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Site Implementation

Set-up Workbook
I. Employee Usage Agreement
Below is the default usage agreement for your site. Please review, and choose from the options below.
A copy of this usage agreement is generally available in the Company Documents area of this website.  If you wish to obtain a copy and it is not available online, please see your benefits administrator.

By clicking I accept below, I consent to electronic processing of this application to include use of my electronic signature.

I acknowledge that Electronic Signature means that I am the person identified on this application as the applicant, that I voluntarily accept all the terms and conditions as stated in this application, and that I agree to the electronic processing of this record. I acknowledge that my electronic signature will have the same legal effect as a signature on paper.

 I acknowledge individuals for whom I will be claiming as dependents either reside with me in a spousal or a parent-child relationship or are legally dependent on me for their support and are eligible to participate in the plans being offered.

I acknowledge that I have the right to print and keep this request for benefits enrollment on paper.

 I acknowledge that I have the right to withdraw my consent to the electronic signature on this application. I understand I must notify my benefit providers in writing of my withdrawal of consent and that such withdrawal will not affect actions already taken by my benefit providers.

 I acknowledge that my consent to the use of my electronic signature applies to this application only and not to any other transactions with my benefit providers.

I acknowledge that I have the opportunity to review the complete plan document for each plan being offered prior to making any benefit elections and take responsibility for complying with the provisions of each plan selected.  If I enroll in any plan without first reviewing the complete document I am doing so by choice and will not hold any other party responsible for making a plan election without having access to the plan details as contained in the plan document.

I acknowledge that I am only providing notice of my desired benefit selections.  This information will be submitted to each applicable insurance company or plan administrator for processing.  Your enrollment is not complete until it is processed and accepted by each insurance company or administrator.   You will receive information for each of your selected benefits.  If you do not receive this information you should contact your benefit administrator.

I understand that if my application for new or additional coverage is accepted, that applicable coverage will be effective on the date specified by the insurance carrier or benefit provider and that it is my responsibility to verify that said coverage is in effect.  If I do not receive such verification or if there is in error in the verification of coverage provided, it is my responsibility to immediately notify the benefits administrator.

I hereby apply for coverage on the basis of the statements and answers to the questions herein. I hereby declare all answers to be true to the best of my knowledge and to accurately represent the health of those persons applying for coverage and waiving coverage. I understand that these statements, answers and subsequent information I provide are the basis for my coverage. Furthermore, I understand that this application must be updated by me to include any condition of disease which may occur between the date of my application and the Effective Date of Coverage.

Important information about tax qualified plans: 

I understand that my tax qualified benefit plan elections are effective for the plan year and cannot be changed unless a qualified change of status is experienced by me, my spouse, or one of my eligible dependents.

I understand that I will forfeit any amounts remaining in my Flexible Benefit Plan accounts not used for eligible expenses during the plan year.  Furthermore, I understand that my Social Security benefits may be reduced because participation in this Plan reduces the amount of contributions made to the Federal Social Security system.

I cannot participate in a general-purpose medical reimbursement plan or have ‘other coverage’ while I am making Health Savings Account (HSA) contributions unless the other coverage is qualified High Deductible Health Plan as defined by the Internal Revenue Service.
 FORMCHECKBOX 
 Use this language for the usage agreement.

 FORMCHECKBOX 
 Modify the usage agreement (and make edits above).

II. Employee Enrollment Acceptance
Below is the default usage agreement for your site. Please review, and choose from the options below.

I ACKNOWLEDGE THAT I HAVE ACCESS TO AN INDIVIDUAL AT MY EMPLOYER THAT I CAN DIRECT ANY QUESTIONS OR CONCERNS TO REGARDING THE INFORMATION I HAVE COMPLETED.

I UNDERSTAND THAT PROVIDING FALSE INFORMATION OR OMISSION OF RELEVANT INFORMATION IN THIS APPLICATION MAY RESULT IN THE DENIAL OF CLAIMS OR CANCELLATION OR RESCISSION OF COVERAGE.

I CONSENT TO THE ELECTRONIC PROCESSING OF THIS APPLICATION AS DEFINED IN THE SYSTEM USAGE AGREEMENT, AND HEREBY AUTHORIZE MY EMPLOYER TO MAKE THE EMPLOYEE PAYROLL DEDUCTIONS, IF ANY, INDICATED FOR THE PLANS THAT I HAVE CHOSEN.

I UNDERSTAND THAT MY ELECTIONS GENERALLY CANNOT BE CHANGED WITHOUT A QUALIFYING EVENT.

I UNDERSTAND THAT THIS FORM DOES NOT COMPLETE MY PLAN ENROLLMENT.  THIS INFORMATION WILL BE SUBMITTED TO EACH APPLICABLE PLAN PROVIDER AND MY COVERAGE IS EFFECTIVE ON THE DATE SPECIFIED BY THE PLAN PROVIDER.  IF I DO NOT RECEIVE CONFIRMATION OF SELECTED COVERAGE WITHIN 30 DAYS IT IS MY RESPONSIBILTIY TO NOTIFY MY EMPLOYER.

 FORMCHECKBOX 
 Use this language for the usage agreement.

 FORMCHECKBOX 
 Modify the usage agreement (and make edits above).

Notes:     

III.  Customizing the Employee Profile Information: 
For each field listed, check the option you would like.
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	Field Name
	Required Field
	Optional Field
	Do Not Include

This Field

	First Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Middle Initial
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Last Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Title
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Security No.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Government Visa No.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	EEO Ethnic Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gender
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	EEO Job Category
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Birth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tobacco User
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Email Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Street Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Street Address 2
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Country / International Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Home Phone 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Work Phone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ext.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cell Phone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Marital Status
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Married
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Separated
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Divorced
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Widowed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Military Veteran
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Notes:     

IV.   Designating an Emergency Contact

Would you like each employee to designate an emergency contact?   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

If Yes, for each field listed, check the option you would like.

	Field Name
	Required Field
	Optional Field
	Do Not Include

This Field

	First Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Last Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Street Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Home Phone 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Secondary Phone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ext.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Email Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Relationship
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Notes:     

V.  Spouse Information

For each field listed, check the option you would like.
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	Field Name
	Required Field
	Optional Field
	Do Not Include

This Field

	First Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Middle Initial
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Last Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Title
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Relationship
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Security No.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	EEO Ethnic Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gender
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	EEO Job Category
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Birth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Divorce
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Marriage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tobacoo User
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Email Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Residing Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Street Address 2
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	County
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Home Phone 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Employer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Employer Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Work Phone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ext.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cell Phone
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tobacco User?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is this Spouse Disabled?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Clinic Codes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Notes:     

VI. Child Information

For each field listed, check the option you would like.
	Field Name
	Required Field
	Optional Field
	Do Not Include

This Field

	First Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Middle Initial
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Last Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Title
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	EEO Ethnic Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Security No.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gender
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Birth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Residing Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	County
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child has resided here since
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Marital Status
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	This child is my
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Relationship
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is this Dependent Disabled?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Reason for Disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Clinic Codes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medical
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dental
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Vision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Rx
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has there been a court decree issued regarding Financial Support?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has there been a court decree regarding Insurance Coverage?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	What percentage of support do you provide this child?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	As of what date?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Qualified Medical Support Order
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is child claimed on Federal Taxes?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If 19 or older, indicate whether child is a student
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	School/University
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	School Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Notes:     

VII. Beneficiary Information

Would you like to collect beneficiary designations for employees through this site?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, would you like designating a beneficiary required or optional?   FORMCHECKBOX 
 Required   FORMCHECKBOX 
 Optional

If yes, for each field listed, check the option you would like.
	Field Name
	Required Field
	Optional Field
	Do Not Include

This Field

	First Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Last Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Type (Primary, Senondary)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Secondary Address
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	City 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	State
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Date of Birth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Security No.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Relation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Postal Code
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Phone Number
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Percentage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gender
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Notes:     

VIII. Other User Defined Fields:
Is there any other information you would like to collect from employees through the online enrollment site?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

If Yes, please specify:

     


IX. Employee Feedback

Once an employee has completed their elections, the last screen of the site can be an employee feedback option.  Would you like to include this?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, what question would you like to ask?      

X. Notifications of Employee Changes

When an employee makes a change to his/her online enrollment record, (i.e. adds a dependent), choose which option you prefer:

 FORMCHECKBOX 
  We will use the Change/Term report within the online enrollment system to manage changes/terms.

 FORMCHECKBOX 
  We would like to schedule the Change/Term report to be sent to us on the following frequency:  

 FORMCHECKBOX 
  We would like an email to be sent to: 
 notifying him/her that the change has been made within the system.
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