
 
 

Group Contract Application 
The Employer hereby named makes application to Health Plan Select (Athens Area Health Plan Select Inc. of Georgia) for a Group 
Contract to be issued in accordance with the specifications of this application: 
 

 
Employer Name: 
 

 
Physical Address: 

 
Billing Address: (if different)                                                                                       
 
County: 

Local 
Phone: 

Local 
Fax: 

 
Group Administrator:                                                            

Email: 

 
Federal Tax ID: 

 
Agent: 

Agent 
Phone: 

 
CEO Name:                                                                      

Legal 
Status: 

 
 Corporation 

 
 S-Corp 

 
 LLC 

 
 Partnership 

 
 Trust 

 
 Other: 

 
Nature/Type of Industry: 

 
Total Eligible Employees: 

 
# Covered: 

 
# Waiving: 

 
Minimum Hours Per Week: 

 
Section 125:       Yes           No 

Current Cobra Participants:   Yes    No (Attach a list with expiration dates)   

 
HPS COBRA is Administered by ADP:      Yes    No 

Newly Hired  
Employee Waiting Period: 

 
  30 Days 

 
  60 Days 

 
  90 Days 

 
  Other: 

 

Coverage becomes effective the 1st day of the month following the waiting period unless 
otherwise agreed upon by the policyholder and Athens Area Health Plan Select.  

 
 

Effective Date:  The Group Contract will be delivered in and governed by the laws of the State 
of Georgia and shall take effect on                            , 20         but only if this Application is accepted 

nd signed by Health Plans Select/Athens Area Health Plan Select Inc.  a
  

 

Annual Renewal Date: ____________________ 
Plan Choices:  
 

HMO                           POS                           PPO                           Deductible                          Rx option ________                              

Dental Plan Choice: (Please circle one) 
Voluntary : Low   Medium   Standard   High                Contributory:  Low  Medium   Standard   High   High with Ortho 

 

X 
 

X 
Agent of Record                                          Date:           Officer of Applicant Company      Date: 

AAHPS.GRP APP (Rev 1/06)                                                                 Please attach Schedule B 
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