INFORMATION – PARTICIPATING EMPLOYER

	Full Legal Name of Plan Sponsor
	The Beneplan Employee Benefits Co-operative Inc.

	Contract Reference Code
	BENP

	Full Legal Name of Participating Employer
	

	Business Address
	

	
	

	
	City
	Province
	Postal Code

	
	
	
	

	Plan Administrator Contact
	
	E-mail Address
	

	Telephone No.
	                                          Ext.                           
	Alternate Tel. No.
	

	Fax No.
	
	Web Address 
	

	EFFECTIVE DATE:
	

	Nature of Business
	
	North American Industry Classification System (NAICS):

	Legal Status
	SELECT OPTION
	
____________________________________________

	Participating Employer Contribution
Minimum 50%
	
Health:                        %   

	Dental:                     %

	Provincial workers’ compensation plan premiums paid by the Participating Employer 
	
Yes




Included with this Application:  |_| Appendix A – Health Care Spending Account (HCSA)

|_| Appendix B – Personal Spending Account (PSA) 	|_| Appendix C – Flex Plan Sponsor plan rules


Application is hereby made by the Participating Employer to The Beneplan Employee Benefits Co-operative Inc. for coverage under the Group Benefits Plan contract between Green Shield Canada (GSC) and The Beneplan Employee Benefits Co-operative Inc.  It is understood that the Group Benefits Plan will not provide benefit coverage prior to the effective date stated above.  

	


	
	
	
	
	
	

	Name of Authorized Officer (Participating Employer)
	
	Title
	
	Signature
	
	Date

	
	
	
	
	
	
	

	Name of Witness
	
	Title
	
	Signature
	
	Date

	
Signed at:
	
	
	
	
	
	



ADMINISTRATION

BILLING DIVISIONS REQUIRED:	|_|	Billing contact the same for all Participating Employer Billing Divisions

This Billing Division represents a separate Participating Employer; however, the Plan Sponsor will perform all Administrative functions of this plan.  As such, all Billing Statements and correspondence pertaining to the Participating Employer will sent to the Plan Sponsor at their address on file with GSC. 

	Billing Division No.
	Package Description (ie: Executives, Salaried, Hourly)
	Billing Contact, Title, Phone #, 
E-mail Address
	Billing Address
	Total # of Eligible Plan Members

	



	

	
	
	

	



	
	
	
	

	



	
	
	
	

	



	
	
	
	

	



	
	
	
	

	



	
	
	
	




	MONTHLY BILLING STATEMENTS

	Monthly Billing statements will be sorted by Last Name.  Plan Member details will be included in a full member listing and a monthly change report will be provided.  

	
	Statements will be delivered electronically via GSC Online Admin Services.

	MONTHLY PAYMENTS 

	A full month’s payment will be charged if a Plan Member or dependent is added between the 1st and 15th of the month; no charge applies for additions from the 16th to the 31st of the month.  In the case of a termination, no charge applies for terminations from the 1st to the 15th of the month.  A full month’s payment will be charged if a Plan Member or Dependent is terminated between the 16th and 31st of the month. Retroactive terminations will only be processed to provide a maximum credit of 2 months, provided no claims have been paid or processed. 

|_| Other______________________________________________________________________________________







ADMINISTRATION (cont’d)

	PLAN MEMBER IDENTIFICATION NUMBERS
	|_| Assigned by Green Shield Canada (GSC) [standard]

|_| Plan Sponsor assigned (max 11 digit numeric)
	B
	N
	P
	
	
	
	
	
	
	
	
	
	
	


* (plus 3 digit pre-fix, assigned by GSC)

	GSC IDENTIFICATION CARDS
	Name to appear on ID Cards (limited to 40 characters): Plan Sponsor Name plus Billing Division Name


	
	Identification Cards: Standard

	PLAN MEMBER BENEFIT BOOKLETS
	|X| GSC Booklet Summary (standard) 
French Booklets |_| Yes         |_| No

	
	All Booklets posted on the GSC website 




ADDITIONAL SERVICES
	EMPLOYEE AND FAMILY ASSISTANCE PROGRAM (EFAP)
	|_| Yes, delivered in joint partnership with Shepell
[bookmark: Check36]|X| No

	HEALTHCARE 365
	No




	LOADING PRIOR CLAIMS HISTORY

	SELECT OPTION

	PAY PRIOR TO EFFECTIVE DATE
(APPLIES TO ASO ONLY)
	SELECT OPTION
Start Date:  _______________ End Date:  ____________________

Note: Stop Loss not applicable on Pay Prior claims

	EP3 STATEMENTS
	|_|  A completed EP3 statement from the prior carrier has been received.



ELIGIBILITY

	ELIGIBLE CLASSES OF PLAN MEMBERS
	INCLUDED
	# OF HOURS WORKED PER WEEK
Minimum 20 required
	NOTE

	
	
	
	

	Permanent Full-Time
	Yes
	
	Participation is required by not less than 5 Plan Members and not less than 95% of all eligible Plan Members (excluding spousal waivers)

	Permanent Part-Time
	No
	
	

	Contract
	No
	
	

	Retirees
	No	
	

	Other
	No	
	

	


	NEW PLAN MEMBERS ARE ELIGIBLE FOR BENEFITS ON THE FOLLOWING DATE::

	|_|
	The first of the month following ____ months of continuous active employment
	All Benefits

	|_|
	The first of the month following the date of hire
	All Benefits

	[bookmark: Check27]|X|
	The first day following _____ months of continuous active employment
	All Benefits

	|_|
	The first day of active employment
	All Benefits

	|_|
	Other (specify)________________________________
	All Benefits

	|_|
	 Within 31 days of losing spousal coverage under another plan an employee who waived coverage may join the plan
	

	


	TERMINATION

	Coverage for active Plan Members will end on the earlier of the following dates:
· Date employment ends
· Date the Plan Member is no longer actively working
|_|  End of the month in which the Plan Member attains age ________
|_|  Date the Plan Member attains age ________
(Note: Travel coverage is available up to the earlier of age 70 or age stated above)

|_|  Other (specify) __________________________________________________________________________________

Coverage for Retired Plan Members will end on the end of the month in which the Plan Member attains age ________

GSC to terminate Plan Members at cease age: Yes



ELIGIBILITY (cont’d)

	DEPENDENT ELIGIBILITY
|X|  Applies to all Billing Divisions  
|_|  Applies to Billing Divisions ____________________________________ (Separate page required by Billing Division)


	1
	Common Law Spouse / Same Sex Spouse is eligible for coverage when living together in a conjugal relationship with the Plan Member continuously for a period of: not less than 1 year (standard)


	2
	Dependent Children are eligible for coverage up to:

	|_|
	
	The end of the calendar year following their _____ birthday or to the end of the calendar year following their _____ birthday if enrolled and in full time attendance at an accredited college, university or educational institute.

	|_|
	
	The end of the month following their _____ birthday or to the end of the month following their _____ birthday if enrolled and in full time attendance at an accredited college, university or educational institute.

	|_|
	
	Attainment of age _____________

	[bookmark: Check78]|X|
	
	Other is under age 21 or under age 25 and attending an educational institution on a full-time basis__________________________________________________________________

	
	[bookmark: Check66]|X|
	Children who become totally disabled while eligible under the above definition, and have been continuously disabled (regardless of age) will qualify as a dependent as defined under the Income Tax Act [standard]




	SURVIVOR CONTINUATION OF COVERAGE

	In the case of the Plan Member’s death while covered by this plan

	|X|
	Coverage can be extended to the eligible dependents for the following period until the earliest of:
|X|  24 months from the date of death [standard]; or the date the dependent no longer satisfies the definition of a dependent as detailed above. 
|_|  ____ months from the date of death, but will not exceed 24 months; or the date the dependent no longer satisfies the definition of a dependent as detailed above. 
|_| Include Health Care Spending Account	|_| Include Personal Spending Account
• Waiver of monthly payment
Spouse - requires new number


	|_|
	Survivor Continuation of Coverage is not eligible
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PLAN ADVISOR DISCLOSURE

	Name of  Plan Sponsor: 
(Full Legal Name) 
	The Beneplan Employee Benefits Co-operative Inc.



NOTE:  Complete for each Plan Advisor eligible to receive commission.

	Company Name
	Beneplan Inc
	GSC Plan Advisor Code
	T807

	Plan Advisor Name
	[bookmark: _GoBack]Yafa Sakkejha



	Company Name
	
	GSC Plan Advisor Code
	

	Plan Advisor Name
	



The person or firm above advising the Participating Employer on the purchase and subsequent renewals of The Beneplan Employee Benefits Co-operative Inc. group contract has advised that they will receive a commission from GSC, and that the commission is an element of the rate calculation.  The person or firm has also advised of any conflicts of interest they may have with respect to this transaction.














	
	
	
	
	
	
	

	Name of Authorized Officer (Participating Employer)
	
	Title
	
	Signature
	
	Date

	
	
	
	
	
	
	

	Name of Witness
	
	Title
	
	Signature
	
	Date

	

Signed at:
	
	
	
	
	
	




