INFORMATION FOR THE PREPARATION OF
THE WRAP DOCUMENT/SPD
FOR EMPLOYEE BENEFIT WELFARE PLANS

1. Plan Sponsor: _______________________________________________________________
2. Plan Name:    ________________________________________________________________
i.e. ABC Company Group Benefit Plan; ABC Company Employee Welfare Benefit Plan

3. Effective date of the plan (date first started, date you first offered the benefits): ________________________________________________________________
4. Date plan was amended, if any (most likely, first of next month): _____________________________________________________
5. Which state law governs? : ____________________________________________

6. State of Incorporation: ________________________________________________

7. Name all of the benefits included in the plan and the carrier for each (i.e. health, dental, vision, ltd, std, eap): If any of the plans are self-funded, please also indicate. Please also include any FSA or HRA and the name of the company providing the claims administration:
_____________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________​​

8. Address of Plan Sponsor: _______________________________________________________
____________________________________________________________​__________________     
9. Phone number of Plan Sponsor: _________________________________________________

10. Employer Identification Number (EIN): ________________________________________

11. 3 Digit Plan Number (if none, we will default to 510. If you have used 510 for another plan, please let us know): ____________________________________________________________
12. Name, address and phone number of Plan Fiduciary (Must be the name of a person): ______________________________________________________________________
13.  Agent for legal process (usually the owner or president of the company): ______________________________________________________________________________
14. Are there any affiliated employers who participate in the Plan? _____________________

If yes, please provide name, address, phone and tax ID for each.

15. Benefits available during their severance periods? ________________________________

16. Are any categories of employees excluded from participating? _______________________

17. Do retired employees ever receive benefits? ____________________________________

18. What is the plan year (when does your plan renew)? ______________________________________________________

19. How are rebates handled? Please indicate your choice by checking the appropriate action. Do you:


a. Equally divide any received insurance rebates among plan participants? ____ If so, we remit the individual allocations in the form of checks and mail them _____ Certified Mail

______ First Class Mail


b. The employer will not directly provide any insurance rebates to participants. However, future participant contributions will be decreased in an amount equal to such insurance rebates. _____

20. When are the employees eligible for benefits:

Must work at least ________ hours per week.

Eligible after __________ days of fulltime employment

Eligible after __________ days of parttime employment or Parttime not eligible ______

21. Do you have variable hour and/or seasonal employees who might be covered under your Plan?

___ No (go to question 22)

____ Yes

For existing employees:

What is your measurement period? ____________________________________________

What is your administrative period? ___________________________________________

What is your stability period? ________________________________________________

For new hires:

What is your measurement period? _____________________________________________

What is your administrative period? ____________________________________________

What is your stability period? _________________________________________________

Does this apply to the group medical plan(s) only, or to all benefits under this Plan? _______________________________________________________________________
22. Do the underlying benefits have SPD’s which explain claims and appeals procedures? Do you have Certificates of Coverage or Master Documents from the Carriers that you can attach when you receive your document?
_____________________________________________________________________________

23. When do benefits terminate?
________ On the last day of the month

________ On the date of termination

________ Some on the last day of the month and some on the date of termination. Each are listed below.

_________________________________________________

__________________________________________________

__________________________________________________




Page 3 of 3

