APPLICATION FOR APPROVAL TO PARTICIPATE IN PAYROLL DEDUCTION


This document shall serve as your application for approval to participate in the payroll deduction service administered by the Personnel Cabinet. If approved, it will also serve to provide information for setting your company up for this service. Please be advised that it could take up to sixty (60) days for this application to be processed and set-up, if approved.
	Insurance Carrier / Company / Organization Information:
	[Please print clearly or type]



	Carrier/Comp/Org Name:
	
	Employer Identification # (EIN):
	

	Website:
	
	*Dept of Insurance #(DOI):
	

	Mailing Address:
	
	Phone #:
	

	
	
	

	Benefit Type(s) to be Marketed:

	 FORMCHECKBOX 

	Accidental Death & Disability
	 FORMCHECKBOX 

	Disability- Short Term
	 FORMCHECKBOX 

	Other: Employee Group (Dues)

	 FORMCHECKBOX 

	Cancer
	 FORMCHECKBOX 

	Life
	 FORMCHECKBOX 

	Other: 

	 FORMCHECKBOX 

	Dental
	 FORMCHECKBOX 

	Non-Profit Organizations (Not for Charity)
	 FORMCHECKBOX 

	Vision

	 FORMCHECKBOX 

	Disability- Long Term
	 FORMCHECKBOX 

	Property/Casualty
	 FORMCHECKBOX 

	Annuities for Education Dept/Workforce Development Employees ONLY   [IRS 403(b)]

	n/a
	Health (Not available for deductions at this time)

	Agency/Agent/Representative Listing Information: 

[Employee Organizations: Only complete left column and phone#]
	

	Agency Name:
	     
	*Dept of Insurance #(DOI):
	     

	Mailing Address:
	     
	Phone#:
	     

	
	     
	

	Contact Agent/Rep #1 Name:
	     
	*Dept of Insurance #(DOI):
	     

	Email Address:
	     
	Phone #:
	     

	Contact Agent/Rep #2 Name:
	     
	*Dept of Insurance #(DOI):
	     

	Email Address:
	     
	Phone #:
	     

	Payment/Report (Technical) Information:
(Information necessary if approved)
	

	Select Pay Period(s) for which deductions should be made:

	 FORMCHECKBOX 
 Only First (01)
	 FORMCHECKBOX 
 Only Second (02)
	 FORMCHECKBOX 
 Both First & Second (09)
	 FORMCHECKBOX 
 Either/All


	Payment/Deductions to be sent to:
	 FORMCHECKBOX 
 Carrier / Company
	 FORMCHECKBOX 
 Agency



	Method of Payment:
	 FORMCHECKBOX 
 Paper Check (mailed)
	 FORMCHECKBOX 
 Wire (electronic)

*Requires additional form

	Method of Reporting:
	 FORMCHECKBOX 
 Paper (printed & mailed)
	 FORMCHECKBOX 
 FTP (electronic)

*Complete next line

	* Only required for Voluntary Optional Insurance Companies.


	Technical Contact Name:
	     


	
	Technical Contact Phone #:
	     

	Name of Person Completing Form:
	     
	Date:
	     

	Title:
	     


	-FOR INTERNAL USE ONLY-

	Approved:
	 FORMCHECKBOX 
 Carrier/Agent

 FORMCHECKBOX 
 Benefit Types Requested
	Comments:



	Denied:
	 FORMCHECKBOX 
 Carrier/Agent

 FORMCHECKBOX 
 Benefit Types Requested
	Comments:  



	By:_______________________________________________________________
	Date:
	______________________________

	           Sharon Clark, Commissioner of the Department of Insurance /or/
           Personnel Cabinet’s Office of Legal Services

	

	PERSONNEL CABINET USE:
	Utility/Reference #:
	

	
	Annuity- Utility/Reference #:
	











PC/DHRA/DEM
Revised: 01/17/11

