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Western Growers Health (“WG Health” or the “Trust”) is a Multiple Employer Welfare Arrangement. The Trust is required to establish  
eligibility rules under federal and state laws and regulations. Participating employers who purchase a WG Health group health benefit plan 
are subject to these eligibility requirements that are contained in the Trust’s participation agreement and declaration of trust.

WG Health participation is only open to employers who are closely aligned or affiliated with Ag and participation is further conditioned 
upon joining and becoming a member of Western Growers Association.

When determining an employer’s eligibility, the Trust’s eligibility committee may necessarily perform a totality of the circumstances test 
that includes considering evidence of an employer’s Ag affiliation. This affidavit is an opportunity to provide evidence that will assist the 
Trust with its determination.

Please complete the following:

Required Company Information: Provide Information, if applicable:
Company Name: Insurance Agency:

Street Address: Agent Name:

City, State, Zip: Street Address:

Contact Name/Title: City, State, Zip:

Contact Phone: Agent Phone:

Contact Email: Agent Email:

Website, if any: Agent Fax #:

Company Description Information Required:

WGA Member?:   Yes     No
WGA Member Number: NAICS Code:

Affiliated Entities*:

*commonly owned companies

Please provide detailed information about the work your company performs and its agricultural relationship(s):

Percentage of Annual Revenues Derived  
from Agriculturally Related Work:

Number of Years:

Signatures
I attest that the information provided in this affidavit is true and correct to the best of my knowledge and I understand the information contained herein 
will remain confidential and will not be used for marketing purposes. In the event that my company is eligible and purchases a WG Health group health 
benefit plan, I also understand and agree that this information may be used in the future to conduct employer participation audits regarding the eligi-
bility of employer members in the WG Health group health plan.

Name (Please Print) Title (Please Print)

Signature Date

ELIGIBILITY DETERMINATION AFFIDAVIT

%


	01-CoName: 
	08-AgencyName: 
	02-CoStreet: 
	09-AgentName: 
	03-CoCityStateZip: 
	10-AgentStreet: 
	04-ContactName: 
	11-AgentCityStateZip: 
	05-ContactTitle: 
	12-AgentPhone: 
	06-ContactEmail: 
	13-AgentEmail: 
	16-WGAMemberNo: 
	20-Revenue: 
	21-Years: 
	17-NAICS: 
	07-ContactURL: 
	22-Name: 
	23-Title: 
	24-Date: 
	18-AffiliatedEntities: 
	19-Details: 
	14-AgentFax: 
	15-Member: Off


