
Main location address:
Alternate office location 1:
Alternate office location 2:

Direct Phone:
Toll Free Number:

Fax:
Website:

Owner:
CFO:

HR:

Entity Set up: Sub S C Corp LLC LLP Partnership Non Profit Other
Month/Year Established:

# of Total Employees:
# of Benefit Eligible:

1 What are the companies hourly requirements for benefits eligibility? Waiting periods in days?

Full Time Full Time

Part Time Part Time

Other: Other:

2 A. Do you have employees out of MA? If so, which additional states:

B. Out of the country? Yes No

3 Do you insure Domestic Partners? 

Same Sex: Yes No Opposite Sex: Yes No

4 Do you have multiple classes of employees? If so, what are they:
Examples: Salary, Hourly, Per Diem, Contractors etc.

Class 3:
Class 4:

Class 1:
Class 2:

Phone

Account Information Update Request

Eligiblity 

Hourly Requirements Waiting Period

General Information

Email



Number of Pay Periods:
Payday:

Employer Contribution Employee Contribution

Short Term Disability
Long Term Disability

Have you filed for your Fair Share Contribution? *

If you're over 100 employees, have you filed your 5500's? 

Do you provide a Section 125 plan for your employees?

Do you have HIRD forms on file for all employees not participating in your health insurance? *

*Applicable to Massachusetts based employers only

Payroll Provider:

CPA Firm:

ERISA Attorney:

HR Consultant:

P&C Broker:

Please let us  know how we can serve you better:

In order to service you better….

Contribution Strategies

Compliance

*Please specify if the splits are percentages or dollar amounts

Agency Contact Phone

Life

Medical
Dental
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