
Page 1 of 6
GLA12337                                                                                                                                                                                                                                      10/23

1. Group Contact Information

Who is the Main Contact for Policy and Compliance Administration? 

Name: _________________________________ Phone: _____________________ Email: _____________________________        

Who is the Billing Contact?

Same as Main Contact.

Name: _________________________________ Phone: _____________________ Email: _____________________________

Who is the Claims Contact?

Same as Billing Contact.

Name: _________________________________ Phone: _____________________ Email: _____________________________

 

 (Last 5 of contacts SSN is required to initiate/setup online registration access.)

 _______________________________________

 ___________________________________       

Name: _________________________________ Phone: _____________________ Email: _____________________________

Who is the TravelConnect Contact?

 Same as Main Contact.

 

Name: _________________________________ Phone: _____________________ Email: _____________________________

 __________________________________________________________________
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2. Location of Employees

Yes No  Do you have any employees  in CA, HI, NJ, NY or RI?

___________________________________________________________________________________________________

 __________________________________________________________________

Monthly 

 Male:  ________  ________  ________  ________

 Female:  ________  ________  ________  ________

 No 

(add more locations to the “Special Instructions” section on the last page).

 Name: _____________________________________________  ________________________________

 ____________________________________________

 No

 

International Employees

No  

___________________________________________________________________________________________________

3. Dental Coverage

No   

Dental PPO

  

 
 

Dental Self-Funded

DHMO

     Note:  

 No

  Yes    

Please note:
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 No

(add more contacts to the “Special Instructions” section on the last page).

Name: ____________________________________________  ____________________________________________

 ___________________________________________  City/State/Zip: _______________________________________

Phone: __________________________________________  Contact Email: ______________________________________

Yes No 

___________________________________________________________________________________________________

5. Third Party Administration Billing & EDI

  Yes – Technology Vendor         Yes – EDI None

 ___________________________

 ________________________

 ________________________________________

What services do they provide (select all that apply):

Billing

 ________________________________________________________________________________

 ____________________________________________ City/State/Zip: ______________________________________

Contact Name: _______________________________________  _____________________________________

Email: _______________________________________________________________________________________________________
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6. Billing Administration

 

 __________________________________________________ City/State/Zip: ______________________________________

 

 Structure of List-Bill Invoices (Please select one):

 
  (add details to the “Special Instructions” section on the last page)

  (add details to the “Special Instructions” section on the last page)

 

 (NOTE: Periodically, a back-up census will be requested)

7. ERISA

 _________________

  No

 ________________________________________________________

 ______ / ______ / _________

 Life ___________ STD ____________   LTD ____________  Dental ____________

  Vision _________ Vol Life _________  Vol STD _________  Vol LTD ___________

   __________  ___________  ___________ 

 ______________________________  

 Both 

 _____________________________________________________________________________

 ______________________________________________________

Minimum Hours - 

(add details to the “Special Instructions” section on the last page)

Yes  No   

 _____________________

Employee Waiting Period 

 __________Days  __________Months  __________

 ___________________________________________________________
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(NOTE: If the end of the waiting period lands 

 ___________________________________________________________________________________________

  Yes   No  

When Part-Time Employees move to Full-Time status:

  Yes   No  

  

  

 

  No  

  Base pay  

No

If yes

     

     

 ___________________________________

10. Funding

No  

Dental   Vision
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NY DBL

Yes   
the Employee. 

No - Lincoln

Completed By:

_____________________________________________________________   _______________________________

Special Instructions (please use additional space, if needed):


