Carrier Eligibility Management Set-up Sheet:

Please provide complete information for each line of coverage offered by the client.  Also include any self-administered benefits by listing the client as the carrier.  This information will allow Apprize to set up access for ongoing enrollment and eligibility management. 
Client Name:       
	Benefit Type:
	Offered by client?
	Policy Number(s) 

List all policy numbers:


	Subgroup Numbers:
	Is this a new carrier?
	Name of Carrier
	Carrier Contact Information 
	Does the client have access to the carrier’s enrollment website?
	Billing Method:

	Medical
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:
 
Fax:


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	N/A

	Dental


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:

Fax:


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	N/A

	Vision


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	     
	Name:
     
Phone:
     
Email:
     
Fax:
     

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	N/A

	Short-term Disability


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:
     
Email:
     
Fax:
     
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	Long-term Disability


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:

Fax:

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	Base Life


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:

Fax:

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	Voluntary Life


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:

Fax:

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	Flexible Spending Plan


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	
	Name:

Phone:

Email:

Fax:

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	N/A

	Other Benefit (list name):       

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	     
	Name:
     
Phone:
     
Email:
     
Fax:
     
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	Other Benefit (list name):       

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	     
	Name:
     
Phone:
     
Email:
     
Fax:
     

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Self-billed

 FORMCHECKBOX 
  List Billed

	
	
	
	
	
	
	

	COBRA Administration:
	COBRA is:
	COBRA services:
	Name of Administrator
	Administrator Contact Information 
	
	

	
	 FORMCHECKBOX 
 Outsourced

 FORMCHECKBOX 
  Self-Administered
	Does administrator:

Send COBRA initial notice to employee?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Term active coverage when COBRA event occurs?

 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Reinstate coverage when COBRA is elected?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
Terminate coverage when COBRA in cancelled?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	Name of Carrier:

     
	Name:
     
Phone:
     
Email:
     
Fax:
     
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	


