
SECTION 1 – MUST BE COMPLETED

Group Name: 

Mailing Address:  

Group Contact(s):  

Contact Email(s): 

WERC Contact & Email: 

  Check box if any of the above information has changed since last renewal.

Complete the appropriate box(es) to indicate changes.

Group Number
No Changes 

See Section 2
Contribution Changes 

See Section 3
Waiting Period Changes 

See Section 4
Plan Changes 
See Section 5

SECTION 2

  We accept the renewal as is with no changes for the following group(s):

SECTION 3 – MUST BE COMPLETED

  Below are our current employee and employee dependents contributions.

  We request a change to the contributions (All changes must be approved by Underwriting).

Core Plan 1 Core Plan 2 Buy Up 1 Plan Buy Up 2 Plan Buy Up 3 Plan

Employee cost share  
of Health Plan

GROUP NUMBER

% OR $ AMOUNT

Dependent cost share 
of Health Plan

% OR $ AMOUNT

RENEWAL FORM
Renewal Date  		

PROTECTED.GROWwg-health.com



RENEWAL FORM

SECTION 4

  We request a change in waiting period. Please designate new waiting period(s):

New Hire – Orientation Period – Do you impose a one-month orientation period?	   Yes    No

Rehire – Orientation Period – (for EEs rehired after a period over 13 consecutive weeks)  

Do you impose a one-month orientation period? 	  Yes    No

	 New Hire Waiting Period	 Rehire Waiting Period

		  There are ACA guidelines that apply to rehires,  
		  hired back before 13 weeks)

  No waiting period,  
       1st of the month         
        following date of hire

  30 days   60 days   No waiting period,  
       1st of the month  
        following date of hire

   30 days   60 days

To qualify for benefits, Western Growers Health requires that full-time employees must work at least 30 hours per week, and part-time 
employees must work at least 20 hours per week unless otherwise approved by the Western Growers Health underwriting department. 
The actual number of hours required is determined by the participating employer.

PROTECTED.GROWwg-health.com

RENEWAL FORM



RENEWAL FORM

SECTION 5

  We request a plan change: (requires Quote to be submitted)

Group Number Current Plan NEW Plan

Medical 

Pharmacy

Life

Dental

Vision

Medical 

Pharmacy

Life

Dental

Vision

Medical 

Pharmacy

Life

Dental

Vision

ID cards mailed to:	   Group	   Employee’s Home Address

PROTECTED.GROWwg-health.com

If Saver Plan, change will need to include the broker commission and SPG service fee along with the Western Growers Health Broker  
Agent # and WG Health Specialty Account Manager #

Western Growers Health Broker Agent # 	 Broker Comission %    

WG Health Specialty Account Manager #                                                                                                                                                                                         SPG Service Fee %  

Any other changes not specifically stated on this form require a GBA to be completed.

RENEWAL FORM



RENEWAL FORM

SECTION 7 – MUST BE COMPLETED

Please read and sign below that you understand the following guidelines for plan changes:

•	 Plan changes are offered during Renewal periods only. Any deviations from this need to be submitted to Underwriting for review.

•	 Deadline for submission of plan changes: Western Growers Health requires your request be received by the 15th of the month 
prior to the effective date.

•	 New SPDs and health benefit identification cards will be issued after completion of your plan change request.

•	 Throughout the year, if there are any changes to the contribution policy, LOA, or reduction in hours, Western Growers Health must 
be notified and it will require Underwriting approval and could result in a rate change. 

	 	
	 Employer’s Authorized Signature	 Title	 Date

Renewal is accepted and processed without change if Renewal Form is not received by Western Growers Health.

SECTION 6 – MUST BE COMPLETED BY BROKER

Broker Information and Certification

Broker information – Do you have an insurance broker?      Yes    No

Broker Name(s) 

Mailing Address 

Telephone Number 

Broker License #   Broker Commission %   

Western Growers Health Broker Agent # 

I am the broker for the employer named above (the “applicant”), and I hereby attest to the following:

•	 The information contained in this application is complete and accurate.

•	 I explained to the applicant the risk of providing inaccurate information. The explanation was given in clear and easy-to-understand 
language, and the applicant understood the explanation.

•	 I have advised the applicant to maintain existing coverage until receiving written notification from Western Growers Health that the 
coverage applied for in this application is accepted.

•	 I understand that providing material facts that I know to be false will, in addition to applicable penalties under the law, be subject 
to a civil penalty of up to ten thousand dollars ($10,000).

	 	
	 Broker’s Signature	 Agency Name	 Date

  Check box if any of the broker information has changed since last renewal.

WG Health Specialty  
Representative

Agent Code WG Health Specialty  
Account Manager

Agent Code SPG Service Fee

WG Health Specialty Account Manager Signature

PROTECTED.GROW
wg-health.com 
Western Growers Assurance Trust doing business as Western Growers Health.

RENEWAL FORM
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