


INDEPENDENCECARE™ UNDERWRITING SERVICES - MINNEAPOLIS L.L.C.
Eligibility Questionnaire

You may choose to use this form when requesting eligibility information from the Employer Group. Please forward completed form to IndependenceCare at address listed below:


Employer Name:    											                                                                                                           

Employee Name:  											
    
Social Security #: 											


1) Has the employee been continuously working the required number of hours to be considered full time as defined by the Plan?									

2) The last date employee worked prior to going on medical leave:   					

3) The date the employee returned to work:								

4) Specify how the employee maintained eligibility during their absence from work:(Sick Leave, Vacation, FMLA, Disability, COBRA, etc)? 							

5) Please indicate dates for each type of leave:							


6) If the employee was enrolled through COBRA, please send copy of COBRA election form and premium payments. 

7) If the employee was on Family Medical Leave (FMLA,) please submit a copy of signed FMLA form.

8) Was the employee on permanent total disability?							

9) If yes, was disability approved and determined by Social Security Administration Guide? 		

10) In what capacity did the employee return to work?  Full-time		or part-time  		

11) Please provide documentation of premiums paid during any and all leaves of absence. 		

													

Signed: 								Date: 				

Title: 								


SEND TO:
IndependenceCare Underwriting Services – Minneapolis L.L.C.
15 South Fifth Street, Suite 1200
Minneapolis, MN  55402
Phone (612) 338-0718         Fax (612) 338-1763

