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	Application for Group Vision Care Plan – 2005

Through the Washington Hospitals Insurance Trust (WHIT)

VSP

P.O. Box 997100, Sacramento, CA 95899-7100

1-800-852-7600

Attention: Sales



	
	All applicable questions must be completed accurately and in detail to avoid delay. Please type or print all information. Additionally, applications must be received thirty (30) days prior to the requested effective date to ensure the plan is implemented by the effective date.

	

	GROUP INFORMATION

	
	
	

	1.
	Full legal name of group as it appears on the policy:
	

	
	Address:
	

	
	City:
	     

	
	County:
	     

	
	State:
	     

	
	Zip:
	     

	
	Telephone:
	     

	
	Fax:
	

	
	Principal Contact:
	     

	
	Title:
	     

	
	Email:
	     

	2.
	Who should we contact with payment questions?
	     

	
	Telephone:
	     

	
	Fax:
	     

	
	Email:
	     

	3.
	Who should we contact with eligibility questions?
	     

	
	Telephone:
	     

	
	Fax:
	     

	
	Email:
	     

	4.
	Is someone other than the principal contact responsible for the overall administration of the plan (benefits administrator)?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Name:
	     

	
	Title:
	     

	
	Telephone:
	     

	
	Fax:
	     

	
	Email:
	     

	
	If multiple benefits administrators are at other locations, please attach a separate piece of paper with name(s), address(es), email address(es), telephone and fax number(s).

	5.
	What is the Standard Industry Code (SIC)?
	     

	
	What is the nature of your business?
	     


	6a.
	Names of separate divisions that will be covered by this plan (i.e. COBRA)
	     

	
	
	     

	6b.
	Will a separate billing be needed for the above divisions?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Billing Address (if applicable)
	

	
	Firm/Organization:
	     

	
	Address:
	     

	
	City:
	     

	
	State:
	     

	
	Zip:
	     

	
	Telephone:
	     

	
	Fax:
	     

	
	Email:
	     

	7.
	Send employee benefit information* to:
	 FORMCHECKBOX 

	Group’s Benefit Administrator
	 FORMCHECKBOX 

	Broker/Consultant

	
	Any non-VSP-created information outlining coverage or plan details should be received by VSP prior to distribution to members.

	8.
	Number of employees eligible for benefits:
	     

	
	Does this represent the total number of employees in the company?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Enter Total #
	     

	
	

	9.
	Dependents: Eligible dependents are the covered employee’s spouse and unmarried, dependent children until they reach their           birthday (also includes an unmarried child if incapable of self-support because of physical or mental incapacity that commenced prior to reaching the above age), or their            birthday, if attending school full-time.

	
	

	
	Dependents other than employee’s children:

	
	 FORMCHECKBOX 

	domestic partners (all)
	 FORMCHECKBOX 

	domestic partners (same sex only)

	
	 FORMCHECKBOX 

	domestic partner’s children
	
	

	10.
	The third party administrator (if applicable):
	WHIT

	
	
	

	POLICY DETAILS

	
	The rates listed must support a WHT plan design and benefit level selected and must meet all eligibility requirements. Any discrepancies may preclude acceptance by VSP.

	11.
	Plan Design:
	

	
	 FORMCHECKBOX 

	Option 1 - $20 combined copay 12/12/24

	
	 FORMCHECKBOX 

	Option 2 - $20 combined copay 24/24/24

	
	 FORMCHECKBOX 

	Option 3 - $25 copay for exam; $25 copay for materials 24/24/24

	12.
	First month’s premium remittance calculation:

	
	
	# of Employees
	
	Rate
	
	

	
	EE
	     
	x
	$        
	=
	$        

	
	EE + spouse
	     
	x
	$        
	=
	$        

	
	EE + children
	     
	x
	$        
	=
	$        

	
	EE + family
	     
	x
	$        
	=
	$        

	
	TOTAL REMITTANCE
	$        

	
	
	


	13.
	Requested effective date (the end of which will always be the end of a calendar year December 31st)

	
	This policy will become effective on the first day of            ,           , through December 31, 200        provided that all of the following has been completed prior to this effective date:

	
	A.
	Application has been received and accepted by VSP.


	
	B.
	VSP has been furnished the required information of all employees that will be covered under this policy showing name, Social Security Number, and number of dependents, if applicable.

	
	C.
	A check for the first month’s premium, if applicable, is included herewith; all future payments are due on the first of each consecutive month.

	14.
	This agreement will continue in force           months from the effective date. Rates are based on the assumption that VSP will receive these amounts over the full plan term. Financial penalties may apply in the event of early termination of the contract.

	15.
	Prior VSP coverage:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	
	If yes, prior group name:
	     

	16.
	Names of affiliates or subsidiaries with VSP coverage under a separate contract:
	     

	
	
	     

	
	
	

	AGREEMENT

	
	The undersigned group hereby applies for vision care coverage through VSP.

	
	It is understood that:

	
	A.
	All future employees will be covered when they become eligible.

	
	B.
	Coverage will terminate for an employee on the last date of the month in which employment terminates.

	
	C.
	Member past service for groups previously covered by VSP will carry over and remain in force.

	
	D.
	This agreement will continue in force           months from the effective date. Rates are based on the assumption that VSP will receive these amounts over the full plan term. Financial penalties may apply in the event of early termination of the contract.

	
	This application signed this            day of            ,           .

	
	Firm/Organization:
	     

	
	Name:
	     

	
	Title:
	     

	
	Signature:
	

	
	
	

	
	Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.

	BROKER CONSULTANT

	
	The broker/consultant indicated below is hereby designated Broker of Record by the above signed employer.

	
	(Please type or print.)

	
	Firm’s Name:
	     

	
	Address:
	     

	
	City:
	     

	
	County:
	     

	
	State:
	     

	
	Zip:
	     

	
	Telephone:
	     

	
	Fax:
	     

	
	Contact Name:
	     

	
	Title:
	     

	
	Email:
	     

	
	Broker’s Assistant Name:
	     

	
	Email:
	     

	
	Taxpayer ID#:
	     

	
	Type of firm:
	 FORMCHECKBOX 

	Corporation
	 FORMCHECKBOX 

	Independent

	
	Commission Checks Payable to:
	 FORMCHECKBOX 

	Firm Name
	 FORMCHECKBOX 

	Contact Name
	 FORMCHECKBOX 

	Not Paid

	
	Commission Sent to: (if different from above):
	

	
	Name:
	     

	
	Address:
	     

	
	City:
	     

	
	State:
	     

	
	Zip:
	     

	
	This application signed this           day of           ,           .

	
	By State Licensed Agent:
	

	
	
	

	
	Title:
	     

	
	
	

	
	PLEASE ENCLOSE A COPY OF AGENT/BROKER LICENCE IF NOT CURRENTLY ON FILE WITH VSP.
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