HOW TO ENROLL

1. Your program must be a member in good standing with The Corps Network (formerly NASCC).  Please contact Leslie Wilkoff, Senior Project Director for The Corps Network, at 202-737-6272 to confirm your member status.

2. Review the Benefit Summary, Eligibility Definitions/FAQs, ‘How to Use Your Coverage’ document and the Contact List.  
3. Complete the Program Enrollment Form for Insurance.  Please be sure to enter the requested effective date and indicate whether your program will be purchasing the optional dental benefits.  Please note, coverage can begin no earlier than ten calendar days prior to the date Willis receives the program enrollment form(s), member enrollment roster, valid waiver(s) and first month’s premium check.

4. To elect the optional dental benefits, please complete the separate program enrollment form for dental coverage.  

5. Include a detailed enrollment roster that lists the corpsmember’s full name, gender, social security number, date of birth, and current address.  Please list the information for all eligible corpsmembers not waiving coverage.  The same roster will be used for dental enrollment if dental benefits are elected.

6. Include waiver forms for those who are not participating and attach proof of other coverage.

7. Prepare a check made payable to Summit America.  This check is for the first full month’s premium.  Simply multiply the number of insured corpsmembers by the monthly rate of $142.78 (Medical/Rx and AD&D only) or $142.78 plus the appropriate dental rate if dental benefits are elected.

8. Mail or overnight the program enrollment form, member enrollment roster, valid waiver form(s) and the initial check to one of the following addresses:



Benefits Group


Benefits Group


Willis of Seattle


Willis of Seattle


P.O. Box 34201


505 Fifth Avenue South, Suite 200


Seattle, WA 98124

Seattle, WA  98104


9. For questions, please call 1-800-456-1415 or 206-386-7400 and ask for Chris Rooney or another member of the Benefits team.  

ARRANGED BY 
Willis of Seattle

ADMINISTERED BY
Summit America




P.O. Box 34201




7400 College Blvd, Suite 100




Seattle, WA 98124



Overland Park, KS  66210

 PROGRAM ENROLLMENT FORM FOR INSURANCE
This is an enrollment form for ACCIDENT and SICKNESS INSURANCE, under policy number G000181C issued to The Corps Network by Mutual of Omaha Insurance Company.  It is based on the following statements and representations.

1. MEMBER PROGRAM

2. AMERICORPS PROGRAM NAME (if different)

AmeriCorps Volunteer Infrastructure Project (VIP)
3. ADDRESS

4. CITY




STATE


ZIP CODE
5. PHONE




FAX
6.
CONTACT NAME


EMAIL ADDRESS
7. REQUESTED EFFECTIVE DATE  





8. Eligible persons(*) are participants who work in the programs sponsored by participating members of The Corps Network.  Coverage ends at the end of the month in which the corpsmember’s active working status concludes.  Full-time, permanent staff and employees of participating programs are excluded.  (*see Eligibility Definitions document)

9. Eligible Corpsmembers include:
 FORMCHECKBOX 
 Full Time

 FORMCHECKBOX 
 Part Time

Part Time Definition, if applicable:       

10. Choose the number of days of service an eligible corpsmember must complete before becoming eligible for insurance:   FORMCHECKBOX 
 0 days   
 FORMCHECKBOX 
 30 days   
 FORMCHECKBOX 
 60 days

11. PREMIUM RATE:  The rate is $142.78 per member per month for the medical/Rx accident and sickness coverage and the $10,000 accidental death and dismemberment benefit. Premiums are due on the 1st day of each month.  Dental benefits are available for an additional premium based on the plan chosen.  To include dental benefits for your corpsmembers, please check the appropriate box below and complete the separate program enrollment form for dental insurance.  :

 FORMCHECKBOX 
 $142.78 (Medical/Rx/AD&D only – no Dental)

 FORMCHECKBOX 
 $142.78 + Dental (please submit the separate program enrollment form for dental insurance and select Plan 1 or Plan 2.  Total premium will be determined by the medical rate plus the premium of the chosen dental plan.)

12. TRANSMITTAL AGENT is Summit America.

13. Our Group is part of the Catholic Network of Volunteer Service (CNVS).   FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

14. We understand that our participation is based on our current status as a dues paying member of The Corps Network and that we must maintain our membership with The Corps Network in order to remain eligible for participation in The Corps Network Healthcare Plan.

15. We acknowledge that our program and enrolled participants meet the following requirements:

a) Our Group has enrolled 100% of all eligible members excluding those waiving due to other coverage.

b) Our Group pays 100% of each enrollee’s premium.

c) Enrollees are active Corps Network Organizational Corpsmembers or AmeriCorps Members contracted to perform specific duties in service to the community.

SIGNED FOR THE POLICY HOLDER THIS ________ DAY OF ____________, 20______

____________________________________________________________________________


Signature



Print Name



Title

CORPSMEMBER WAIVER OF COVERAGE FORM
Please note:  A photocopy of your ID card from your other insurance carrier must accompany this form.

Name of Group   
Group #  

AmeriCorps Volunteer Infrastructure Project (VIP)
Name of Participant

Date of Birth   
Social Security #  

I have been offered coverage under The Corps Network Insurance plan, but I am declining coverage because:

 FORMCHECKBOX 
 I am already covered by another plan as a subscriber or a dependent.

Insurance Company        
  Policy #       


 FORMCHECKBOX 
 Other:  Please Explain      

I understand that one of the following two conditions must be met in order to obtain coverage under this plan in the future.  

1.  If through no fault of my own, I lose my other coverage and I apply for the plan within 31 days of the loss.  

2.  If I have actively served continuously with the same organization for one full year and will continue actively serving beyond one year, I may enroll in the plan on my one year anniversary date.












__



Signature





Date

