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Life Insurance Plan Information Form
Please complete one form for each Life Insurance plan offered.
Attach all applicable rate tables and premium schedules.
Company Information
Company Name: ______________________________________
Completed By: ______________________________________

Plan Information
Carrier Name: ______________________________________
Plan Name: ________________________________________
Group Number / Policy Number: _________________________
Additional Plan Number(s) Associated with COBRA (if applicable):

Funding Type:
☐ Fully Insured
☐ Self-Insured
	Is Monthly Life Report Required?  ☐ Yes      ☐ No
Plan Year:
From _____ / _____ / _________
To _____ / _____ / _________

Carrier Contact Information
COBRA Enrollment/Termination Contact Name:

Email Address:

Phone Number:


Coverage Administration
Is conversion to an individual policy available upon termination of coverage?
☐ Yes
☐ No
If Yes, please provide details:

Does State Continuation apply?
☐ Yes
☐ No
If Yes, State: ______________________________

Coverage Termination Rules
When does coverage terminate for active employees?

When does coverage terminate for ineligible dependents? (Examples: End of month, date of termination, age limit, etc.)


Age at which dependent coverage terminates:


Supplemental Life Coverage Rules
Are supplemental rates based on Employee or Spouse age?
☐ Employee Age
☐ Spouse Age
Do rates renew on the first of the month following the insured's birthday?
☐ Yes
☐ No
Can an employee elect Supplemental Life without Basic Life coverage?
☐ Yes
☐ No
Can a spouse or dependent elect coverage without Employee Supplemental Life coverage?
☐ Yes
☐ No

Rate Information
Employee Basic Life
Please attach rate tables and premium schedules.
Coverage Amount: ________________________________
Rate per $1,000: _________________________________
Additional Notes:


Dependent Basic Life
Coverage Amount: ________________________________
Rate Structure:
☐ Flat Amount
☐ Per $1,000
Rate: _________________________________________
Additional Notes:


Supplemental Employee / Spouse Voluntary Life
Please attach age-banded rate tables if applicable.
Coverage Amount(s):

Rate per $1,000:

Additional Notes:


Supplemental Dependent Life
Coverage Amount(s):

Rate Structure:
☐ Flat Amount
☐ Per $1,000
Rate:

Additional Notes:
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