
MATRIX INSURANCE MARKETING, INC. 

Group Dental New Business Guidelines 
Washington 

 
 
 

Selling Group Dental from the brochure:  
1.  Complete Group Master Application signed by employer and agent.  
2.  New Business Transmittal completed by the agent.  
3.  An enrollment card completed and signed by each person enrolling.  
4.  A check for the first month premium, if possible.  
5.  A Quarterly Wage & Tax Report is required for each Unique Edge plan sold.  

 
Submitting a group with “takeover” benefits (either a Unique Edge plan with 25 or more enrollees; or a quoted voluntary group):  
All of the above plus:  
1.  A copy of the most recent billing statement from the prior carrier.  
2.  The original effective dates with the prior carrier for each employee eligible for “takeover” benefits.  
3.  A copy of the prior carrier’s benefits.  
4.  A copy of the “takeover” quote, if quoted. 

 

Documentation Requirements 
Edge Plus 

Plan A 
Edge Plus 

Plan B Basic Plus Unique Edge 
Plan A 

Unique Edge 
Plan B 

Group Master Application (signed by agent & 
officer of group) x x x x x 

New Business Transmittal (completed by agent) x x x x x 
Enrollment card for each enrollee (signed by 
employee) x x x x x 

Waiver of Coverage on back of enrollment card 
signed by employee when declining coverage    x x 

A check for the first month premium x x x x x 
Copy of last billing statement from prior carrier* * *  * * 
The original effective dates with the prior carrier 
for each enrollee*  * *  * * 

A copy of the prior carrier’s benefits* * *  * * 
Most recent Quarterly Wage & Tax Report*    x x 
A copy of the quote, if applicable x x x x x 

 *Only required when selling “takeover.”                                                                                                                                                             AL 9-23-08 



BROKERS NATIONAL LIFE ASSURANCE COMPANY Send all enrollment material to:
PO Box 92529, Austin, Texas 78709-2529

Effective Date
(1st of month only)

Will premium be
paid in arrears?

Yes No

If yes, include the following:
1. Copy of proposal, if quoted
2. Copy of latest billing statement from prior carrier
3. Original effective date of each enrollee with prior carrier

Home Office Use Only

Group #

NBT(2002-13) – over –

NEW BUSINESS TRANSMITTAL
(Required with each new sale)

W R I T I N G   A G E N T   I N F O R M A T I O N (Please Print)

Writing Agent Agent Code # Date

Address

City State Zip Code

Phone Number Fax Number E-Mail

Splitting Agent Agent Code # Commission Split              % %

G R O U P   I N F O R M A T I O N (Please Print)               New          Additional Account

Name of Company/Group

Billing Address

City State Zip Code

Group Contact Name E-Mail

Phone Number Fax

Who is paying the premium? Employee Employer             If Quoted, please provide Quote # sold

Bill 1st Month Premium Cash with applications: Total  $ (Include $10.00 Billing Fee)

GROUP DENTAL INSURANCE

# of Enrollment Cards Attached Area Rating

With Orthodontia Without Orthodontia Waive the Missing Tooth Clause Increase Benefit Maximums
No Deductible Premier A quarterly Wage & Tax Report is required for:

1. Unique Edge Plan Groups; and
2. All other groups that have more than 50% of their employees related by blood or marriage

Takeover requested? Yes No
2nd Year Takeover
3rd Year Takeover

This plan replaces existing coverage and “takeover” benefits are not requested.

Section 125. If the dental and Section 125 renewal dates are different, indicate when you wish the dental coverage to renew:

(In some cases, this may be authorization to waive the 12 month rate guarantee.)

Current COBRA participants are to be covered. If so, how many? (Include copy of COBRA election form.)

I sold the following dental rates: (Was this group quoted? Yes No     If yes, include a copy of the proposal.)

Plan A: Employee Only:  $                          Employee & 1 Dependent:  $                          Employee & Family: $

Plan B: Employee Only:  $                          Employee & 1 Dependent:  $                          Employee & Family: $

Basic: Employee Only:  $                          Employee & 1 Dependent:  $                          Employee & Family: $

TRIPLE COMBO (Dental, Vision , AD&D): This vision coverage does not require a Master Application

Employee Only:  $                          Employee & 1 Dependent:  $                          Employee & Family: $

ACCI-DENTAL (Dental & AD&D):

Employee Only:  $                          Employee & 1 Dependent:  $                          Employee & Family: $

ACCIDENTAL DEATH AND DISMEMBERMENT

# of Applications Attached

Matrix Insurance Marketing, Inc., 1225 S. Weller St., Ste 320, Seattle, WA 98144



NBT(2002-13)

Waiting Period
30 days
60 days
90 days
Other:               days

This vision coverage does not require a Master Application

This vision coverage does not require a Master Application

VISION INSURANCE

INSURED VISION PLAN (VSP) With Dental Stand Alone (Special rules apply)

# of Enrollment Cards Attached

Plan A:  Employee Only $ Employee & 1 Dependent $ Employee & Family $ 

Plan B:  Employee Only $ Employee & 1 Dependent $ Employee & Family $

Plan A & B Combo

VSP VOLUNTARY VISION PLAN : # of Enrollment Cards Attached

Employee Only $ Employee & 1 Dependent $ Employee & Family $

VOLUNTARY VISION PLAN (EYEMED): # of Enrollment Cards Attached

Employee Only $ Employee & 1 Dependent $ Employee & Family $

AVESIS ADVANTAGE VISION PLAN: # of Enrollment Cards Attached

Voluntary With Dental 100% Participation

Employee Only $ Employee & 1 Dependent $ Employee & Family $

LIFE INSURANCE

GUARANTEED ISSUE GROUP TERM LIFE

# of Applications Attached A copy of the Employer’s Quarterly Wage & Tax Report is required.

GUARANTEED ISSUE WITH ADDITIONAL COVERAGE GROUP TERM LIFE

# of Applications Attached A copy of the Employer’s Quarterly Wage & Tax Report is required.

HOSPITAL INDEMNITY PLAN

With AD&D Without AD&D

# of Applications Attached

CARE 5000 CANCER

# of Applications Attached

GROUP SHORT TERM DISABILITY

Industry Class: A B                          When was business established? Date:

# of Applications Attached A copy of the Employer’s Quarterly Wage & Tax Report is required.

A D D I T I O N A L   I N F O R M A T I O N

Agent Signature Date

IMPORTANT NOTICE
All products are not approved in all states. Please check with the home office for

product approval information in your state or check our Web Site: www.bnlac.com

MATRIX INSURANCE MARKETING, INC. 

Waiting PeriodWW



MATRIX INSURANCE MARKETING, INC. 



 

 
 

Please submit completed forms to: 
Matrix Insurance Marketing, Inc. 

1225 S Weller St, Ste 320, Seattle, WA 98144 
Ph: 206-521-9451 or 800-929-6123 

Fax: 206-521-9554 
Email: info@matrixinsurance.com 




