	Health Advocate, Inc. 

Installation Form

	Company Name:       

	Sales Vice President  Mea Molin                                           

	Effective Date:         Fee:         TOC (for internal use only):       

	Offering to:  All Benefit Eligible employee   FORMCHECKBOX 
  Those covered by benefits only   FORMCHECKBOX 


	Offering to Cobra: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
    Offering to Retirees: Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  

	# Actives:         # Retirees:                    

	Client Information

	Industry:       

	Address:       

	City:       
	State:       
	ZIP:       

	Phone #:       
	Fax #:       
	Email:       

	Decision Maker Name:       
	Title:       

	Phone #:       
	Fax #:       
	Email:       

	Primary Contact Name:       
	Title:       

	Phone #:       
	Fax #:       
	Email:       

	Member Education Contact Name:      
	Title:      

	Phone #       
	Fax#      
	Email      

	Benefit Information

	Plan Renewal Month:       

	Medical Insurance Carrier #1       Fully Ins  FORMCHECKBOX 
  Self Ins FORMCHECKBOX 
  

HMO FORMCHECKBOX 
  PPO FORMCHECKBOX 
 Gatekeeper POS FORMCHECKBOX 
 Open Access POS FORMCHECKBOX 
  CDHP FORMCHECKBOX 
  

Summary of Benefits attached FORMCHECKBOX 
 Summary Plan Description or Certificate of Coverage attached FORMCHECKBOX 
 Notes:                                                    

	Medical Insurance Carrier #2       Fully Ins  FORMCHECKBOX 
  Self Ins FORMCHECKBOX 
  

HMO FORMCHECKBOX 
  PPO FORMCHECKBOX 
 Gatekeeper POS FORMCHECKBOX 
 Open Access POS FORMCHECKBOX 
  CDHP FORMCHECKBOX 
  

Summary of Benefits attached FORMCHECKBOX 
 Summary Plan Description or Certificate of Coverage attached FORMCHECKBOX 

Notes:      

	Medical Insurance Carrier #3       Fully Ins  FORMCHECKBOX 
  Self Ins FORMCHECKBOX 
  

HMO FORMCHECKBOX 
  PPO FORMCHECKBOX 
 Gatekeeper POS FORMCHECKBOX 
 Open Access POS FORMCHECKBOX 
  CDHP FORMCHECKBOX 
  

Summary of Benefits attached FORMCHECKBOX 
 Summary Plan Description or Certificate of Coverage attached FORMCHECKBOX 

Notes:      

	Dental Insurance Carrier        Fully Ins  FORMCHECKBOX 
  Self Ins FORMCHECKBOX 
  

HMO FORMCHECKBOX 
  PPO FORMCHECKBOX 
  Traditional Indemnity (no network discounts) FORMCHECKBOX 
 

Summary of Benefits attached FORMCHECKBOX 
 Summary Plan Description or Certificate of Coverage attached FORMCHECKBOX 

Notes:      

	EAP  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  EAP Carrier:           EAP Member Services Phone #:      

	Do employees have option to enroll in an FSA?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  

If so, name of FSA Administrator:         Phone # of FSA administrator:       

	Billing Information

	Company Name:       

	Contact Name:       
	Title:       

	Address:       

	City:       
	State:       
	ZIP:       

	Phone #:       
	Fax #:       
	Email:       

	Broker Information

	Company Name:       

	Contact Name:       
	Title:       

	Address:       

	City:       
	State:       
	ZIP:       

	Phone #:       
	Fax #:       
	Email:       

	Commission:          
	Amount%:       

	General Agent Information

	Company Name:       

	Contact Name:       
	Title:       

	Address:       

	City:       
	State:       
	ZIP:       

	Phone #:       
	Fax #:       
	Email:       

	Commission:          
	Amount%:       

	Comments

	    


Billing Cycles: 1-100 employees – Annually; 101-200 – Semi-Annual; 201-500 – Quarterly; 500+ - Monthly
Roster of eligible employees must be provided with each payment and when employee count changes.  
