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HEALTH PLANS




Group Master Application
EMPLOYER INFORMATION

Name of Association:   Xenium Resources        Group No.: G00     
Legal Name of Group:      
Name as it should appear on ID cards (35 character limit):      
Group Street Address:      
City:           Zip Code:           County:      
Billing Address (if different than above):
Xenium Resources, 7401 SW Washo Court #200, Tualatin, OR  97062



Phone No.:   503.612.1548



Fax No.:   503.352.1737







Name of Group Admin
Robin Bernstein  
Group Admin E-Mail Address:  benefits@xeniumHR.com


Federal I.D. Number:      
Name of State Company is Headquartered :     
Business Inception Date:      
SIC or NAICS Code:      
Nature of Business (description of work involved):      
Form of Organization (check all that apply):   FORMCHECKBOX 
 Sole Proprietorship    FORMCHECKBOX 
 Partnership    FORMCHECKBOX 
 Government    FORMCHECKBOX 
 Union    FORMCHECKBOX 
 Church
 FORMCHECKBOX 
 Association    FORMCHECKBOX 
 MEWA    FORMCHECKBOX 
 Trust    FORMCHECKBOX 
 C-Corp    FORMCHECKBOX 
 Subchapter S-Corp    FORMCHECKBOX 
 Limited Liability Company    FORMCHECKBOX 
 Non-Profit 

GROUP DOCUMENTS

Handbooks: Supplied electronically with one office reference hardcopy. Members access quick, easy, searchable handbook online. 
    Do your employees have internet access to view online?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If no, how many hardcopies do you need?      
ID Cards: Mailed directly to each covered employee’s home (or custodial parent’s home when applicable).

Language: Do you need Spanish benefit summaries?
 FORMCHECKBOX 
 Yes - how many hardcopies do you need?       
       
 FORMCHECKBOX 
 No   Other language needs:      
POLICY EFFECTIVE DATE

The requested effective date for this policy is      , 20  
 (must be 1st of month).
EMPLOYER CONTRIBUTION

Employer contribution toward employee premium (percent):  Medical:      
Dental:       
Employer contribution toward dependent premium (percent): Medical:      
Dental:         

    Minimum employer contribution for medical is 50% and dental is 75% toward employee only rate.    
    If selecting a Dual Choice option, employer contribution towards employee premium must be at least 50% of the higher cost plan.
REQUESTED BENEFITS

Please indicate requested benefits by checking the plan name(s) or none. 
Medical-Preferred:   FORMCHECKBOX 
 80+2000+Rx   FORMCHECKBOX 
 300+25   FORMCHECKBOX 
 500+25   FORMCHECKBOX 
 1000+25   FORMCHECKBOX 
 1500+35   FORMCHECKBOX 
 3000+35   FORMCHECKBOX 
 5000+35  
 FORMCHECKBOX 
 None
    All medical plans are unbundled and include $1,000 calendar year alternative care benefit.
Medical-Dual Choice (Only offered to member groups with at least 10 enrolled employees and no less than 2 enrolled employees per plan):   FORMCHECKBOX 
 1000+25 and 500+25 
 FORMCHECKBOX 
 3000+35 and 1500+35
 FORMCHECKBOX 
 None

    If selecting a Dual Choice option, all additional riders must match for both medical plans. 
Pharmacy:
 FORMCHECKBOX 
 Tiered Rx 10/20/40 PDL      FORMCHECKBOX 
 Tiered Rx 15/30/50 PDL      FORMCHECKBOX 
 None

Vision:
 FORMCHECKBOX 
 Vision      FORMCHECKBOX 
 None

Dental:
 FORMCHECKBOX 
 Adv Premier 50+1000       FORMCHECKBOX 
 Adv Premier 50+1500      FORMCHECKBOX 
 None

Ortho:
 FORMCHECKBOX 
 Orthodontia 1500 (through age 18)      FORMCHECKBOX 
 None
Domestic Partner:     FORMCHECKBOX 
 Registered Only     FORMCHECKBOX 
 Registered or Same Gender Affidavit      FORMCHECKBOX 
 Registered or Any Gender Affidavit
PROBATIONARY PERIOD AND PEOPLE TO BE INSURED

Attach all completed enrollment applications. Applications must be submitted for all individuals to be insured, including those on continuation of coverage. Individuals currently eligible and for whom applications are not received will be considered late enrollees and will be unable to enroll until you next open enrollment period.
Probationary Period: Waiving employee probationary period at initial enrollment   
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Hourly Requirement: Employees are required to work       hours per week for coverage (between 17½ and 40 hours).
Employees are eligible for coverage the first of the month following:    FORMCHECKBOX 
 Date of Hire    FORMCHECKBOX 
 30    FORMCHECKBOX 
 60    FORMCHECKBOX 
 90 days 

1.
       Number of all employees (including full-time, part-time, owners, partners, & principals; exclude continuation members)
2.
       Number of employees currently on continuation with your group health plan (must submit applications)
A.
TOTAL EMPLOYEES - Add nos. 1 and 2 above:      
3.
       Number of employees who do not qualify due to hourly requirement

4.
       Number of employees who do not qualify due to waiting period requirement

5.        Number of employees waiving coverage due to other group coverage (waiver forms must be submitted)
B. TOTAL EMPLOYEES NOT ENROLLING - Add nos. 3 through 5 above:      
C. TOTAL EMPLOYEES ENROLLING, including continuation - Subtract B from A above:       
Employees on COBRA coverage: Applications must be submitted for all employees on continuation.

Name
Continuation Effective Date
Qualifying Event
         



        



       
         



        



       
         



        



       
         



        



       
EXISTING INSURANCE

Replacing existing group health insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Prior Carrier:        Group No.:      

If yes, submit six months proof of prior coverage for exclusion period credit (e.g., last six months of billing statements).

Replacing existing group dental insurance?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Prior Carrier:        Group No.:      
Employees whose last names have changed in the past six months:
     
AGENT INFORMATION
Agent:      
Agency:       

Agent No.:      
E-Mail:      



Phone No.:      

Fax No.:      
PLEASE READ CAREFULLY

This is a request for group insurance, not a policy. Under no circumstances will coverage be in force until the policy is issued by PacificSource and accepted by the employer. Once a policy is issued, the terms of the policy shall control in all cases. I affirm that the answers on this application are correct and understand that benefits and eligibility cannot be changed retroactively or improved prior to renewal. I also understand that if this application is not received by PacificSource at least 10 days prior to the effective date, the group is subject to delays.
Employer Signature


  Date


Agent Signature



   Date
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