
AlwaysCare Benefits, Inc. (a Starmount Life Insurance company) , P.O. Box 98100, Baton Rouge, LA 70898 
Telephone:  1-888-729-5433 

 
 

NEW CASE SUBMISSION CHECKLIST 
To expedite your case, include this fully completed checklist with each new case submission. 

 

 
Name of Group: ______________________________Name of Agent/Agency:___________________________ 

 
� FORM ATTACHED 
     YES NO N/A Materials Needed  

  
    � � � Master Application  
     Fully completed and signed by an officer, partner or proprietor. 
 � � � Employee Enrollment Forms 
     Fully completed for each eligible employee. 
 � � � Premium Deposit Check (Payable to AlwaysCare Benefits, Inc.) 

� � � Proposal 
1. Pre-sale quote verifying coverage’s that generated the sold case.  
2. Final sold rate calculation. 

 � � � Prior Coverage Information  
1. If replacing coverage the most recent billing is required for takeover credit to be applied. 
2. Prior plan design detailing co-insurance, waiting periods, and services broken down by 

categories, including proof of prior orthodontic coverage if applicable. 
 � � � Licensing Paperwork  
     If new agent, please complete Agent Appointment Packet. 

 
Multiple Locations – If applicable (more than 3 please add separate page):
Address:  Address:  Address:  
      
      
Contact:  Contact:  Contact:  
Telephone:  Telephone:  Telephone:  

 

Billing – bills may be viewed and reconciled online through AlwaysAssist.  You have the option of viewing your bill in 
Excel Format or PDF Format.  Selecting Excel format will allow you to make changes directly to the bill making your 
reconciliation process even easier! 

I would like to view my bill in:   Excel Format   PDF Format 

Additional Information Required: 

Dental Insurance (if applicable): 
Number of employees enrolling:  _______ 
Number of valid waives:_______ 
 

Benefit Period:   Prior Coverage: 
�  Calendar Year �  Yes (Takeover Credit)  �  No 
�  Policy Year 
 

Deductible: 
�  Lifetime �  Yearly �  Other ______ 
 

Carry Over Benefit �  Yes �  No 
 

Funding:  
 � Voluntary � Contributory � Employer Paid 

Vision Insurance (if applicable): 
Number of employees enrolling:  _______ 
Number of valid waives:__________ 
 
Chosen Plan: 
�  Wal-Mart Plan �  Standard �  Other 
 
Plan Frequency: 
�  Plan A (12/12/12/12) 
�  Plan B (12/12/24/12) 
�  Other _____________  
 

Funding:  
 � Voluntary � Contributory � Employer Paid 

Insured Hearing Benefit Rider Selected:   Yes / No 
*Not available in all states.  Please contact the Home Office for a list of approved states. 
** If Dental & Vision coverage are selected the Hearing Benefit Rider will be attached to the Dental Plan.   
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Administered by: 

AlwaysCare Benefits, Inc. 
(a Starmount Life Insurance company) 

P.O. Drawer 14389 
7800 Office Park Boulevard 

Baton Rouge, LA  70809-7603 
1-888-SAY-LIFE 

(that’s 1-888-729-5433; in 
Baton Rouge, call 926-2888) 

 
AlwaysCare Employee Benefits

Dental Insurance 
Underwritten by 

National Guardian Life Insurance Company 
Enrollment/Change Form 

Please print and complete all sections. See instructions 
below. 

              
 

EMPLOYER/EMPLOYEE INFORMATION         A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)
Employer Name Group Number 

     
Location

      
Effective Date * 
      

Date of Hire 

      
 A
 T
 C 

Sex
 M
 F 

Last Name (Employee or subscriber) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
Social Security Number 

      
Home Street Address 

      
City/State/Zip 

      
Home Phone 

(     )     
Work Phone  

(     )     
FAMILY INFORMATION (Only those eligible may be enrolled.)  A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)

 A
 T
 C 

Sex
 M
 F 

Last Name (spouse) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     
Child unmarried and 
full-time student? 

Yes               No
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
      

Date of Birth 

     Yes               No

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered 
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date.  This limited coverage also applies to the 
Late Entrant’s or Re-enrollee’s Dependents, if enrolled. 
*For existing personnel, the “effective date” is shown on your group’s monthly statement.  New hires must join within the applicable
waiting period. 
Do you or any of your dependents have other dental insurance?  Yes  No 
If yes, please give: Policyholder     _________________ and Insurance Company      __________________.

Employee Signature: ____________________________________            Date:  ______________________ 

I elect the following coverage(s):
Dental

Employee Only                $       
Employee + Spouse     $        
Employee + Child(ren) $        
Employee Family        $        
Waived  

Declination of coverage must be accompanied by employee’s signature. 
ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS 
 FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES.   



NVIGRP & NDNGRP 2005 ENROLL-NC 
  8/01 

 
Administered by: 

AlwaysCare Benefits, Inc. 
(a Starmount Life Insurance company) 

P.O. Drawer 14389 
7800 Office Park Boulevard 

Baton Rouge, LA  70809-7603 
1-888-SAY-LIFE 

(that’s 1-888-729-5433; in 
Baton Rouge, call 926-2888) 

 
AlwaysCare Employee Benefits

Vision Insurance 
Underwritten by 

National Guardian Life Insurance Company 
Enrollment/Change Form 

Please print and complete all sections. See instructions 
below. 

              
 

EMPLOYER/EMPLOYEE INFORMATION         A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)
Employer Name Group Number 

     
Location

      
Effective Date * 
      

Date of Hire 

      
 A
 T
 C 

Sex
 M
 F 

Last Name (Employee or subscriber) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
Social Security Number 

      
Home Street Address 

      
City/State/Zip 

      
Home Phone 

(     )     
Work Phone  

(     )     
FAMILY INFORMATION (Only those eligible may be enrolled.)  A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)

 A
 T
 C 

Sex
 M
 F 

Last Name (spouse) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     
Child unmarried and 
full-time student? 

Yes               No
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
      

Date of Birth 

     Yes               No

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered 
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date.  This limited coverage also applies to the 
Late Entrant’s or Re-enrollee’s Dependents, if enrolled. 
*For existing personnel, the “effective date” is shown on your group’s monthly statement.  New hires must join within the applicable
waiting period. 
Do you or any of your dependents have other dental insurance?  Yes  No 
If yes, please give: Policyholder     _________________ and Insurance Company      __________________.

Employee Signature: ____________________________________            Date:  ______________________ 

I elect the following coverage(s):
Vision

Employee Only                $       
Employee + Spouse     $        
Employee + Child(ren) $        
Employee Family        $        
Waived  

Declination of coverage must be accompanied by employee’s signature. 
ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS 
 FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES.   



NVIGRP & NDNGRP 2005 ENROLL-NC 
  8/01 

 
Administered by: 

AlwaysCare Benefits, Inc. 
(a Starmount Life Insurance company) 

P.O. Drawer 14389 
7800 Office Park Boulevard 

Baton Rouge, LA  70809-7603 
1-888-SAY-LIFE 

(that’s 1-888-729-5433; in 
Baton Rouge, call 926-2888) 

 
AlwaysCare Employee Benefits

Dental & Vision Insurance 
Underwritten by 

National Guardian Life Insurance Company 
Enrollment/Change Form 

Please print and complete all sections. See instructions 
below. 

              
 

EMPLOYER/EMPLOYEE INFORMATION         A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)
Employer Name Group Number 

     
Location

      
Effective Date * 
      

Date of Hire 

      
 A
 T
 C 

Sex
 M
 F 

Last Name (Employee or subscriber) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
Social Security Number 

      
Home Street Address 

      
City/State/Zip 

      
Home Phone 

(     )     
Work Phone  

(     )     
FAMILY INFORMATION (Only those eligible may be enrolled.)  A: Add (enroll)   T: Terminate    C: Change (change of name or coverage)

 A
 T
 C 

Sex
 M
 F 

Last Name (spouse) 

     
First Name 

      
M.I. 
     

Date of Birth 

     
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     
Child unmarried and 
full-time student? 

Yes               No
 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
      

Date of Birth 

     Yes               No

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

 A
 T
 C 

Sex
 M
 F 

Last Name (dependent) 

     
First Name 

     
M.I. 
     

Date of Birth 

     Yes               No 

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered 
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date.  This limited coverage also applies to the 
Late Entrant’s or Re-enrollee’s Dependents, if enrolled. 
*For existing personnel, the “effective date” is shown on your group’s monthly statement.  New hires must join within the applicable
waiting period. 
Do you or any of your dependents have other dental insurance?  Yes  No 
If yes, please give: Policyholder     _________________ and Insurance Company      __________________.

Employee Signature: ____________________________________            Date:  ______________________ 

I elect the following coverage(s):
Dental Vision

Employee Only                $      Employee Only               $     
Employee + Spouse     $      Employee + Spouse     $      
Employee + Child(ren) $      Employee + Child(ren) $      
Employee Family        $      Employee Family        $      
Waived Waived 

Declination of coverage must be accompanied by employee’s signature. 
ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS 
 FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES.   


