Voluntary Disability Plan Set-up Sheet:

Plan Name:       
Please provide the following information about your disability plan. First, outline general plan information such as carrier information.  If you offer multiple disability plans, you should complete separate sheets for each plan. If the same plan has derivations (i.e. different classes with a different certificate or plan maximum), specify derivations under the derivation column(s).  Only complete the derivation columns for fields that are different from the main plan.

	Field
	Notes
	

	Documents to upload
	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
	Name of File
	System Display Name

	
	
	     
	     
	     
	     

	
	
	     
	     
	     
	     

	
	
	     
	     
	     
	     

	Plan Type
	Short-term disability or long-term disability
	 FORMCHECKBOX 
  Short-term Disability

 FORMCHECKBOX 
  Long-term Disability

	Policy Number


	
	     

	Insurance Carrier
	Name of Carrier:
	     

	
	Address:
	     

	
	Customer Service Line:
	     

	
	Employee Contact:
	     


	Field
	Notes
	Plan
	Derivation

	Rates
	Enter monthly rate.  

For STD, enter monthly rate per $10 of weekly benefit. 

For LTD, enter monthly rate per $100 of insured payroll. 

If plan is age rated, enter rates below
	     
	     

	Age Rates:
	Start
	End
	Non-Tobacco Rate
	Tobacco Rate

	
	<20
	
	     
	     

	
	20
	24
	     
	     

	
	25
	29
	     
	     

	
	30
	34
	     
	     

	
	35
	39
	     
	     

	
	40
	44
	     
	     

	
	45
	49
	     
	     

	
	50
	54
	     
	     

	
	55
	59
	     
	     

	
	60
	64
	     
	     

	
	65
	69
	     
	     

	
	70
	74
	     
	     

	
	75
	79
	     
	     

	
	80
	84
	     
	     

	
	85+
	
	     
	     


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

	Plan Description
	Specify the language used to describe the plan to EE.
	     
 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

	Tax Status
	Is employee cost deducted on pre or post tax basis?
	 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 changes. 
	 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes

If yes, COBRA cost is      % of plan premium 


	 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes

If yes, COBRA cost is      % of plan premium 



	Gross Up?
	Does employer gross up?  If yes, can employee choose or is it required?
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes, required

 FORMCHECKBOX 
 Yes, optional


	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes, required

 FORMCHECKBOX 
 Yes, optional

	Benefit Percent
	For short-term, list % of weekly salary. For long-term, list % of monthly salary.
	     
	     

	Benefit Maximum
	For short-term, list weekly maximum. For long-term, list monthly maximum.
	     
	     

	Is bonus or commission included when determining the benefit?
	If yes, specify how bonus or commission is defined. 
	 FORMCHECKBOX 
 Commission

 FORMCHECKBOX 
 Bonus

 FORMCHECKBOX 
 Other:      
	 FORMCHECKBOX 
 Commission

 FORMCHECKBOX 
 Bonus

 FORMCHECKBOX 
 Other:      

	Rounding
	If amounts are rounded, how are they rounded?
	 FORMCHECKBOX 
 Don’t round

 FORMCHECKBOX 
 Round to nearest      
	 FORMCHECKBOX 
 Don’t round

 FORMCHECKBOX 
 Round to nearest      

	Definition of earnings
	How is salary defined for purposes of calculating disability benefit?
	 FORMCHECKBOX 
 Current Salary

 FORMCHECKBOX 
 Prior Year w-2

 FORMCHECKBOX 
 Other:      
	 FORMCHECKBOX 
 Current Salary

 FORMCHECKBOX 
 Prior Year w-2

 FORMCHECKBOX 
 Other:      

	Salary Updates
	How are often are salary updates reported to the carrier?
	 FORMCHECKBOX 
 Annually

 FORMCHECKBOX 
 As they occur

 FORMCHECKBOX 
 Specific Date      

	 FORMCHECKBOX 
 Annually

 FORMCHECKBOX 
 As they occur

 FORMCHECKBOX 
 Specific Date      


	Does employee contribute to plan?  
	Yes or no.  

If yes, enter employee contribution as monthly amount.  

For STD, enter monthly contribution per $10 of weekly benefit. 

For LTD, enter monthly contribution per $100 of insured payroll.
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes,      
	 FORMCHECKBOX 
  No

 FORMCHECKBOX 
 Yes,      

	Eligibility Rules

	Eligible Divisions
	List all eligible divisions from the list of divisions 
	     
	     

	Eligible Classes
	List all eligible classes from the list of classes 
	     
	     

	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
	     
	     

	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,      

	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:  ________________________
