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Sun Life Assurance Company of Canada

	Employer Information form for small businesses



	Sun Life Assurance Company of Canada is referred to as “Sun Life” throughout this form. 

	| Your company information


	Full legal name of employer (to appear on contract/policy documents)
     
	Tax ID number

     

	Address
     

	City

     
	State

     
	Zip code

     


	Previous coverage information


	Information contained in the prior carrier contract is essential to help protect your employees’ benefit levels and minimize claims issues during a change of insurer. The prior carrier contract also helps us configure your plan accurately when transitioning to your new group policy. 
If you have prior coverage,  please provide a copy of the prior carrier contract and prior carrier bill to your Sun Life representative as soon as possible.


	| Billing and employee eligibility administration



Please select one:
	 FORMCHECKBOX 
 Online eligibility & billing (standard)
	This is our recommended option. This enables you to administer your employee eligibility online. You will also receive electronic billing notices. 

	 FORMCHECKBOX 
 List bill
	All eligibility and billing are maintained by Sun Life Financial and a paper bill is sent to you.


Notice Regarding Electronic Transactions:

· 
Subject to the Employer’s consent, transactions involving membership and billing, premium payment, Evidence of Insurability, claims where applicable, and delivery of policy documents will be conducted electronically;

· 
The Employer may obtain, at no additional charge, a paper copy of any document or notice that has been delivered electronically by request to the Sun Life service representative;

· 
The Employer may withdraw its consent for electronic transactions by submitting a written request to the Sun Life service representative.

	| Benefits administrators and plan administration



	Please let us know who you would like to have access to our online employer web portal.

The head administrator automatically has access to all locations (if multiple) and all areas of the site:

	
	· Membership and billing—for online billing customers only
· Claims—available to customers with LTD, STD, or SunAdvisor® 
· Evidence of Insurability

· Policy documents (contracts, booklets, general forms, and benefits administration guides)


Primary benefits administrator  

	Name of primary benefits administrator 

     
	Title

     

	Street address 

     
	City

     
	State

     
	Zip code

     

	Phone number

     
	Fax number

     
	E-mail address

     
	 FORMCHECKBOX 
 Head web administrator
(Access to ALL capabilities)


Additional web administrators
	Name of administrator 
     
	E-mail address

     
	 FORMCHECKBOX 
 Full access (standard)
 FORMCHECKBOX 
 Restricted access

	Name of administrator 
     
	E-mail address

     
	 FORMCHECKBOX 
 Full access (standard)

 FORMCHECKBOX 
 Restricted access


All correspondence, including billing and claims administration, will go to the primary benefits administrator listed above. 

	


If your plan is going to be administered by a Third Party Administrator (TPA), please fill out the contact information below. (If unsure, consult your broker or one of our Implementation Consultants to help you.

	Name of TPA firm 


     
	E-mail address

     

	Name of contact person at TPA firm

     
	Title

     
	Phone number

     

	Street address of firm
     
	City

     
	State

     
	Zip code

     


What is the role of the TPA?:
 FORMCHECKBOX 
 Premium
 FORMCHECKBOX 
 Claims
If processing claims, do you want to receive an Explanation of Benefits (EOB)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	| Census data verification 


Sun Life is committed to ensuring that accurate employee information is used when administering your account. During the implementation process, Sun Life will verify the accuracy of this critical census data. Our standard practice is to send this verification to the primary benefits administrator and to your broker. If you do not want your broker to receive this data, please indicate below.
 FORMCHECKBOX 
 My broker will not validate census information
	| Contract and administrative options 


	A.
	Eligibility: Eligible employees must be working at the employer’s usual place of business. Employees not regularly working at least 30 hours per week are considered part-time. Employees not actively at work are not covered until they return to work, unless required by applicable state law or approved in writing by the Sun Life Underwriting department.

Eligible employees:

 FORMCHECKBOX 
 All full-time U.S. employees working in the U.S. and scheduled to work 30 hours. (most common)
 FORMCHECKBOX 
 Other: ___________________________________________________________________________________
(May require Home Office approval.)
Are union members being covered?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Are domestic partners being covered? (coverage may not be available in all states)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	B.
	Eligibility waiting period: This is the amount of time required after employees are hired before they are eligible for benefits. Applies to all coverages unless otherwise noted.

Please fill in the option below that meets your needs.

 FORMCHECKBOX 
 ______ days (30 days is standard) 
 FORMCHECKBOX 
 ______ months


 FORMCHECKBOX 
 None 

 FORMCHECKBOX 
 Other (specify or attach): ___________________________________________________________________

Example: If “30 days” is selected, an employee hired on March 14 is not eligible until April 13, even if the plan’s effective date with Sun Life Financial is April 1.


	| Contract and administrative options, continued


	C.
	Definition of earnings: The amount of an employee’s earnings upon which claims will be paid, and upon which premium amounts are calculated. Choose the applicable definition from the following list.

 FORMCHECKBOX 
 Current gross earnings (standard) – This includes employee pre-tax contributions to a qualified deferred compensation plan, 401(k) plan, Section 125 plan, or flexible spending account. These exclude overtime pay and extra compensation.

Please indicate here if earnings also include:

Averaged over:

12 months

24 months

36 months

Prior calendar year

Prior 2 calendar years

Prior 3 
calendar years

 FORMCHECKBOX 
 Commissions
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 Bonuses
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Commissions and/or bonuses selected above are averaged together with earnings. If this should be otherwise please specify.

If the definition is not for all coverage / classes, this definition applies to:
__________________________________________________________


 FORMCHECKBOX 
 W-2 earnings – These exclude employee pre-tax contributions to a qualified deferred compensation plan, 401(k) plan, Section 125 plan, or flexible spending account, but will include overtime, commissions, bonuses and any other income that is reported on the employee’s W-2 as “salary, wages and tips.” 

Averaged over:

Prior calendar year

Prior 2 calendar years

Prior 3 calendar years

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


If the definition is not for all coverages/classes, this definition applies to: _________________________________________________________________________________________
 FORMCHECKBOX 
 Partners, owners, and/or shareholders – If the earnings above will not apply to a partner, owner, or shareholder, please complete the following.

Tax form (select one):
Income included:

 FORMCHECKBOX 
 Ordinary business income 
(most common)

Schedule K

 FORMCHECKBOX 
 1065

 FORMCHECKBOX 
 1120S

 FORMCHECKBOX 
 Guaranteed payments

Schedule C

 FORMCHECKBOX 
 1040

 FORMCHECKBOX 
 Net income

 FORMCHECKBOX 
 Net earnings from self-employment




	| Contract and administrative options, continued


	D.
	Other standard / default provisions

Rehire Provision

Six months. An employee rehired during this time does not have to complete a new waiting period in order to be eligible for benefits. 
The rehire provision is the same for all benefits.

Age reduction changes 
(for life insurance)

Immediate

Age banded premium changes
(step-rate)

Immediate

Benefit amount changes

Immediate

Salary changes

Immediate

Continuation of insurance

One month continuation due to layoff / leave of absence and for life insurance,12 months of continuation due to injury or sickness.

Termination of insurance

Date of termination

Annual Enrollment 

(where applicable)

Annual Enrollment will be considered to be two months prior to anniversary.

 FORMCHECKBOX 

If any of these default contractual provisions above do not fit with your Company’s plan design standards, please check here and one of our implementation consultants will contact you to discuss options.


	| Employee eBooklet documents


Your legal name will be listed on every booklet. Your employee eBooklet document(s) will be delivered on your employer web portal. You will receive notification when they are ready for delivery. Our standard is to split eBooklets by class.
	Please let us know if you would like something different. Our Implementation Consultants will work with you to accommodate your situation as best as possible.

     



	| ERISA information


We can provide ERISA plan information in your certificate and/or eBooklet. If you would like to include this information, we will need all of the following information.
	Agent for legal process

     
	Name of plan administrator 

     

	Street address 

     
	City

     
	State

     
	Zip code

     

	Employer Identification Number (EIN)

     
	ERISA plan number
     
	Plan year end

     


Agent for legal process – This is not the person who receives commission but the person who is designated by the plan administrator to accept legal notices.

Plan year end – This is typically the last day of the month before the effective date.

ERISA plan number – This is PN501 unless another number is assigned by the employer or the plan administrator.

Tip: If you had coverage with a prior carrier, you may be able to find this information in the booklet or contract.

	| Life insurance 


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:


 FORMCHECKBOX 
 Employee basic life
__________ %
 FORMCHECKBOX 
 Employee basic AD&D
__________ %
 FORMCHECKBOX 
 Dependent basic life
__________ %
If the optional / voluntary life and AD&D is anything but 100% employee paid, please indicate the percentage(s) 
that the employee will contribute here: ______________
	B.
	Spouse rate changes based on age(applicable to dependent life insurance only) are:
 FORMCHECKBOX 
 Measured based on age of spouse (standard)
(This is standard but requires spouse date of birth to be provided.)

 FORMCHECKBOX 
 Measured based on age of employee

	C.
	Actively at Work:


Identifying employees who are not at work on the eligibility date helps us prevent any coverage issues before they occur. An employee who is not actively at work means that he or she cannot perform all of the regular duties of his 
or her job for a full work day due to a disabling illness or injury.

Please advise if there are any special agreements or amendments to the prior carrier contract and if any 
employees are:
	· On workers’ compensation
	· Eligible to convert

	· Partially disabled
	· Grandfathered or retired


Please use the space provided to list those employees who are not at work on the eligibility date. This is for life insurance only. Note: Group life benefit in-force amount includes basic and optional/voluntary life coverage amounts.
	Employee name
	Date of birth
	Last day worked
	Group life benefit 
in force
	Expected return-to-work date
	On continuation with premium
	Waiver claim filed?

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If you selected yes to any of the above, please complete the questions below for each employee affected. If you require more space you may attach a spreadsheet with the information for each employee.
	If a waiver claim was filed, please indicate the name of the employee and the prior carrier’s decision.

     

	If no waiver claim was filed, please indicate the name of the employee and what the Waiting Period is for filing a Waiver of Premium claim.
     


Please note: Employees who are not Actively at Work on the effective date can be covered only under the Continuity of Coverage provision. Continuity of Coverage is not available to employees who are eligible for or receiving benefits (including Waiver of Premium) under another group insurance provision in the policy. The prior carrier contract also helps determine coverage intent when transitioning to your new group policy. FAILURE TO IDENTIFY THESE EMPLOYEES AND TO FILE FOR WAIVER OF PREMIUM WITH THE PRIOR CARRIER MAY RESULT IN A LOSS OF COVERAGE FOR THEM.

	| Short-term disability insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:
__________ %
or 
$__________
 FORMCHECKBOX 
 Pre-tax
 FORMCHECKBOX 
 Post-tax

	B.
	Claims checks will be mailed to the employee’s home address.
If anything different, please specify:

_________________________________________________________________________________________________

	C.
	Where will monthly claims reports and Explanation of Benefits (EOB) documents be sent?
 FORMCHECKBOX 
 To primary benefits administrator 
 FORMCHECKBOX 
 Other, please specify below
_________________________________________________________________________________________________


	| Long-term disability insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:
__________ %
or 
$__________
 FORMCHECKBOX 
 Pre-tax
 FORMCHECKBOX 
 Post-tax

	B.
	Claims checks will be mailed to the employee’s home address

If anything different, please specify: ______________________________________________________________

	C.
	Where will monthly claims reports and Explanation of Benefits (EOB) documents be sent?

 FORMCHECKBOX 
 To primary benefits administrator

 FORMCHECKBOX 
 Other, please specify below

_________________________________________________________________________________________________


	| Customized disability insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:
__________ %
or 
$__________
 FORMCHECKBOX 
 Pre-tax
 FORMCHECKBOX 
 Post-tax

	B.
	Claims checks will be mailed to the employee’s home address.

If anything different, please specify:

_________________________________________________________________________________________________

	C.
	Where will monthly claims reports and Explanation of Benefits (EOB) documents be sent?

 FORMCHECKBOX 
 To primary benefits administrator

 FORMCHECKBOX 
 Other, please specify below

_________________________________________________________________________________________________


	| Critical Illness insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:
__________ %
or 
$__________
 FORMCHECKBOX 
 Pre-tax
 FORMCHECKBOX 
 Post-tax

	B.
	Claims checks will be mailed to the employee’s home address

If anything different, please specify: ______________________________________________________________


	| Accident insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions:
__________ %
or 
$__________
 FORMCHECKBOX 
 Pre-tax
 FORMCHECKBOX 
 Post-tax

	B.
	Claims checks will be mailed to the employee’s home address

If anything different, please specify: ______________________________________________________________


	| Dental insurance


Please fill in the portion of the premium cost that your employees will be paying (if applicable).
	A.
	Employee contributions

 FORMCHECKBOX 
 Employee dental

__________ %
or 
$__________
 FORMCHECKBOX 
 Dependent dental

__________ %
or 
$__________
Example: If you covered the full dental insurance premium for your employees but only covered 50% of the premium cost for their dependents, you would fill in 0% for Employee dental and 50% for Dependent dental.


	B.
	If there are employee premium contributions, do you collect them via a Section 125 plan? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	C.
	Personalized ID cards will be mailed to the employee’s home address.
If anything different, please specify:

____________________________________________________________________________________________

	D.
	Is coverage to the end of the month?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, the coverage will terminate at the end of the month in which the employee terminates coverage.

If no, the coverage will terminate on the date of the employee’s termination.

For CT employers only: If yes, you are also electing to decline your rights under Connecticut Public Act No. 09-126.


	Is your firm subject to COBRA (the Consolidated Omnibus Budget Reconciliation Act of 1985)?*
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

*COBRA is a federal law that permits group health plan participants to continue their health plan coverage after a loss of coverage due to certain events, such as divorce, death of a spouse, and attaining limiting age.

If yes, do you wish to have the maximum coverage period measured from the actual qualifying event or from the loss 
of coverage?


 FORMCHECKBOX 
 Qualifying event


 FORMCHECKBOX 
 Loss of coverage (use loss of coverage if termination of coverage is at the end of the month)


 FORMCHECKBOX 
 Coverage terminates at the end of the month in which the employee terminates 


(requires: loss of coverage, COBRA election, AND waiting period with a first-of-the-month effective date)
State continuance benefits are available only in select states.

For California employers only:
Do you have a Cal-COBRA administrator?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If your COBRA or state continuance status changes due to a change in the number of employees, you must notify Sun 
Life of this change as soon as possible.

Do you have any employees currently receiving subsidized state continuance benefits?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Date subsidy ends: _______________


Are any individuals currently being continued for dental coverage due to COBRA or state requirements?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	| Authorization and signature


	The undersigned employer has read, understands, and agrees that:

1. The requested group insurance will: 

· be issued only if the requested insurance is accepted by Sun Life and is legally permissible (cashing of the initial deposit check or processing initial deposit payments does not constitute approval of the requested insurance);
· be issued in the language customarily used by Sun Life; 

· be subject to Sun Life’s standard underwriting requirements; and 

· take effect on the date determined by Sun Life. 

2. All information given in connection with this Employer Information form is true and complete to the best of the employer’s knowledge, information, and belief. If any information given on this form differs from what is given on the Application for Group Insurance, the terms of the Application for Group Insurance will control.

3. Employees not Actively at Work on the effective date agreed to by Sun Life will be identified to Sun Life and will be insured only as required by law or as approved in writing by Sun Life. 

4. No producer, agent, or broker can make or modify a contract for Sun Life, and all coverage will be as stated in Sun Life policies. No agent or broker has the authority to guarantee the acceptability of the requested insurance. 
5. When you purchase insurance from us, we pay compensation to the producer and/or to any agency through which the producer works. If the producer works through an agency, the agency may pay compensation directly to the producer. Compensation may include commissions when a policy is purchased or renewed, and fees for other services. The compensation may vary by the type of insurance purchased. Additionally, bonuses and incentive trips or awards associated with sales may be paid based on the overall sales volume or persistency of business. The compensation that we pay to producers may differ from that paid by other insurance companies. If you have questions, contact your producer directly.
6. Employer agrees to not alter any NAIC publication provided by Sun Life, to limit distribution to its employees, to only distribute the most current version as supplied by Sun Life and to not receive any compensation for its use. Employer acknowledges any NAIC publication is the exclusive property of the NAIC and will take no action adverse to those rights. Employer will dispose of any copies of NAIC publications supplied by Sun Life when its group insurance with Sun Life terminates.
7. Employer web portal authorization: The employer consents to electronic delivery of notices, policy documents and to other transactions as described in the “Benefits Administrators and Internet access for the employer web portal” (the “Internet Access”) section. The employer authorizes the employees named in the Internet Access section to have access to the employer web portal and requests that a user name and password be assigned to allow for such access.



	| Authorization and signature, continued


8. Kentucky only:  The employer authorizes Sun Life Financial at its discretion to communicate cancellations, renewals, premium increase and to deliver policy documents electronically by the web portal. The employer is aware that this election operates as consent for all notices to be sent electronically; therefore, the employer should be diligent in updating the electronic mail address provided to the insurer.
The policyholder may, at its option, request Sun Life to provide paper copies of the policy and all notices; or to receive the policy electronically and all notices in paper copy; or to receive the policy and all notices electronically.
I certify that the above statements and all information provided in this document are true and complete.
	Name of employer

     
	Date

     

	Signature of authorized employer representative

X
	Title

     


	By signing this form, the selling producer represents that he or she is licensed in the state where the employer is located and has been appropriately appointed by Sun Life, as required by applicable state law. Also, producer understands and acknowledges that collection and remittance of producer compensation based on fees, not premium, if any, is an accommodation to the employer and producer. Further, producer acknowledges that Sun Life assumes no responsibility for modification of any producer compensation based on fees, not premium, if any.

	Name of selling producer

     

	Signature of selling producer

X
	Date

     

	E-mail address

     
	Phone number
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