
How to Complete the P.O.P.
Enrollment Form

The following information must be
included on the enrollment form:

Definitions
1. First day of P.O.P. year: Your business 

must adopt a 12-month P.O.P. year, per IRS
rules. The start date of a P.O.P. is usually 
the first day of the month after the 
enrollment form is submitted. The last 
day of the P.O.P. year must be 12 months 
after the first day of the P.O.P. year, except 
for year one, which may be a short P.O.P.
year. On this first year only, you may 
choose any start date.

2. Eligibility for new and existing 
employees: Indicate number of hours per
week and days of service required for 
eligibility. Eligibility in P.O.P. usually 
coincides with eligibility in your other 
benefit plans.

3. Eligibility for re-hired employees:
Indicate required days of service for 
re-hired employees. Re-hired employees 
cannot enter a P.O.P. prior to the first day 
of the P.O.P. year immediately following 
their termination.

a f f o r d a b l e  c o s t
affordable cost

Completing the P.O.P. Enrollment Form 

Group Information
A&B. Plan Sponsor: Fill in the complete legal 

business name and address of the company 
sponsoring the plan.

C. Business Type: Indicate if the plan sponsor is a 
corporation, partnership or proprietorship.

D. State of Incorporation or Domicile: Indicate the 
state in which the plan sponsor is incorporated.
Non-incorporated plan sponsors should 
indicate the state in which they are located.

E. Type of Plan: The effective date should be the 
beginning of the first payroll period for which 
employee contributions will be converted to 
pre-tax. It is not necessary for the effective date to 
coincide with the first day of the plan year (short 
plan years are permitted in the first plan year).
Per IRS regulations, all employee communication/ 
election information must be distributed and the 
plan document must be adopted prior to the 

effective date.

Due to timing requirements specified by tax law, we 
must receive your completed enrollment form at 
least 15 business days prior to your requested 
effective date or amendment/restatement date.

F. Existing Blue Cross of California Group Numbers:
For tracking purposes, please list all current 
Blue Cross of California and BC Life & Health group 
policy number(s). If the group has multiple policies,
all must be listed.

Agent/Broker Information
Have your agent/broker complete this section.

Authorization
Indicate the name and title of the person within the 
company responsible for P.O.P. administration (your 
group administrator). The application must be 
signed and dated by your group administrator as an 
authorized representative of the P.O.P. sponsor.
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Premium Only Plan Enrollment Form
Please complete using ballpoint, non-liquid ink.

1. Plan year (must be 12 month period): First day ____________  Last day ____________

2. An employee of the company regularly performing services at least ______ hours per week shall become
a participant on the first day of the month coincidental with or next following the date the employee 
completes _______ days of consecutive employment.

3. Employees rehired after a period of termination will become eligible for the program on the first day of the 
month coincidental with or next following the date the employee completes  ______ days of consecutive 
employment, provided such date is not earlier than the first day of the first program year beginning after the 
employee’s termination.

A. Plan Sponsor (legal business name) __________________________________________________________

B. Address (no P.O.Box) ______________________________________________________________________

City, State, ZIP _____________________________________ Phone (______) ________________________

Fax  (______) ___________________________e-mail  ____________________________________________

C. Business Type (corporation, partnership, proprietorship) _________________________________________

D. State of Incorporation or Domicile ___________________________________________________________

E. Type of Plan oNew program effective as of _____________________
(check one) o Amendment or reinstatement of existing 125 Program

Original Program effective date: __________________

Amendment/restatement date: __________________

F. Existing Group Numbers (provide all Blue Cross of California and BC Life & Health Insurance Company 

Group Numbers if you have more than one) : ___________________________________________________ 

Agent’s Name _____________________________   Agent’s Signature ________________________________

Company/Agency __________________________________________________________________________

Address (no P.O. Box): ________________________________________________________________________

City, State, ZIP __________________________________   Phone  ( ______) _____________________________

Due to timing requirements specified by tax law, we must receive your completed enrollment form at least
15 business days prior to your requested effective date or amendment/restatement date.
• Please be sure to provide all requested information on this form to avoid the possibility of any delays.
• Also, please enclose a separate check for $125 payable to Blue Cross of California … or your first year is
FREE if 10+ employees are enrolled in both Medical and Life.

Group Administrator Name _____________________________   Title ________________________________

Signature ___________________________________________    Date ________________________________

QUESTIONS?  Call Ceridian’s P.O.P. Information Hotline (800) 767-4969
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