Medical Plan Set-up Sheet:

Plan Name:        

Please provide the following information about your medical plan.  First, outline general plan information such as carrier and rate information.  If you offer multiple medical plans with different documents (certificates or benefit summaries), policy numbers, carriers, or rates, you should complete a separate sheet for each plan. Next, complete contribution and eligibility information.  If the plan has derivations (i.e. different contributions or eligibility rules), specify derivations under the derivation column(s). Only complete the derivation columns for fields that are different from the main plan.

	Field
	Notes
	

	Plan Documents
	Specify which documents should be uploaded for this plan.  List the name of the file and include the name you would like to display online.
	Name of file
	System Display Name

	
	
	     
	     

	
	
	     
	     

	
	
	     
	     

	Policy Number


	
	     

	Insurance Carrier
	Name of Carrier:
	     

	
	Address:
	     

	
	Customer Service Line:
	     

	
	Employee Contact:
	     


	Field
	Notes
	Plan 
	Derivation 1
	Derivation 2

	Plan Display Name
	Enter name that will be displayed to clients/ employees.
	     
	     
	     

	Plan Description
	Specify the language used to describe the plan to EE. 
	     
 FORMCHECKBOX 
 Use Default Language
	     
 FORMCHECKBOX 
 Use Default Language
	     
 FORMCHECKBOX 
 Use Default Language

	Is enrollment required?
	Enter yes if the employee cannot choose to waive the plan.
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Are domestic partners eligible for coverage?
	Yes or no.  If yes, specify same sex, opposite sex, or both
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes, same sex only

 FORMCHECKBOX 
  Yes, opposite sex only

 FORMCHECKBOX 
  Yes, both
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes, same sex only

 FORMCHECKBOX 
  Yes, opposite sex only

 FORMCHECKBOX 
  Yes, both
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes, same sex only

 FORMCHECKBOX 
  Yes, opposite sex only

 FORMCHECKBOX 
  Yes, both

	Tax Status
	Is employee cost deducted on pre or post tax basis?
	 FORMCHECKBOX 
  Pre

 FORMCHECKBOX 
  Post
	 FORMCHECKBOX 
  Pre

 FORMCHECKBOX 
  Post
	 FORMCHECKBOX 
  Pre

 FORMCHECKBOX 
  Post

	Is plan eligible for COBRA?
	Yes or No.  If yes, what percent of premium should COBRA participants be charged?
	 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes

If yes, COBRA cost is      % of plan premium 


	 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes

If yes, COBRA cost is      % of plan premium 


	 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes

If yes, COBRA cost is      % of plan premium 



	Maximum Student Age?
	If child is 19+, maximum student age?
	     
	     
	     

	Primary Care Plan?
	Does the employee need to elect a primary care provider when enrolling?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Rates
	If insured, enter monthly rate. 

If self-funded, enter IPE and complete cost component page that follows.  

 
	Tier
	Rate
	Tier
	Rate
	Tier
	Rate

	
	
	Single
	     
	Single
	     
	Single
	     

	
	
	EE + SP
	     
	EE + SP
	     
	EE + SP
	     

	
	
	EE, SP, 1 CH
	     
	EE, SP, 1 CH
	     
	EE, SP, 1 CH
	     

	
	
	EE, SP, 2+ CH
	     
	EE, SP, 2+ CH
	     
	EE, SP, 2+ CH
	     

	
	
	EE , 1 CH
	     
	EE , 1 CH
	     
	EE , 1 CH
	     

	
	
	EE, 2+ CH
	     
	EE, 2+ CH
	     
	EE, 2+ CH
	     

	Employee Contribution
	List monthly employee contribution
	Single
	     
	Single
	     
	Single
	     

	
	
	EE + SP
	     
	EE + SP
	     
	EE + SP
	     

	
	
	EE, SP, 1 CH
	     
	EE, SP, 1 CH
	     
	EE, SP, 1 CH
	     

	
	
	EE, SP, 2+ CH
	     
	EE, SP, 2+ CH
	     
	EE, SP, 2+ CH
	     

	
	
	EE , 1 CH
	     
	EE , 1 CH
	     
	EE , 1 CH
	     

	
	
	EE, 2+ CH
	     
	EE, 2+ CH
	     
	EE, 2+ CH
	     


Eligibility Rules
	Required Work Hours
	How many hours/week must an employee work to be eligible?
	     
	     
	     

	Waiting Period


	What is the required waiting period? IE: 1st following 30 days. 
	     
	     
	     

	Plan effective date


	Date of plan year. IE: 01/01/07-12/31/07
	     
	     
	     

	Eligible Divisions
	Which divisions are eligible for this plan?
	     
	     
	     

	Eligible Categories
	Which categories are eligible for this plan?
	     
	     
	     

	Eligibility contingent on other plans?
	Does an employee have to enroll in another plan to be eligible for this plan? If yes, what plan?
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes,      
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes,      
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes,      

	Other eligibility rules
	If there are any other eligibility rules, please specify. 
	     
	     
	     


This plan will be built to the specifications in this document. Changes to the specifications after testing signoff are subject to additional charges.
Completed by: 
________________________

Signature:  ________________________
Approved by: 
________________________

Signature:  ________________________
