(PLEASE COMPLETE AS MUCH AS YOU CAN)
General Information Form

	Legal Name (Including any dba’s)


	Desired Effective Date : 

	Tax ID #



	Corporate Address (Physical Address Only)


	Mailing Address (If different from Physical Address)

 

	City


	State
	Zip


	County


	Company Website Address



	Executive Contact


	Title


	Email Address


	Phone


	Fax



	BENEFITS Contact

 
	Title


	Email Address


	Phone


	Fax



	Mulit-Location Group?

 Yes   No
	# of Locations


	Address (If more than one additional, please list locations on separate sheet)



	Divisions or Subsidiaries, if any:


	# Years in Business


	Nature of Business (be specific)
	SIC Code



	Type of 

Organization*
	 C-Corporation

 S-Corporation   
	 Limited Liability Company

 Limited Liability Partnership
	  Nonprofit Organization

 Partnership
	 Independent Contractor

 Other______________

	* If LLC, Partnership or S-Corp, please indicate all owners on the census.

	Total # Employees


	# Full Time


	# Part Time


	# Temporary

0
	# Union

0
	# Retirees

0
	# Termed in last
12 months


	How many days does an employee need to wait until Benefits kick in?:              _________________Days 
	Waiting Period Waived at Initial/ Open Enrollment?  Yes    No
	Min # of Hours to be Considered Benefits Eligible  ____________

	Employer’s

Contribution*
	Coverage

Employee

Dependents
	Medical

____%

____%
	Dental

0%

0%
	Vision

_0_%

_0_%
	STD

__%

__%
	LTD

__%

__%
	Life

__%

__%
	Other:  ______

____%

____%

	* If a flat dollar amount is contributed in lieu of a percentage, please provide below.

$___________________ DEFINED FLAT CONTRBUTION ACROSS ALL BENEFITS

	ANSWER ONLY If Over 50 EE’s:   How many medical carriers have you had in the past five years? ​​​​​​​​​​​​​​______________ (if none or starting a new plan enter N/A)

	

	
	What is your Most Important Concern right now? Circle One:       COST                   QUALITY OF BENEFITS

	
	EASE OF ADMINSITRATION                  BEST NETWORK OF DOCTORS/HOSPITALS

	
	Do you have an HR DEPT?   Circle One:            YES                NO 

	 Yes  No
	In the past 36 months, has the company or any affiliated entity filed for protection or operated under federal/state bankruptcy laws? (Chapter 7 or 11)

	 Yes   No
	Are you a member or a “controlled group of corporations” as defined by US Code section 414(b) (Internal Revenue Code)?  If yes, please give the legal names of all other corporations within the control group & the # of employees employed by each.



	 Yes   No
	Do you have at least 2 W-2 employees? 

	 Yes   No
	Is anyone currently disabled or hospitalized or on any kind of leave?

	
	

	
	

	


Completed By __________________________      Date _____________   Title ​​​​_________________
General Information








