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section iii: broker information

agency name broker name email address

phone number cell number fax number

mailing address city state zip code

There are eligibility requirements to participate in the CHAMBER ALLIANCE PROGRAM, including, but not limited to, being a 
member of a participating Chamber of Commerce. Please confirm your participation below and the Chamber of Commerce to 
which your organization belongs.  A List of CAP Participating Chambers is available at qualchoice.com. 

Are you currently a member of a participating chamber        YES            NO

If YES, what chamber? __________________________________________________________________________________________________________

 PLEASE PRINT. All sections must be completed.

section i: group information

plan sponsor/group name effective date (mm/dd/yyy)

administrative contact name email address

phone number cell number fax number

executive contact name email address

phone number cell number fax number

mailing address city state zip code

physical address (if same as above, mark ‘same’) city state zip code

is this a multi-location group?	             yes             no            if yes, please list city and state of other locations

is the plan sponsor subject to the federal consolidated omnibus budget reconciliation act (cobra) of 1985?	   		   yes	  no

Questions? Please consult your broker or attorney.

is the plan sponsor electing cobra/hipaa administration services through compliance consulting company (ccc)?	   	  yes	  no

if yes, submit the product selection & sold rates form and the signed ccc contract.

section ii: billing information

federal tax id number sic code nature of business

bank draft? 	    yes	    no	 if yes, please attach the authorization agreement for automatic payments form

section iv: prior carrier information

if accepted for coverage with qualchoice, will this coverage replace an 
existing group health insurance plan? 	             	             yes           no

name of current carrier date coverage ends (mm/dd/yyy)

are all employees covered by workers’ compensation?	            yes           no name of workers’ compensation carrier
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section vii: eligibility information

eligibility classes of employees for health coverage

full-time active employees* 	 number of required hours per week:______________

contract employees

retirees (only available to employer groups of 100 employees or more)

Please explain ______________________________________________________________________________________________________________________________________________________________

other ____________________________________________________________________________________________________________________________________________________________________

in state out of state total

full-time employees enrolling 
(include those satisfying their waiting period within 3 months after the effective date)		  	
full-time employees waiving coverage 
(include those satisfying their waiting period within 3 months after the effective date)		  	

federal cobra or state continuation coverage continuees enrolling			 

total enrolling and waiving

new full time employees who will not satisfy the waiting period within 3 months 
after the effective date			 

part time/seasonal/temporary employees

total number of employees

Under the Medicare Secondary Rules, it is the employer’s responsibility to annually inform QualChoice of proper employee counts for the purpose of determining pay-
ment priority between Medicare and QualChoice. QualChoice is required to furnish these counts to the Centers of Medicare and Medicaid Services (CMS). 
*FULL TIME MEANS AN ACTIVE EMPLOYEE WITH A MINIMUM OF 30 HRS/WEEK AND 48 WKS/YR.

section viii: id cards

id cards delivered to: 	 group always 	 group (Initially) 	 individual

section ix: coverage effective and termination dates

effective date for new hires 
effective date is date of hire

effective date is first of the month following completion of the waiting period

other (Please define)_________________________________________________________________________________________________________________

effective date for re-hires 
no rehire policy. employee has to complete the waiting period again as new hire.
effective date is first of the month following the rehire date (note: rehire date cannot exceed 12 months from termination date)
_______ months	 3 months 		  6 months		   9 months		  12 months

termination date for employees 
on the date of termination of employment or loss of eligibility

end of the month

other (Please define)_________________________________________________________________________________________________________________

termination date for dependents 
on the date of loss of eligibility

end of the month

other (Please define) ________________________________________________________________________________________________________________

section v: contributions   NOTE: Changes to contributions could affect the grandfathered status of the health plan(s)

employer contribution for employee only health coverage 		
			      (Cannot be less than 50%)   ______________%

employer contribution for dependent health coverage 
			      		    ___________________%

section vi: enrollment rules

new hire(s):
waiting period: _________________________

waiting period: _________________________

are you waiving the initial waiting period?             yes           no 

open enrollment:

        30 days prior to the renewal date

        other (please explain)* __________________________________

         *NOTE: Will be subject to underwriting approval.
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section xii: authorized signatures

The undersigned certifies on behalf of the Plan Sponsor that the information entered on this Group Application for Coverage is correct and complete. The undersigned 
agrees submission of a Group Application for Coverage containing a false statement, material misrepresentation, or omission constitutes insurance fraud and may result 
in termination of coverage. Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 					   

In making this application, the Plan Sponsor agrees to the terms of the Group Master Contract provided by QualChoice and further agrees that the Group Application 
for Coverage will be part of the Agreement between the Plan Sponsor and QualChoice.						    

Consistent with the requirements of the Genetic Information Nondiscrimination Act of 2008, QualChoice does not use genetic information for underwriting purposes or 
any other purpose prohibited by applicable law. The undersigned acknowledges that as part of the application process QualChoice requested that it not be provided with 
any plan participant’s family medical history or any plan participant’s information related to genetic testing, genetic services, genetic counseling, or genetic diseases for 
which the participant believes she/he may be at risk.

plan sponsor/group name

print name title

signature date

approved by qualchoice representative (print name) title

signature date

section xiii: instructions

please fax or mail to:

QualChoice
ATTN: Marketing Department

12615 Chenal Pkwy, Ste 300 . Little Rock, AR 72211
FAX: 501.219.5121

section x: online authorization (eenroll)

Our eEnroll web-based tool streamlines and automates the process of enrolling new health plan members, resulting in fewer errors, quicker turnaround time, and seam-
less administration. To create an online account which allows access to the eEnroll feature, please indicate below all parties who should be granted access and their 
email address.

EMPLOYER ONLY		        BROKER ONLY		EMPLOYER   AND BROKER

employer email broker email

section xi: miscellaneous

has the plan sponsor (or any affiliated entity) filed for protection or oper-
ated under federal/state bankruptcy laws (chapter 7 or chapter 11) within the 
last 36 months?	        yes	       no

has any creditor filed or threatened to file a petition requesting the plan 
sponsor (or any affiliated entity) be placed voluntarily into bankruptcy within 
the last 36 months?	        yes	       no

is the plan sponsor a member of a “controlled group of corporations” as that term is defined by u.s. section 414(b) internal revenue code?	           yes	         no

if yes, please give the legal names of all other business entities within the control group and the number of employees that are employed by each.
include additional sheets if needed.						    

has the plan sponsor had 20 or more employees, on at least 50% of the plan sponsor’s working days, in the preceding calendar year?
		     yes	    no


