


NYSBG Wellness Package
You are entitled to one NYSBG Wellness Package with your annual dues.

You may add this package for additional employees or partners at the cost of $45 per person per year.
Enrollment upon joining NYSBG or on the company's anniversary date is recommended.
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$25,000 Accidental Death & Dismemberment
Coverage: This AD & D coverage, offered through The
United States Life Insurance Company in the City of New
York, covers the Wellness Package recipient (under the
age of 65) and provides benefits only in the event of an
accidental loss of life or limb.

ECI Vision Program: A top quality vision plan offering
discounts on the services of participating ophthalmic and
optometric providers. This plan, with benefits extending to
dependent family members, features LASIK (Laser) vision
correction procedure discounts and a free annual eye
exam among other benefits.
The Health Connection: (alternative medicine) This
program provides average discounts of 20-50% off Holistic
Health Physician Network Services, treatments, and select
vitamins. This is fast becoming one of the most popular of
the NYSBG programs.

The Qualident7 Dental Discount Program:   Obtain
services from a panel of over 3,000 dentists statewide. No
claim forms, no copays, no waiting periods, and no restric-
tions on cosmetic services. Discounted fees are listed in the
schedule of services so you know what you're going to pay
and save ahead of time.

Business Owner/Individual Enrollment Section

HOW DID YOU LEARN ABOUT THE NEW YORK STATE BUSINESS GROUP?   (CHECK  ALL THAT APPLY)

� BROKER   �EMPLOYER     �MEMBER REFERRAL   �MAIL   �NEWSPAPER    �RADIO  �T.V.   �INTERNET

PRIMARY ENROLLEE_________________________________________________________________________________________

PRIMARY MEMBER DATE OF BIRTH_______________________SS #______________________# OF  DEPENDENTS____________

COMPANY___________________________________________________________________________________________________

ADDRESS____________________________________________________________________________________________________

CITY__________________________________________________STATE______________ZIP________________ZIP+4____________

PHONE________________________________FAX_____________________________E-MAIL_________________________________

FEDERAL TAX I.D. #___________________________________PRIMARY INDUSTRY_________________________________________

DEPENDENT INFORMATION
DEP. NAME__________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME__________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME__________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME__________________________________DATE OF BIRTH___________RELATION_______________SS#________________

BENEFICIARY DESIGNATION (FOR US LIFE $25,000 AD & D POLICY COVERING PERSONS UNDER AGE 65)

NAME___________________________________________________ RELATION___________________ SS#________________

BENEFICIARY CONTACT INFORMATION_____________________________________________________________________________

AdvancePCS Prescription Drug Program: Receive
the best possible price on prescription purchases at over
51,000 participating provider locations.  There are no claim
forms to complete, no deductibles to meet, no waiting
periods, and no limits on usage.

Beltone Hearing Aid Program: The Beltone Hearing
Care Network consists of audiologists and state licensed
hearing care practitioners. Receive a 15% discount on
over 70 models of hearing aids and a free hearing test at
U.S. Beltone Hearing Centers.



EMPLOYEE 1_________________________________________________________________ ����� $45/year
EMPLOYEE  DATE OF BIRTH______________SOCIAL SECURITY #_________________________# OF  DEPENDENTS________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

BENEFICIARY DESIGNATION (FOR US LIFE $25,000 AD & D POLICY COVERING PERSONS UNDER AGE 65)

NAME___________________________________________________ RELATION___________________ SS#________________

BENEFICIARY CONTACT INFORMATION_______________________________________________________________________________

EMPLOYEE 2_________________________________________________________________ ����� $45/year

EMPLOYEE  DATE OF BIRTH______________SOCIAL SECURITY #_________________________# OF  DEPENDENTS________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

BENEFICIARY DESIGNATION (FOR US LIFE $25,000 AD & D POLICY COVERING PERSONS UNDER AGE 65)

NAME___________________________________________________ RELATION___________________ SS#________________

BENEFICIARY CONTACT INFORMATION_______________________________________________________________________________

EMPLOYEE 3_________________________________________________________________ ����� $45/year
EMPLOYEE  DATE OF BIRTH______________SOCIAL SECURITY #_________________________# OF  DEPENDENTS________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

BENEFICIARY DESIGNATION (FOR US LIFE $25,000 AD & D POLICY COVERING PERSONS UNDER AGE 65)

NAME___________________________________________________ RELATION___________________ SS#________________

BENEFICIARY CONTACT INFORMATION_______________________________________________________________________________

EMPLOYEE 4_________________________________________________________________ �����     $45/year
EMPLOYEE  DATE OF BIRTH______________SOCIAL SECURITY #_________________________# OF  DEPENDENTS________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

DEP. NAME___________________________________DATE OF BIRTH___________RELATION_______________SS#________________

BENEFICIARY DESIGNATION (FOR US LIFE $25,000 AD & D POLICY COVERING PERSONS UNDER AGE 65)

NAME___________________________________________________ RELATION___________________ SS#________________

BENEFICIARY CONTACT INFORMATION____________________________________________________________________________

Optional Employee/Partner Enrollment in NYSBG Wellness Package
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FOR AGENT USE ONLY

AGENCY NAME_____________________________________________________________________________________

AGENT____________________________________________________________________________________________

ADDRESS__________________________________________________________________________________________

CITY_____________________________________________STATE______________ZIP___________________________

PHONE____________________________FAX________________________E-MAIL_______________________

Thank you!
Please submit this form with your annual dues and payment for any
additional NYSBG Wellness Packages to:
NYSBG Corporate Headquarters
180 East Main Street, Suite 205, Patchogue, NY 11772

NYSBG Annual Dues........................................ $60
Additional Wellness Packages
$45 each enrollee per year ....................................

TOTAL AMOUNT DUE......................................
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Please make checks payable to the New York State Business Group




