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1. Full Legal Name of Group: ����������������������
2. Primary Address of Group: ����������������������


����������������������
3. Plan Administrator/Contact:


a. Name ����������������������
b. Title ����������������������
c. Address ����������������������


City, State, ZIP Code �������������   ��� �����
d. Phone Number ���   ����   �����   Ext.  ����
e. Fax Number ���   ����   �����   
f. E-mail Address ����������������������
g. Add’l Contact & Number ����������������������


4. Name and title of person to receive billing statements:


a. Name ����������������������
b. Title ����������������������
c. Address ����������������������


City, State, ZIP Code �������������   ��� �����
d. Phone Number ���   ����   �����   Ext.  ����
e. Fax Number ���   ����   ����� 


5. Nature of Business: ����������������������
6. SIC Code: ����
7. Tax Identification Number: ���������


NY Sole Proprietor Application
Oxford Health Insurance Inc.  � www.oxfordhealth.com


Liberty PlanSM Direct 30/50
Liberty PlanSM EPO 25/50


Freedom Plan® Direct HSA $2,850
Freedom Plan® EPO HSA $2000


Mailing Address: 14 Central Park Drive, Hooksett, NH 03106  Attn: Group Enrollment Department
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(If different from primary) 


(If different from primary) 


(Street Address
City, State, ZIP Code)
*No P.O. Box
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A.  Oxford Sole Proprietor Plan
Instructions: Please select a plan option and check off any variable items as provided below.  
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The term “coverage” means the benefits provided by Oxford, pursuant to the group Certificate of Coverage.


1. Effective date: We request that this coverage be effective:  ____________________________________________.


2. Age of Business: Please indicate if your business has been in operation:  .� Less than 12 months         � More than 12 months


3. Other group health or HMO coverage: Indicate below other group health coverage which is still in force or which terminated within the past 
three years.


(Month / Day 1st / Year)


Eligibility & Termination:  The employee will become eligible on the latter of the effective date of this plan or the date selected below
(check appropriate date). 


Type of coverage Name of carrier Effective date If terminated, date terminated


4.  Integration with Medicare Benefits: Health benefits covered by Medicare Part A and B are carved out for retired employees age 65 and
over and their dependents age 65 and over if the group offers retiree coverage.
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Liberty Network Freedom Network


Benefit Package Plan 1 � Plan 2 � Plan 3 � Plan 4 � 


Product Direct EPO Direct HSA EPO HSA


PCP Copayment 30/50 25/50 N/A N/A


In-Network Coinsurance % 80% 90% 90% 100%


Out-of-Network Coinsurance % 60% N/A 70% N/A


In-Network Single Deductible $2,000 $2,000 $2,850 $2,000


Out-of-Network Single Deductible $2,000 N/A $2,850 N/A


Family Multiplier 2x 2x 2x 2x


Emergency Room Copayment $100 $75 Deductible and Coinsurance Deductible and Coinsurance


Prescription Benefit 15/50% with $100 deductible 15/50% with $2,850 deductible 15/50% with $2,000 deductible


Inpatient/Outpatient Facility Deductible and Coinsurance


Outpatient Surgical Deductible and Coinsurance


Domestic Partner Same and Opposite


B.  Other Riders
� Biologically Based Mental Health Services


(30 Days Inpatient Care Per Calendar Year)
(20 Visits Outpatient Care Per Calendar Year)
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AUTHORIZATION FOR BROKER TO ACT AS BENEFITS ADMINISTRATOR


The undersigned hereby requests Oxford Health Plans to accept the Broker or General Agent named above as an authorized Benefits Administrator for pur-
poses of processing any enrollment transactions for my company’s Oxford Health Plan policy (including, but not limited to, Member enrollments, Member
terminations, Member address changes, group contact changes, group address changes, plan renewal changes, and group contract terminations).


This authorization shall be effective immediately and shall (check one only):


________ Remain in place until it is expressly revoked by me in writing.


________ Remain in place until ________________.


Further, I agree that my company will be bound by the actions performed by the herein-named Broker or General Agent pursuant to this Consent Form.
Additionally, I agree that this Consent Form does not authorize anyone to receive individually identifiable health information about any Oxford Member. 
I acknowledge that I must notify Oxford in writing to void this agreement in the event of a change in my company’s Broker of Record.


(Month / Day 1st / Year)


Broker Co-Broker General Agent


1. Name of Broker/Agent :


2. Oxford Broker Code (Required):


3. Social Security # or Federal Tax ID #:


4. Broker Street Address: 


5. City, State, ZIP Code: 


6. Telephone Number:


7. Fax Number:


8. E-mail Address:


9. Commission Split %:


10. Oxford Sales Representative: Amy Bisson-NHSBU


Comments:
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Monthly Rates: All new groups are subject to the four-tier rate structure indicated below. Rates must be included in the spaces below for application processing.
Please note       


    
                                


                                   
                                  


                                       
                               


                                   
                          


                   


   







      


   


Oxford Health Insurance, Inc.
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Required Documentation for New York Groups of One and
Sole Proprietor Business 


We will accept applications from sole proprietors and S-Corporations with one eligible employee 
who is able to submit the following documentation and meet the standards outlined below: 


Business Organizations in Operation More Than 12 Months


Instructions for Sole Proprietors: 


1) Provide at least one of the following from most recent tax year:  
� Schedule C – Profit & Loss From Business (Sole Proprietorship) 
� Schedule C-EZ – Net Profit From Business (Sole Proprietorship) 
� Schedule F – Profit & Loss From Farming 


2) Provide a current signed copy of first two pages of U.S. Individual Tax Return Form 1040 
� Any W-2 forms reported on the sole proprietor’s 1040 must be submitted. 
� Gross income from Schedule C, C-EZ or F must exceed any W-2 income the 


applicant may have received. 


3) Sign our Sole Proprietor and Group of One Attestation Form


Instructions for Corporations that have elected to be taxed as S-Corporations: 


1) Provide an IRS Form 1120-S – Income Tax Form for S Corporations 


2) Provide a Schedule K-1 
� Schedule K-1 must show 100% ownership (i.e. sole S-Corp shareholder) for 


prospective insured.


3)  Provide a W-2 
� Received by the shareholder-employee from the S-Corporation under which 


group coverage with us is sought. In addition, if applicable, S-Corporation 
shareholder must provide any other W-2s reported on their 1040 from other 
business organizations.


� Gross income from IRS Form 1120-S must exceed any W-2 income the applicant 
may have received from other business organizations. 


4)  Provide current signed copy of the first two pages of the U.S. Individual Tax Return Form 
1040 and Schedule E (if applicable) for the S-Corporation shareholder who seeks coverage.
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5)  Sign the Oxford Sole Proprietor and Group of One Attestation Form  


Business Organizations in Operation Less Than 12 Months


1)  Provide the following: 
� Certificate of Incorporation (for S-Corporations only) 
� NYS Business License (if applicable)   
� Copy of Business Bank Statement (for Sole Proprietors only)


2)  Sign the Oxford Sole Proprietor and Group of One Attestation Form  


Oxford reserves the right to modify the above eligibility requirements and required 
documentation.





