred, and the Group will be required to pay the Rate adjustment within 30 days of the date of notice by  the insurer.  It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines, and denial of insurance benefits.  In addition, the insurer will have the right to collect any claims payments or other damages.

	Group Representative’s Signature


	Date

     

	Group Representative (Print Name)

     
	Title

     


	Submission Checklists

	Mail New Business to:

              Wells Fargo Insurance Services

              Attn: Business Health Trust Team

              601 Union St., Suite 1300

              Seattle, WA 98101

Email: bht.ins@wellsfargo.com
Fax: 866.972.2881                            

Producer line: 206.892.9562
	New Group Checklist:

 FORMCHECKBOX 
 Binder Check - Payable to: Business Health Trust
 FORMCHECKBOX 
 Group Master Application 

 FORMCHECKBOX 
 Employee Enrollment / Waiver Forms

 FORMCHECKBOX 
 Submission HRQ (must be signed and dated same as GMA)

 FORMCHECKBOX 
 Association Membership Application and Payment (if not a member)
 FORMCHECKBOX 
 Tax Documentation (if applicable)

Renewal Case Submission Checklist: 

 FORMCHECKBOX 
 Employer Participation Agreement

 FORMCHECKBOX 
 Submit by 15th of month

	Plans Underwritten By:

Asuris Northwest Health:  1800 Ninth Avenue  PO Box 21267 Seattle, WA  98101  Customer Service:  800.458.3523

Group Health Options Inc : 320 Westlake Avenue, Suite 100, Seattle, WA  98109  Customer Service:  888.901.4636

Regence Life and Health Insurance Company:  100 S.W. Market St.,  Portland, OR  97201-5702  Customer Service:  800-794-5390
Washington Dental Service: 9706 4th Avenue NE Seattle, WA  98115  Customer Service:  800.554.1907

Dental Health Services, Inc.: 936 N. 34th Street, Suite 208 Seattle, WA  98103  Customer Service:  800.248.8108

Vision Service Plan:  600 University St. Suite 2004 Seattle, WA  98101  Customer Service:  800.877.7195

Wellspring Family Services:  615 2nd Avenue, Suite 150 Seattle, WA  98104  Customer Service:  800.553.7798

Chartis Property Casualty Company:  Commerce Drive, Suite B, Harrisburg, PA 17110;  Customer Service – 877.802.5246
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