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New Employer Group Enrollment Form for
Chambers/Associations and Payroll Administrators
Sole Proprietor

Chamber/Association/Payroll Administrator Name:

Employer Group Name:

Empioyer Address:
Employer Telephone: Contact Person:
Employer Federal ID No.: Member of Chamber/Association since: /[

The following requirements apply to Sole Proprietors. A sole proprietor group is defined as an unincorporated
business, partnership or corporation whose owner, partner, stockholder, as applicable is the only active employee.
To be eligible for enrollment as a sole proprietor, the following requirements must be met. The applicant must:

1. bea member of a Chamber/Association, Group or Payroll Administrator that meets BlueCross BlueShield
eligibility criteria and the requirements of the Insurance Law;

2. if purchasing through a chamber/association group, the subscriber must have been a member for a period
of sixty days prior to the effective date of the insurance policy;

3. demonstrate that the applicant is a bona fide sole proprietor through the documentation requirements set
forth in the table below;

4. work at least twenty hours per week;

5. not be employed by another business that has additionat employees or be enrolled in any type of health
care coverage under another employer group.

For all new groups, the appropriate documentation must be attached to this submission. All paperwork,
including applications must be received by the 15™ of the month prior to the effective date.

Type of Group Required Documentation

Scle Proprietor 1) Copy of NYS-45-ATT-MN OR copy of pay stub
OR estimated tax form
2} Schedule C

Subchapter S Corporation w/Sole Employee 1) Copy of NYS-45-ATT-MN OR copy of pay stub
OR estimated tax form
2) Schedule E

Other Incorporated Business w/Sole Employee 1) Copy of NYS-45-ATT-MN OR copy of pay stub
OR cstimated tax form

2) Form W-2 Annual Wage Statement OR Form 1099
with Federal Income Tax Schedule F

Business in Business Less Than One Year 1) Copy of cancelled Business Check OR copy of a
business Bank Statement OR a Certificate of doing
business OR Appropriate Tax Documents

By signing below the employer group or sole proprietor certifies that they meet the eligibility requirements
to be enrolled. I certify that the above information is true and accurate to the best of my knowledge. I understand
that enrollment is subject to BlueCross BlueShield of Western New York underwriting guidelines and the Group
Health Care contract between the Chamber/Association and BlueCross BlueShield. I understand that BlueCross
BlueShield will conduct annual audits to ensure compliance with enrollment guidelines, which may require us to
provide verification of our being a legitimate employer and/or sole proprietor.

Employer’s Signature Date




New Employer Group Earcllment Form for
Chambers/Associations and Payroll Administrators
S Small Group (2-50 eligible employees)

Chamber/Association/Payroll Administrator Name:

Employer Group Name:

Employer Address:

Empleyer Telephone:

Employer Federal ID No -

Contact Person:

Member of Chamber/Association since.

The purpose of this documentation is to assure the group has a legitimate existence, and was nol formed solely for
the purpose of seeking insurance. The group must produce documentation of actual existence (checking account,
certificate of wcorporation or NYS-45-ATT for unemployment insurance) and that it is active and doing business.
Ifa NYS-45-ATT is not available due to a group being newly formed, then the NYS-45-ATT must be provided
within 90 days of the effective date of coverage. [f such documentation is not provided, the group will be
terminated on the 90" day. All paperwork, including applications, must be received by the 15" of the month

prior to the effective date.

If the group does not file a NYS-45-ATT due to other reasons, they must provide the documentation listed in

the table below. [u addition, two months of premium must be submitted on a company check with the

enrollment paperwork and subscriber applications for approval prior to enrollment:

Type of Group

Required Documeantation

Partonevship

Y

2)

Form [T-204 OR IT-204 ATT OR IT-204-LL
Schedule 1065, PLUS one of the following:

¢ Copy of Federal D

« Partnership Agreement

Corporation/Subchapter S Corporation

)

3)

Schedule 1120C, 1 120E Sub-S Schedule {1208,
Plus one of the following:
* Copy of Tederal [D
« Articles of Incorporation
» Copy of Federal 941 Report
« Initial Form S84
The W-4 for each additional employee
Pay stubs or payroll records for all employees

Business in Business Less Than One Year

1)

2)

Copy of cancelled Business Check OR copy of a
business Bank Staternent OR a Certificate of doing
business OR Appropriate Tax Documents, Plus one
of the following:

¢ Copy of Federal ID

¢ Articles of Incorporation

¢ Copy of Federal 941 Report

s [Initial Form S84
Pay stubs or payroll records for all employees

By signing below the employer group certifies that they meet the eligibility requirements to be enrolled. I
certify that the above information is true and accurate to the best of my knowledge. [ understand that enrollment is
subject to BlueCross BlueShield of Western New York underwriting guidelines and the Group Health Care
coniract between the Chamber/Association and BlueCross BlueShield. Tunderstand that BlueCross BlueShield
will conduct annual audits to ensure compliance with these guidelines, which may require us to provide

verification of our being a legitimate employer group.

Employer’s Signature

Date




