
Application for a Small Group Health Benefits Policy CIGNA HealthCare 
New Jersey Small Business 

Please Print or Type: Northeast Small Group Sales IIr
Two College Park Drive o New Policy 0 Change in Policy 	 Hooksett, NH 03106 CIGNA 

Requested Effective Date: _____________ 	 E-Mail: nesmallgroup@CIGNAcom 
Phone: 800.456.6575 

Note: The Effective Date will be on or after the date CIGNA HealthCare Fax: 603.268.7973 
approves the application. 

SECTION I: GROUP INFORMATION 

l. Policyholder (full legal name ofcompany): ______________________________ 

2. Tax Identification Number: ________________ ERISA Number: ____________ 

3. Main Address: ----;;:;--:------------::::::--7-------------~----~_=__:_--

Mailing Address: _--:~-_---------__::;--------------__::_------_:_--

E-mail Address: ______________ Telephone: 	 Facsimile: 

4. Name of Correspondent (Group Contact): ________________________________ 

5. 	Type of Organization: 0 Corporation 0 Partnership 0 Proprietorship 0 Other 
(IfOther, please explain): ____________________________________ 

~--------------__ SICCode: _________________6. Nature of Business 

7. Number of eligible employees in your company: 
(Eligible employees are those who work at least 25 hours per week. Please refer to the New Jersey Small Employer Certification 
for the definition ofan eligible employee.) 

8. Number of eligible employees to be insured: ______________ 

9. Class or classes to be excluded: ____________________________________ 

10. 	 Insurance requested for: o Employees Only Employees & Dependents 


Should the plan provide coverage for domestic partners as permitted by P.L. 2003, c. 246? DYes 0 No 


If Yes, should the plan provide for coverage of children of a covered domestic partner? DYes 0 No 


11. Is the Employer subject to the requirements of COBRA? DYes 0 No 

12. 	 Is the Employer subject to the requirements of Medicare as Secondary Payor Rules for eligibility due to age? 0 Yes No 

If Yes, due to disability? DYes 0 No 

13. Waiting period before employees become insured (may not exceed 6 months): 

o Present Employees: 	 0 New or Rehired Employees: _______ 

o If checked, I wish to waive this waiting period at open enrollment. 

14. What percentage of the premium will the employer pay for: Employee ___ % Dependent ___ % 

15. Deposit: $ _______ 

Monthly Premium will be due as ofthe effective date. The premium for the first month ofcoverage must be attached. 


AFFILIA TES, SUBSIDIARIES OR BRANCHES (must be included for purposes ofparticipation) 


I Legal Name and Location Number of Eligible 
Employees in this Company 

Number of Eligible 
Employees to be Insured 

! 
I 
i 

i 

I 

I 
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SECTION II: SPECIFICATIONS FOR COVERAGE 

HEALTH BENEFITS (check one) 

STATE MANDATED: SMHMO o SM OPT A (INDEMNITY) o SM OPT B (INDEMNITY) 

o SMOAP OPT C o SMOAPOPT D 	 SM OPT E (INDEMNITY) 

OAP PLANS: OA o A-I Dc D 

DE OF OG 
OJ OK OL 
OM ON Do 

SECTION III: ALL QUESTIONS MUST BE ANSWERED 

1. 	 Is there any Group Health Plan: Now in force and to be continued? 0 Yes 0 No 

Currently being applied for? 0 Yes 0 No 

If Yes: Identify the Name of the Group Health Plan: ___________________________ 

Give a Description of the plan(s): _________________________________ 

Name ofInsurance Carrier(s): __________________________________ 

2_ 	 Name of Present or Prior Group Carrier: _________________________________ 

Effective Date of Prior Coverage: ___________ Cancellation/Termination Date: ___________ 

3. 	 Is the coverage applied for in this application replacing other group insurance? 0 Yes 0 No 

IfYes, give reason: 

4. Has your firm been uninsured for 3 or more months prior to application? DYes 0 No 

5. What forms of insurance are now or were in force? 	 o Health Benefits o Prescription Drugs 
(attach copies ofBooklet/Certificate and most recent Billing Statement) 

6. 	 Are extended benefits provided in case of termination of health benefits? 0 Yes 0 No 

7. 	 To the best of your knowledge are there any current or former employees or 
their eligible dependents whose health insurance is being continued? 0 Yes 0 No 

i 

i 

I 

Please provide the following information for each currenUformer employee or dependent on health continuations. 

Name of Employee/Dependent Date of Birth Type of Continuation Reason for Continuation Dates 
State/Federal/Extended Benefits Termination/Disability/Other Start End 

I 

Ifadditional space is needed, attach a separate sheet, signed and dated. 

! 

i 

I 
I 
I 
! 

I 
8. 	To the best of your knowledge: 

Are any employees or dependents presently incapacitated? 0 Yes 0 No 
Are any dependent children incapable of self-support due to a physical or mental disability? 0 Yes 0 No 

Additional space to explain if items 1,2 or 3 were answered "Yes". Refer to the question number and give details including names, where appropriate. 

9. 	 Does the employer participate in an arrangement with a Professional Employer Organization? 0 Yes 0 No 

(Refer to Advisory Bulletin OO-SEH-02 !fyou need information concerning what constitutes Professional Employer Organizations.) 
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SECTION IV: AGENT/PRODUCER INFORMATION 

Broker Name: ________________________ CIGNA ID #: ____________ 

AgencyName: ___________________________________________ 

SECTION V: SIGNATURE 

It is understood that, except as provided under applicable regulations, no individual shall become insured while not 
actively at work on a full-time basis, and only full-time employees are eligible. A full-time employee is one who regularly 
works at least 25 hours per week at his employer's place of business. It is further understood that no agent has power on 
behalf of CIGNA HealthCare of New Jersey, Inc. to make or modify any request or application for insurance or to bind 
CIGNA HealthCare of New Jersey Inc. by making any promise or representation or by giving or receiving any information. 

It is further understood that no insurance will be effective unless and until the application is accepted in writing by CIGNA 
HealthCare of New Jersey, Inc. Final rates will be based on enrollment data as of the Policy effective date. No contract 
of insurance is to be implied in any way on the basis of the completion and/or submission of this application. 

Any person who includes any false or misleading information on an application for an insurance policy is subject to 
criminal and civil penalties. 

Dated at: ________________________________ on ________________ 

Prinl name ofOfficer. Parlner or Proprielor 	 Signalure ofOfficer. Partner or Proprielor 

Witness 10 Signalure 

NOTE: 	 If there are any modifications to the statements and answers given in this application (I.e., crossed out, 
whited-out, erased information), the applicant must attest to the modifications by giving a complete signature in 
the margin near the modification. 
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 A 
2 College Park Drive 

Hooksett, NH 03106 

800-456-6575 

                   SMALL EMPLOYER CERTIFICATION 
 
                  CIGNA HealthCare of New Jersey, Inc. 
 

 
Legal Name and Address of Company Group Policy Number or Group 

Number  (if a current customer) 
 
 
 

 

 
Group Health Benefits Policy Participation 
Please indicate below the number of employees by work location/State.  All employees must be included, regardless of whether or not they 
currently have medical coverage and through whom that coverage is provided. 

 Number  of  Employees 
Work Location (list by State) Full-time Part-time 

 
Retired COBRA or 

State  Continues 
Other 

      

      

      

      

      

      

 
For Existing Small Employer Groups in the State of New Jersey OR New Applicants 

 
An Eligible Employee is one who works on a full-time basis with a normal work week of 25 or more hours for 
compensation.  An employee who works less than 25 hours per week on a temporary or substitute basis, or an employee 
participating in an employee welfare arrangement established pursuant to a collective bargaining agreement is not an 
eligible employee. 
 
Total # Eligible Employees __________________ 
 
Total # Eligible Employees applying/enrolling for health benefits coverage __________________ 
 
Total # Eligible Employees waiving health benefits coverage under the policy with coverage under their spouse's 
coverage, other than individual coverage, or any other Health Benefits Plan offered by the  
Employer                                                                                                                                 __________________ 
 
Total # Eligible employees waiving health benefits coverage under the policy without coverage under 
a spouse's coverage, other than individual coverage; or any other Health Benefits Plan offered by  
the employer                                                                                                                          __________________ 
 
Total # Employees in an ineligible class or classes __________________ 
 
Is your firm subject to Working Aged Provisions of federal law (TEFRA/DEFRA)? Yes No 
(You may be subject to the law if you employed 20 or more employees for 20 weeks in the current or prior calendar year) 
 
Is your firm subject to the requirements of the federal COBRA law? Yes No 
(You may be subject to the law if you employed 20 or more employees during 50% or more of the working days during the 
previous calendar year.) 



CERTIFICATION AS A SMALL EMPLOYER IN THE STATE OF NEW JERSEY 
IN ACCORDANCE WITH NEW JERSEY STATUTE, CHAPTER 27A OF TITLE 17B 

For a policy of Group Health Benefits Insurance 
 
(Please sign and date appropriate section indicating whether or not you meet the definition of a small employer) 
 
“Small Employer” means, in connection with a Group Health Plan with respect to a Calendar Year and a Plan Year, any 
person, firm, corporation, partnership, or political subdivision that is actively engaged in business that: 

• employed an average of at least two, but not more than 50, eligible Employees on business days during the 
preceding Calendar Year, and  

• employs at least two Employees on the first day of the Plan Year, and  
• the majority of the Employees are employed in New Jersey.   

 
All persons treated as a single employer under subsection (b), (c), (m) or (o) of section 414 of the Internal Revenue Code 
of 1986 shall be treated as one employer.  In the case of an employer that was not in existence during the preceding 
Calendar Year, the determination of whether the employer is a small or large employer shall be based on the average 
number of Employees that it is expected that the employer will employ on business days in the current Calendar Year. 
 

 I certify that I qualify as a Small Employer in the State of New Jersey. 
 

AND 
 

 I certify that the information provided to “Carrier” is true and complete.  I understand that if the above 
information is not complete or is not provided to “Carrier” in a timely manner, then health benefits coverage does not 
have to be offered or continued.  I further understand that incomplete or untrue information may void health benefits 
coverage. 

 
I understand that I and my employees may be subject to fines if an employee who is a resident of New Jersey and is 
eligible for coverage under this group health benefits plan is enrolled in an individual health benefits plan issued on or 
after August 1, 1993. 
 
 
__________________________________________________________________________________________ 
Signature of Officer, Partner or Owner Title  Date 
 
 
________________________________________________ 
Print Name of Officer, Partner or Proprietor 
 
_____________________________________________________         ________________________________ 
Signature of Witness   Date 
 
 

 I certify that I am NOT a Small Employer in the State of New Jersey as defined above. 
 
 
__________________________________________________________________________________________ 
Signature of Officer, Partner or Owner Title  Date 
 
 
________________________________________________ 
Print Name of Officer, Partner or Proprietor 
 
_____________________________________________________         ________________________________ 
Signature of Witness   Date 
 

 
Any person who includes any false or misleading information on an application or enrollment form or 
certification for a health benefits plan is subject to criminal and civil penalties. 



 
 

COMPLETE THIS SECTION ONLY IF YOU HAVE CERTIFIED THAT YOU ARE A SMALL EMPLOYER IN THE STATE 
OF NEW JERSEY. 

 
 
*EMPLOYEE CENSUS INFORMATION 
 
 
Please include the following persons in the following list: 
 
a employees, owners, partners, officers, and independent contractors who are actively working for the employer on a regular basis, and are paid by 

the employer on a regular basis, whether or not they are eligible to be covered under the policy. 
 
b employees, owners, partners, officers, and independent contractors who are not working, but who are currently covered under the employer's 

health benefits plan for reasons such as continuation of coverage or total disability. 
 
Please use the following letters to indicate Status: 
 
F: Full-time employee who works 25 or more hours per week 
P:  Part-time employee who works less than 25 hours per week 
T: Temporary employee 
I: Independent Contractor 
D: Totally Disabled employee 
C: Continue under state or federal law 
U. Employee participating in an employee welfare arrangement established pursuant to a collective bargaining agreement. 
 

Name Job Title Date of 
Employment 

Hours 
worked per 

week 

Status Work Location 
(State) 

Gender Date of Birth 

  1        
  2        
  3        
  4        
  5        
  6        
  7        
  8        
  9        
10        
11        
12        
13        
14        
15        
16        
17        
18        
19        
20        
21        
22        
23        
24        
25        
26        
27        
28        
29        
30        
*If additional space is needed, attach a separate sheet. 
 



AHealthCare
CIGNA HealthCare Small Group Sales 
2 College Park Dr 
Hooksett, NH 03106 
Telephone: 800-456-6575 
Facsimile: 603-268-7973 
 
 
 
 

 
LATE PAPERWORK FORM 

 
 
 

Producers, if group enrollment paperwork is not received 15 calendar says prior to 
the requested effective date, this form must be filled out by the group administrator 
and submitted with their completed paperwork to our Small Group Sales Office. 

 
 
Group Name:  ___________________________________________________________ 

 
Address:  ________________________________________________________________ 

 
We the undersigned understand that if we are requesting a coverage date that will 
put our enrollment paperwork in CIGNA's office 15 calendar days or less prior to 
our effective date the following will apply: 

 
The group cannot be submitted to underwriting if all the necessary 
information has not been received. 

 
System activation may not occur on or before the effective date. 

 
ID cards will be delivered 10-15 business days AFTER the group has been 
approved in underwriting. 

 
If a group comes in prior to 15 calendar days before the requested effective date the 
above conditions will apply if all of the required information has not been 
submitted. 

 
Name (please print):  _____________________________________________________ 

 
Signature:  _______________________________________________________________ 

 
Date:  ___________________________________________________________________ 



•• Insul'cd and/or Administered by Enrollment/Change Request Conneeticut Genual JJfe Insurance Company, 
a subsidiary of CIGNA Health Corporation Employer Group Information - To be completed by Employer 

'ME CIGNA ACCT. NO. BRAHC HCODE 

...... - _...~ . - -- ---··r·---- -" 
1. Enrollment 2. Change· Ch(K:k all U»N ."pty. 

o New Enrollee 
Date of Event 

o Add Spou •• 
Effective Date: o Add Dependent Child 

o Name Change 

Date of Hire: o Change Plan 

o Oth.r 

Reason 

..-

3. Remove or Terminate A Ch(K:k all that apply. 
Effeetive Date Reason 

o Remove Spouse-o Remove Dependent Child' 

o Employee WithdrawallT ermlnalion 

NOTE: Employee must be enrolled for spouse/dependent(s) to have coverage. 

~Please complete Add/Change/Remove and Name columns in Section D . 

4. Continuation of Coverage, i.e., COBRA. State, Total 
Not allopttons are available" Conf,el Employer lot a.,.,II,ble 

Coverage For: o Employ•• o Dependents 

Length of Continuation: 812 mos. 018 mos 
Total Disability· 

Date of loss of Coverage: 
Date of Qualifying Event 
*AttaC'h prOQl 01 total disability 

DI••bllily 
options. 

0: 9 mos, 0 36 mos. 

B. EMPLOYEE INFORMATION - Complete Sections B-G C. PLAN OPTION - Your selection must be offered by your employer. Check One. 

SOC.'Ac S.E,CURITV NUMBER/EMPLOYEE IDE.NTIFleATION NUMBER ILAST NAME, FIRST NAME. Mi. IE.I;'~"'~Y§§J,,~TE OF BIRTH MANAGED CARE MEDICAL OPTIONS: 0 
'MMHJW~V §Poinl-of-ServiC<! (or DPP or CHA) 0 HMO Open Access CIGNA Care Nelworl< 

. ______. _ ___ HMO o Networll Open Access (ASOonly) (ASOonly) 
~ME TELEPHONt. lHOME ADDRESS jAPT. NO. ICilY, STATE I liP CODE Network (or EPP) (ASO only) 0 Open Access Plus D Decline Cowrage 
( ) 0 Point-of-Se""ce Open Access 0 Open Access Plus In-Natwork (ASO only) OPTION II (If applicable):

I-c::=='::-:-=:-__...L____________________.L__...L_. ---------r=====:--I--.- OTHER MEDICAL OPTIONS: CIGNACHOICEFUND~OPTIONS: 0 1 0 2 03 
EMPLOYER NAME' I WORK TELEPHONE 0 Preferred Provider Option (PPO) 0 HRA 0 with PPO 

() 0 In-Networll PPO or EPO (ASO only) 0 HSA 0 witl1 Open Access Plus 
WORK ADDRESS jelTY STATE jZIP CODE 0 Preferred PrOVider Access (PPA) 0 Pharmacy HRA 0 wit.h Open Access Plus In·NeiWOrII (ASO only) 

, 0 Med,cal Indemnoty o Denial HRA OWlth EPO (ASO only) 

I o 0 wllh Indemnity 

~EMPLOVMENT HOURS WORKED PER W-E-E-K-----------'-------l CIONA Choice Fund Annual Amount 

DENTAL OPTIONS: 0 CIGNA Denial Care (CDC) 0 Dental PPO ODentallndemnity 0 Decline Coverage 

0, INDIVIDUALS COVERED - List individuals for whom you are addin.9lchanging/removing coverage, Attach sheet to list additional children. Attach proof if full-time college student. Attach proof of.d-::::iS8;::=b;:.ili:;oty!.:._______-,,-__-r-__ 

Ii~nge I ­I. _ jR)emow . 

LA$TNAME,FIRSTHAME, MI. .SEX 

_!'-L MM 

BIRTHOATE 

DO YYYY 

SOCtAl SECURtTY HUMBER c£~~l? 
Vee 

PRIMARY QFFICE to HUMBER ~Xl'.~~'g 
Yes. 

OEHTAlI3:;;'71~~f,!JUMBER ~Xfl~~~~ to'lt~g~~ 
Ves Ves 

Employee DO I I 0 0 0 0 
~. --­ .... I----­ [----­ r-­ -­ -­
Spouse 0 0 0 0 0 0 

Child _ ___ 0 0 ------1 0 0 0 
,~ 

0 __~_ 

Child 0_0 _ I 0 0 0 ~ 

Child 0 0 0 0 0 0 
.-- ._- . __ .... _._---_ .. _._-­

E, OTHER/PREVIOUS INSURANCE F. DEPENDENT INFORMATION 
Dves DNoIS YOUR SPOUSE E::MPLOYf'O? UVes UNo !F "YES~, GIVE NAME & ADDRESS OF SPOUSE'S EMPlOVER DOES ANY DEPENDENT LISTED IN SECTION D LIVE AT A DIFFERENT ADDRESS THAN THE EMPLOYEE? IF ·YES". WHO AND WHAT ADDRESS? 

EXPLAIN THE cIRCUMSTANCES :~ ~~£:Rs~~&gT~~~~~t,k~~ ~2Fi'TEs~~~b~6~~~~f~'T?~~~~~~e:~6~y:v~~BRE~?6Ej~~~~EN~g~t:~i~' HMO, OR OTHER SOURCE 

IF "YES-TO PREVIOUS COVERAGE (SECTION D), IDENTIFY NAME(S) OF PERSONS, GIVE EfFECTIVE OATE AND DATE COVERAGE TERMINATED, IF ANY DEPENDENT'S LAST NAME DIFFERS FROM VOURS, EXPLAIN THE CIRCUMSTANCES 
NAME OF PREVIOUS CARRIER AND PlAN NUMBER 

..--.........--- .--........--­
lfyou have questions concerning the benefits and services provided by or el(cluded under this Plan or Group Policy, contact a CIGNA HealthCare representative at 1-8011-244-6224 (option 3) before signing this form. 

G. EMPLOYEE SIGNATURE H. EMPLOYER VERIFICATION - To be completed by Employer 
I represent that all the information supplied in this EMPLOYEE S!GNATURE . Required EMPLOYER SIGNATURE Requited 
application is true and complete. I hereby agree to 

X Xthe conditions of enrollment on the reverse side of 
the employee copy ofthis enrollment/change DATE 1E:-""'I': ADDRESS TITLE ~ DATE
request I authorize deductions from my earnings 
for any required contributions. 

---.....-.---.--------.--.------.­ ... 
(lHl3)

NJ·HINT·(;ro..,p 

.-~ 

Employee copy may be used as a temporary ID card for 30 days from the effective date ifauthorized by employer. Coverage must be verified with C/GNA HealthCare prior to visiting a specialist Dr admission to a hospital. 

I 
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INSTRUCTIONS 	 CONDITIONS OF ENROLLMENT 

EMPLOYER 

• 	 Complete [he Employer Group Iliformation in the upper right cornert)! the ((mn. 

• 	 Scctiall A - THle of Activity: Check hox(es) indicating rcason(s) for submitting enrollment/change requcst. 

• 	 COlllplete Section II - Emilloycr Ycrillcatioll in the lower right corner of the form. 

• 	 Elnployer must compiete thlS section for all new enrollmeJ1!s, coverage changes and terminations 

• 	 Employer must sign and date the application in order lor It to be procc,scd. 

,EMPLOYEE. Complete Sections B·G 

(11 "R" to indicate whether yon arc adding, changing or removing 

yom ,kpendcnt(s), if apphcahle. Indicate Sex. Birlhdate, 
hsted. 

must attach n ,,'UlTt:'"Ht (,OHr~c schedule or !eU!;!r !rom lhe 

• 

! Applicant Acknowledgments and Agreements 
On behalf of myself Jnd the dependents lISted on the reverse side, I agree to or With the followmg 

l. 	a) I authori!.c the sources stated below to give to elGNA lkalthCarc or Connecticut General Life 
Insurance Company, or any cOllsumer reporting agency acting on its hchalC infonnation about mc and 
my minor childrcn, if ilJlfllymg for coveragc. Snch in/ormatron will pertain to cnlPloYll1cnl. "tIK! 
health coverage, and medical ady"c, tr"3tl11el1t or snppircs 

Authorilcd sources arc: any physiciwl or medical professiona 

care IIlstitl1!lOIl; any carner; any (OllS[II11('1' reporllllg agency; any employer. 


b) 	 I understand that I may revoke this authonntion at any time. I that Stich revocation will not 
alTect any action which CKiNA HcalthCare 01 Connecticut General Insurance Conmanv has taken 
in rdianec on the authori".ation. I understand this authorizatron will not be' valid after 
revoked earlier. 

e) I know Ihat I have a right to receiw a copy of this authorl7ation if I rcquest one 

d) I agree that a ph.)(ocopy of this authorization is as "alid as the original. 

2. 	 I acknowledge by enrolling III a CI<JNA HealthCare or Connecticllt Gem'ral Liti; Instlrallce 

or gr.lU)) policy, covcrage is provided hy CIGNA HcalthCare or C'.lnneeticut Gcncml Life 

Company 111 accordance with 


3. 	 Enrollment "fmysel! and of the li5led dependents into the plan is effc,'tiw on a"':q'tancc by (,IGNA 
HcalthCarc or C(ll1ncctieut (icl,,:!al Life Insurance ClImpany. 

4. ('o\'crage and benelits arc and may be terminated as provided 
in the plan doeuments. My to withhold payments from my wages, as 
appropriate. 

Misrepresentation 

5. 	 person wilt' includes any fill;;c or misleatling information Oil an applic'lti.){l 0r enrollment form for a 
benefits plan is slIbject to crimin;)1 and <:Ivil penalties. 

Section B - Employee Information: 
Comrlete all information in order for your enrollment/change request to be procl'ssed. 

Section C - Plan Option: 
• 	 Check one Plan Name I. where applicable) and check one Primary Copay 

and or Indl\ Idual Arnliunt 

• 	 Select (mly an option offered hy jour employer, 

Section D • Individuals Covered: 

VOIl or your dcpendent(s) have- other Ilcalth coverage, ehec'k off the "Ye,," b0X(es) and complete Section 
E PrcvlOns Ilisurallc,'. 
From the ot11cc ID number for thc pnmary care 

IndIcate ori1('e ID lIlunber ,e1ection(,) on 

• 	 If you are a current patient, please check the "Current Patient" bOA 

Section E - Previous Insurance: 
(\)mpletc this section for all nl'W enrollments or coverage change>. C.)Verage include, group coverage, 
governmental coycragc. a churdl pIau or Medicarc, 

Section F • Dependent Information: 
Completc section for aU Ill'\\!" enrollments or \20verage changes. 

Section G - Employee Signature: 
• 	 Complete this sectit.:.ll for all new enrollments. rO\'er0g~ c)hlnges and terminations. 

• 	 Fmplclyce 111ust sign and daw the enrollment/change request in ordel fiJr it to be processed. 

Sectio n H - Employer Verification: 
• 	 Employer must complete thiS 'cellon h'r all ncw (lIroHments, coverage changes and termination>. 
• 	 Employer must sign and date the cnrollrncntichange requcst III order for it to be processed. 

http:sectit.:.ll


Small Employer Health Benefits
Waiver of Coverage A
Group Policy Number Policyholder Name

Employee Name (Last, First, MI) Social Security #

Marital Status Date of Employment Date of Birth

□ Single □ Married □ Widowed □ Divorced

I was given the opportunity to enroll in this plan of group health benefits offered by my employer and

insured by CIGNA.  I refused  the following:

□ Employee

□ Employee, Spouse and Child(ren) coverage

□ Spouse Coverage

□ Child(ren) coverage

Reason for Refusal (Please check all appropriate boxes.)

□ Other group coverage sponsored by my employer

□ Other group coverage sponsored by my spouse's employer

□ Other group coverage sponsored by another organization

□ Other reasons (please explain)

Please provide name of carrier and policy number:

I understand that if I later wish to enroll for any of the coverage(s) refused, I will be required to submit an
Enrollment Form and Health Statement, and coverage may be subject to a preexisting conditions exclusion.

Signature of Employee Date

Signature of Witness Date





a
Segment: Contract/Situs State(s):____________ 
      Small Case Are there any NY HMO or POS members? Yes  No 

To be completed by:       Mid-Market Are there any Virginia CHMO or DHMO members? Yes  No 
Field Sales and Producer       National

All Account HMO Coverage Comp. Estimated Total Producer
Numbers* Site Name Eff. Date Annual Account Share %

Premium Comp. Rate

*Please Indicate Healthsource Provident Account Number if Applicable

  ****CHECKS ARE TO BE MADE PAYABLE TO****
Producer Name ( Signature)                Date

Producer Name (Print) SSN Birth Date Producer or Firm Name (Print) SSN/TAX ID
(Must hold appropriate resident or non resident license & appointment) (Must hold appropriate resident or non resident license & appointment)

Firm Name Cigna General Agent
Professional Group Marketing  
50 Broadway 

Street Address, P.O. Box # Hawthorne, NY 10532
GA# 103502

City State ZIP ****GENERAL AGENCY (if applicable)****

Phone Number FAX Number Comp Rate %

E-Mail Address Tax ID#

CIGNA Sales Representative's Signature Date Date

CIGNA Sales Representative (Print)

Sales Office Telephone Number

Connecticut General Life Insurance Company,
the HMO subsidiaries of Healthsource, Inc., and CIGNA Dental Health

PAF 04-2006

CIGNA HealthCare

PRODUCER ACKNOWLEDGMENT FORM

Underwriter Name (Print)

General Agent Name

Underwriter's Signature

(PAF)

$ Flat Amt
(Not for Small Case and 

CDH)

Flat percentages or dollar amounts may be adjusted during the policy year in response to fluctuations in premium.

To comply with New York's four percent (4%) limit on compensation paid to brokers on HMO contracts, CIGNA HealthCare will not pay more than four percent (4%) total compensation 
(commissions and overrides combined) on HMO, POS (formerly CHA), POS Open Access and HMO Open Access products for membership covered by CIGNA Healthcare of New York, Inc.

Account Name

Underwriter OfficeTelephone Number

All commission levels are subject to Underwriting approval.  Commission payments shall be reduced to conform to any applicable legal limits.



BULLETIN NO. 08-16 
 

TO:  ALL NEW JERSEY LICENSED INSURERS TRANSACTING HEALTH   
  INSURANCE BUSINESS; HOSPITAL, MEDICAL HEALTH AND DENTAL 
  SERVICE CORPORATIONS; DENTAL PLAN ORGANIZATIONS, PREPAID 
  PRESCRIPTION PLANS AND HEALTH MAINTENANCE ORGANIZATIONS;  
  ALL NEW JERSEY LICENSED HEALTH INSURANCE PRODUCERS 
 
FROM:  STEVEN M. GOLDMAN, COMMISSIONER 
 
RE:  PRODUCER COMPENSATION DISCLOSURES 
 
 
 P.L. 2008, c. 38 (the Act), was approved on July 8, 2008 and becomes effective on 
January 5, 2009.  Among other things, section 25 of the Act amends the New Jersey Producer 
Licensing Act of 2001 (codified at N.J.S.A. 17:22A-26 et seq.) by requiring licensed insurance 
producers to disclose to health insurance purchasers any compensation received from the sale of 
such policies or contracts.  Section 25 of the Act states: 
 
  a.  An insurance producer licensed pursuant to P.L. 2001, c. 210  
 (C. 17:22A-26 et seq.) who sells, solicits, or negotiates health insurance policies 
 or contracts to residents of this State shall notify the purchaser of the insurance, 
 in writing, of the amount of any commission, service fee, brokerage, or other 
 valuable consideration that the producer will receive as a result of the sale, solici- 
 tation or negotiation of the health insurance policy or contract.  If the commission, 
 fee, brokerage, or other valuable consideration is based on a percentage of premium, 
 the insurance producer shall include that information in the notification to the pur- 
 chaser. 
 
  b.  The commissioner may specify, by regulation, the information that shall be 
 provided by an insurance producer in the notification to a purchaser of health insurance 
 and the procedure for providing the notification. 
 
 N.J.S.A. 17:22A-28 defines an “insurance producer” as a person required to be licensed 
under the laws of this State to sell, solicit or negotiate insurance.  The term includes insurance 
brokers, agents and consultants, and general agents.   
 
 The purpose of this Bulletin is to notify producers, and carriers who compensate 
producers, of the requirements of Section 25 of the Act and to clarify the Department’s position 
concerning implementation of this section pending the Department’s proposal of regulations. 
 
 •  Scope of Disclosure:  Disclosure is required for any insurance contract that meets 
the definition of “health insurance” at N.J.S.A. 17B:17-4 and for any contract sold by non-
insurance health carriers, such as hospital, medical, health and dental service corporations; 
dental plan organizations, prepaid prescription plans and health maintenance organizations.  
Disclosure is not required for health coverage that is an incidental part of a life or annuity 
contract.   
 
 •  What must be Disclosed:  Any valuable consideration, including but not limited to 
commissions or service fees, must be disclosed.  Consideration must be disclosed even if its 
amount cannot be calculated or estimated.  However, the precise nature of the compensation 
(e.g., commission vs. service fee) does not need to be disclosed.  In the case of standard 
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commission rates, the commission percentage or the per employee amount of commission in 
connection with a rate proposal, binder or bill may be disclosed. 
 
 •  Who Provides Disclosure:  The Act requires that the producer provide the 
disclosure to the insurance purchaser, however in many cases it may be more efficient for the 
carrier to provide the disclosure.   
 
 •  Timing of Disclosure:  The Act does not imply that disclosure must be made at the 
time of proposal or prior to a contract becoming effective.  Disclosure should be made no later 
than the effective date of the contract. 
 
 •  Form of Disclosure:  Attached is a suggested form that may be used for compliance 
with the Act’s compensation disclosure requirements.  Use of an alternate form is acceptable so 
long as the Act’s written compensation disclosure requirements are met.   
 
 
 
10/01/08      /s/ Steven M. Goldman, Commissioner
Date       Steven M. Goldman, Commissioner 
 
Inoord/bbProducerComp 
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DISCLOSURE OF A FINANCIAL INTEREST 
IN THE SALE OF HEALTH INSURANCE POLICIES 

New Jersey law (N.J.S.A. 17:22A-41.1) requires disclosure of the compensation a licensed agent 
or broker (producer) receives from your purchase or renewal of health coverage.  Compensation 
may be in the form of a commission, fee(s), or possibly other valuable consideration, or a 
combination of all three.   

The per employee dollar amount(s) or percentage(s) of premium are in the table below.  All 
amounts and/or percentages are additive.  If something does not apply, it is marked “None” or 
“NA”.  If there is compensation, whether or not in addition to the compensation shown, whose 
amount cannot be determined , enter “CBD” (cannot be determined) on the appropriate line.  
Use the “Other” line for all other compensation, whether or not the amount is determinable. 

 

 Agent/Producer  
Percentage 

(%) 
 Amount in 

Dollars ($) 
(per employee 
 basis) 

Commission of Issuing Agent   
Commission of General Agent   
Consultant Fee    
Brokerage Fee    
Other: 
   

 

 
 

 

PRODUCER INFORMATION 
 
Agent Name: ________________________________________________________ 
 
General Agent Name: _________________________________________________ 
 

CARRIER INFORMATION 
 
Company Name: _______________________________________________________________ 
 
 
 
 
_____________________  [_____________________________________________ 

Date      Agent/Producer Signature]1 

 

1Carriers:  omit this signature block if sending the disclosure form directly to the purchaser.  
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