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Sax Benefits Group 
Employer Application – COBRA 
	Company Information
	Today’s Date:      

	Company Name:      

	Tax ID/EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Phone:      
	Total # of Employees:      
	# of Covered Employees:      

	Business Type (Corp., LLC, etc.):      

	Describe Business:      

	SIC Code:      
	# of Locations/Divisions (see part V):      


	 Contact Information – Contact #1

	Full Name:      
	

	Title:      
	E-mail:      

	Phone:      
	Ext.:      
	Fax:      


	Company Contact Information – Contact #2

	Full Name:      
	

	Title:      
	E-mail:      

	Phone:      
	Ext.:      
	Fax:      


Do you have a current COBRA administrator?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please provide name:
	     


Please note that your current COBRA administrator may require a 30-60 day notice for termination of services. SBG cannot terminate your existing administration. Please notify the current COBRA administrator of the termination of service.
	Number of current COBRA participants:      
	Waiting period for benefits:     

	Day benefits end:      
	Do you need General Notices sent to all currently enrolled active employees?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Do you have any of the following? (Check all that apply)

 FORMCHECKBOX 

EAP       FORMCHECKBOX 

FSA        
If so, what carrier?
	     


Are there any coverages that are not provided through the Emerson Trust.?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
If so, what are they?

	     


Carrier/Plan/Rate Information Sheet

Part I. Employer Information 
Effective Date of COBRA Administration: __________________ Total Number of Employees: _____________ 

Part II. Benefit Plan Description   Please Complete For Each Coverage With Separate Rates
A. Insurance Carrier: ______________________________ Plan Name: __________________ Medical / Dental / Vision

Carrier Contact Name: ________________________ Phone#:_________________ Fax #:____________________email _________________
Street Address: ________________________________​​​​​_______City: _________________________St: _____ Zip: _____________________
Renewal Date: ____________Coverage Terminates:   Event Date _______________ End of Month ___________ Other __________________
ER Account #:__________________ Group/Policy #:_____________ Plan ID#:______________

Does this carrier offer a conversion policy to terminated individuals? Yes _________ No __________
SBG Notify Carrier Of Terminations/Changes?  Yes __   No ___   Is there Surviving Dependent Coverage?  Yes ___   No ___
Current Premium 



  
COBRA Premium 

EE Only 
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Spouse
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Child
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Family 
$_____________ 

(+ 2% Administration Fee) = $______________ 

Age Limits: 
______Normal
______Student
______Handicapped
__________________Other
B. Insurance Carrier: ______________________________ Plan Name: __________________ Medical / Dental / Vision

Carrier Contact Name: ________________________ Phone#:_________________ Fax #:____________________email _________________

Street Address: ________________________________​​​​​_______City: _________________________St: _____ Zip: _____________________
Renewal Date: ____________Coverage Terminates:   Event Date _______________ End of Month ___________ Other __________________
ER Account #:__________________ Group/Policy #:_____________ Plan ID#:______________
Does this carrier offer a conversion policy to terminated individuals? Yes _________ No __________
SBG Notify Carrier Of Terminations/Changes?  Yes __   No ___   Is there Surviving Dependent Coverage?  Yes ___   No ___
Current Premium 




COBRA Premium 

EE Only 
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Spouse
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Child
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Family 
$_____________ 

(+ 2% Administration Fee) = $______________ 

Age Limits: 
______Normal
______Student
______Handicapped
__________________Other

C. Insurance Carrier: ______________________________ Plan Name: __________________ Medical / Dental / Vision

Carrier Contact Name: ________________________ Phone#:_________________ Fax #:____________________email _________________

Street Address: ________________________________​​​​​_______City: _________________________St: _____ Zip: _____________________
Renewal Date: ____________Coverage Terminates:   Event Date _______________ End of Month ___________ Other __________________
ER Account #:__________________ Group/Policy #:_____________ Plan ID#:______________
Does this carrier offer a conversion policy to terminated individuals? Yes _________ No __________
SBG Notify Carrier Of Terminations/Changes?  Yes __   No ___   Is there Surviving Dependent Coverage?  Yes ___   No ___
Current Premium 




COBRA Premium 

EE Only 
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Spouse
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Child
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Family 
$_____________ 

(+ 2% Administration Fee) = $______________ 

Age Limits: 
______Normal
______Student
______Handicapped
__________________Other
D. Insurance Carrier: ______________________________ Plan Name: __________________ Medical / Dental / Vision

Carrier Contact Name: ________________________ Phone#:_________________ Fax #:____________________email _________________

Street Address: ________________________________​​​​​_______City: _________________________St: _____ Zip: _____________________
Renewal Date: ____________Coverage Terminates:   Event Date _______________ End of Month ___________ Other __________________
ER Account #:__________________ Group/Policy #:_____________ Plan ID#:______________
Does this carrier offer a conversion policy to terminated individuals? Yes _________ No __________
SBG Notify Carrier Of Terminations/Changes?  Yes __   No ___   Is there Surviving Dependent Coverage?  Yes ___   No ___
Current Premium 




COBRA Premium 

EE Only 
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Spouse
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Child
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Family 
$_____________ 

(+ 2% Administration Fee) = $______________ 

Age Limits: 
______Normal
______Student
______Handicapped
__________________Other
E. Insurance Carrier: ______________________________ Plan Name: __________________ Medical / Dental / Vision

Carrier Contact Name: ________________________ Phone#:_________________ Fax #:____________________email _________________

Street Address: ________________________________​​​​​_______City: _________________________St: _____ Zip: _____________________
Renewal Date: ____________Coverage Terminates:   Event Date _______________ End of Month ___________ Other __________________
ER Account #:__________________ Group/Policy #:_____________ Plan ID#:______________
Does this carrier offer a conversion policy to terminated individuals? Yes _________ No __________
SBG Notify Carrier Of Terminations/Changes?  Yes __   No ___   Is there Surviving Dependent Coverage?  Yes ___   No ___
Current Premium 




COBRA Premium
EE Only 
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Spouse
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Child
$_____________ 

(+ 2% Administration Fee) = $______________ 

EE + Family 
$_____________ 

(+ 2% Administration Fee) = $______________ 

Age Limits: 
______Normal
______Student
______Handicapped
__________________Other
F. Health Care Flexible Spending Account Carrier: ___________________________ Renewal Date: _____________ 
Part III. Additional Information 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Part IV. Signature and Services/Fees 

SBG Services: 
Provide New Hire Initial Notification: Yes __________ No __________

Provide Termination/Qualifying Event Notification:  Yes ________   No _________
Setup Fee: $___________ Fee for each Notification Letter: $__​​​__________ New Hire Letter: $ ____________ 
2% admin Fee Pd by participant      Renewal Fee: $_______    
Authorized Signature of Employer:

 ________________________________________________________ 

Title: ____________________________________ Date: ___________
Part V.  Company Divisions (If needed for separate division/locations) 

	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      


	Division ID/#:                                        Division Name:              

	Division EIN:      
	Requested Effective Date:      

	Full Address:      

	City:      
	State:      
	Zip:      

	Contact:      
	        Title:      
	Phone:      

	Fax:                                                   Email:      
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