
Application for Health Benefits
For Groups with 2 or More Employees

1

OEPlans underwritten by Rocky Mountain HMO (RMHMO) 
or Rocky Mountain HealthCare Options, Inc. (RMHCO)

Please complete all information on front and back using black ink only. We cannot process incomplete applications.

Section 1 – Company Information
Company Name

Phone
(          )

Fax
(          )

E-Mail

Physical Address City State Zip PO Box

Mailing Address City State Zip PO Box

Contact Person Title

President/CEO/Owner (Name) Federal Tax ID Numer (TIN / EIN)

Proposed Effective Date Industry or Type of Business Industry Code (SIC)

Does the company or owners applying for coverage share ownership in any other business(es)?  o Yes   o No

If yes, give:

Name of business(es):_______________________________________________________________________________________________________________________

Name of all owners:_________________________________________________________________________________________________________________________

Total number of all employees on payroll who work 24 hours per regular work week for all businesses:________________________________________________________

Employers with 50 or fewer eligible employees are required to attach a list of eligible employees and dependents.

Eligible employees must have a regular work week of the required number of hours a week and must satisfy any applicable eligibility waiting period.

Section 2 – Employee Eligibility
1.	 Number of employees on payroll who work 24 hours or more per week: # 2.	Number of employees eligible for health benefits coverage:   #

3.	 Number of employees in Colorado: #_________

	 Number of employees outside of Colorado: #_________

4.	 Total number of eligible employees enrolling in group plan:   #_________

	 Total number of eligible employees waiving:   #__________

5.	 Number of full-time or part-time employees who were employed for 20 weeks or 
more this year or last year: # _________

6.	 Number of full-time or part-time employees who worked at least 50% of your 
working days in the preceding calendar year: # _________	

7.	 Are your employees leased from a leasing company or a professional employer 
organization?  o Yes    o No

8.	 Hours Worked Requirement:

9.	 Waiting Period for New Hires: o Date of hire  OR  
First of month following:  o Date of hire     o 1 Month     o 3 Months     o 6 Months     o 9 Months
o Other _____________________________________________________________________________________
Does any class have a different waiting period? o Yes    o No   If yes, please describe:   

10.	 Waiting Period Waived at Initial/ Open 
Enrollment   o Yes   o No

11.	 Employer Contribution Medical (50% minimum of employee)
Employee ______________%    Family_______________%

12.  Classes Excluded (If applicable, please describe.)

13.	 Number of employees, former employees, or employees’ dependents currently covered by or eligible for a Colorado or 
COBRA continuation of coverage plan: #_________________________________________________________

14.	 Does group administer its own COBRA? 
o Yes    o No

15.	 Do you want RMHP to assist in continuation of coverage administration?  o Yes    o No

16.	 Does your company’s eligibility include anyone who is not a company employee; for example, a person who is an independent contractor?  o Yes    o No

17.	 Has your group been insured with health insurance during the past 90 days?   o Yes    o No 
If yes, name of current medical carrier:

18.	 Was coverage through a MEWA?  o Yes    o No        Self-Funded?  o Yes    o No

19.	 Was coverage terminated due to:  Nonpayment of Premium:   o Yes    o No          Fraud:   o Yes    o No
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Colorado  

Commission Disclosure 
Small Group Accounts < 50 Lives 

 
As part of this health insurance solicitation,we are required by state law to 
advise you that should you purchase health insurance from me, that Roper 
Insurance & Financial Services will receive compensation in the form of a 
commission.  

 

Commission Schedules 
 

Aetna 6% or premium paid 

Anthem $25 per enrolled employee per month 

Destiny Health $25 per enrolled employee per month 

Guardian 

Annual Premium 

First $50,000 
Next $200,000 
Next $250,000 

Next $2,000,000 

Next $2,500,000 

Commission % 

5.0%  
3.5% 
2.0% 
1.0% 

0.5% 

Humana $25 per enrolled employee per month 

Kaiser $24 - $27 per Subscriber (based on production) 

PacifiCare 
Health Maintenance Organization (HMO) - 4% of Premium 

Preferred Provider Option (PPO) – 6% of Premium 

Principal Financial 

Annual Premium 
First $150,000 
Next $100,000 

Over $250,000 

Commission % 
5% 
3% 

1% 

Rocky Mountain 
Health Plans $23 per enrolled employee per month 

United Healthcare $24 per enrolled employee per month 

 
 

I acknowledge receipt of this notice:      
 

 
Signed: __________________________________ date:  ________ 

 
Print name:  ______________________________ 

 

 
Producer: ________________________________ date:  ________ 

 
Print name:  ______________________________ 


