
Aflac

Employee Benefits Questionnaire

Date________________________________

Existing Aflac Payroll Group  Yes � No � Group No. ____________
Number of Employees_________________

GENErAl EmPloYEr INformAtIoN

Name of Employer____________________________________________________________________

Address_____________________________________________________________________________

City____________________________________State________________________ZIP____________________

telephone________________________________fax____________________________________________

Principal Contac_______________________________________________________________________

title_________________________________________________________________________________

Names of Individuals who will participate in the decision-making process:

______________________________________          _________________________________________

Name title Name title

______________________________________          _________________________________________

Name title Name title

Number of years in business:____________________________________________________________

Nature of business:___________________________________________________________________

Number of locations:__________________________________________________________________

related companies:___________________________________________________________________

Number of employees           full-time:____________________  Part-time:_____________________

Name of benefits broker (if applicable):_____________________________________________________

Name of benefits broker’s location:________________________________________________________

Do you and your major medical carrier permit domestic partner insurance coverage?

Yes � No �

BENEfItS

Existing Section 125 Plan Yes � No � renewal Date________
type of Plan PoP_____ fSA_____ Credits________  Core Plan________

Spending Account DDC_____ Urm_____

major medical _____ Dental _____

Hmo _____ Short-term Disability _____

PPo _____ long-term Disability _____

Group life _____ (maximum $________) Vision _____

AD&D _____ (maximum $________) legal _____

Cancer/Specified-Disease _____ Hospital Confinement

Indemnity _____

Accident/Disability _____ long-term Care _____

Hospital Intensive Care _____ medicare Supplement _____

Voluntary life _____

retirement (Pension) Plans

401(k) _____ Defined Contribution _____

Defined Benefit _____ Annuities _____

IrAs _____
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CArrIEr/ADmINIStrAtIoN DAtA

Carrier/Administrator Er Cost EE Cost renewal

major medical ____________________________ __________ __________ ________

Hmo ____________________________ __________ __________ ________

PPo ____________________________ __________ __________ ________

Group life ____________________________ __________ __________ ________

AD&D ____________________________ __________ __________ ________

Cancer/Catastrophic ____________________________ __________ __________ ________

Accident/Disability ____________________________ __________ __________ ________

Hospital Intensive Care ____________________________ __________ __________ ________

Voluntary life ____________________________ __________ __________ ________

Dental ____________________________ __________ __________ ________

Short-term Disability ____________________________ __________ __________ ________

long-term Disability ____________________________ __________ __________ ________

Vision ____________________________ __________ __________ ________

legal ____________________________ __________ __________ ________

Hospital Confinement ____________________________ __________ __________ ________

Indemnity ____________________________ __________ __________ ________

long-term Care ____________________________ __________ __________ ________

medicare Supplement ____________________________ __________ __________ ________

ElIGIBIlItY INformAtIoN

1. full-time employees are eligible for benefits:

� Immediately upon employment

� After _______ days of employment

� first of the month following _______ days of employment

2. Are part-time employees eligible for benefits?    Yes � No �
3. Employer’s definition of part-time _________________________________________________

CommUNICAtIoNS/ENrollmENt INformAtIoN

1. type of communications/enrollment program currently in use _____________________________

2. Area currently responsible for communications _________________________________________

3. Communications/enrollment planned _________________________________________________

4. Group meetings � Individual meetings � Both �

ComPUtEr/DAtA ProCESSING INformAtIoN

1. Is employer currently using computerized payroll system?            Yes � No �

2. If yes, are voluntary payroll deduction programs in use?                Yes � No �

3. Will payroll system process pre-tax elections?                                 Yes � No �

4. Payroll data available            CD � online � Hard copy �
5. Payroll contact _______________________________________ title ________________________

Insurance Agent/Producer’s Name _________________________________ Writing No. ___________

Insurance Agent/Producer’s Address ____________________________________________________

Comments __________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________


