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WESTERN GROWERS

HEALTH

PROOF OF ELIGIBILITY FORM FOR SOLE PROPRIETORS,
PARTNERS OR CORPORATE OFFICERS

(To be used for eligible individuals who are not reported on a quarterly wage and tax report)

Full

Name (First, M, Last) Phone No.

Title

Percentage of Ownership in Firm

Company Name

| attest that the above-named individual, who does not appear on the quarterly wage statement for the above-named

company, does work in the company and meets all of the following requirements:

Itis

Is a sole proprietor, partner or corporation officer of the company indicated above and will provide additional

ownership and/or business validation and documentation, including but not limited to IRS forms, as requested.

Is actively at work at this company on a full time, permanent basis working no less than the minimum
number of hours required by Western Growers Health (20 hours per week), or the minimum hours
designated by our company policies, if set higher than the minimum 20-hour requirement, to be considered an

eligible employee.

Draws wages, compensation, dividends or other distributions from this company on a regular basis and does

not derive substantial earned income from any other employment.
Has satisfied the designated waiting period before health insurance coverage is to become effective.

If the owner of multiple entities, has selected this entity as the sole entity for which he or she is eligible for

Western Growers Health coverage.

unlawful to knowingly provide false, incomplete, or misleading information to an insurance company or Multiple

Employer Welfare Arrangement (“MEWA") Trust for the purpose of defrauding the company or Trust. | understand

this

information may be subject to audit and agree to provide Western Growers Health with any and all information and

documentation necessary to validate the above statements at time of enrollment or as part of a subsequent eligibility

aud

it. | also understand that any misrepresentation by me of my true circumstances may result in the rescission and/or

termination of group coverage, including my coverage, coverage of enrolled dependents and/or this company. Western

Growers Health and/or its affiliates also expressly reserve any other rights and remedies.

Signature Date
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