
SUBMISSION REQUIREMENTS
FOR

Atlantis/IRBA
Through First National Administrators

(1+ Lives)

44444 Employee Enrollment and Physician Selection Application. MUST
include Social Security Number, Date(s) of birth, complete address,
dates of marriage (if applicable) and physician selection.

44444 IRBA Atlantis Group Agreement Form
44444 IRBA Membership Application
44444 Group must be actively in business  and reside with a street address in

one of the five Boroughs: Manhattan, Brooklyn, Queens, Bronx or
Staten Island.

44444 Business license, form 1040/Schedule C (line 26 is wages) and payroll
documents. If the business has been in existence less than 1 year and
has not yet filed a quarterly wage and tax statement, Atlantis will
accept Corporation or Partnership papers and payroll documents.

44444 Total monthly premium on a business check made payable to
National Administrators (NAI)

44444 Check for $57 Annual IRBA Membership Fee
44444 Proof of Full Time student status for all student dependents exceeding

dependent age limit (19 years).
 Effective April 1st, 2002 Atlantis Health Plan will no longer accept IRBA applications from
members residing outside the five boroughs. This rule will stay in place until NYS approval for
the LI-Westchester expansion is received.

44444

All information must be filled out completely.  Atlantis
enrollment form must include: Social Security numbers,
dates of birth, and effective dates of prior coverage for
all  family members.
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FNA is not responsible for changes made by the carrier. All subject to carrier approval.



PLAN OPTION: HMO POS OPEN ACCESS TYPE OF COVERAGE: SINGLE COUPLE PARENT/CHILD FAMILY

EMPLOYEE INFORMATION
Last Name First Name MI Social Security Number

Home Address Apt. No. City State Zip Code

Home Phone Number Business Phone Employer Name

TYPE OF ACTIVITY New Subscriber Change of Plan or Primary Care Physician Termination

Add /Remove Spouse, Dependent Child Reason: Date:

Name /Address Change From:

Change to Cobra, Effective Date:

DEPENDENT INFORMATION  (Please use another enrollment form if you have more dependents)
Last Name, First Name, MI Date of Birth Social Security

EMPLOYEE

SPOUSE

CHILD  1.

CHILD  2.

CHILD  3.

CHILD  4.

STUDENT INFORMATION
If yes, list first name of child and school

OTHER INSURANCE INFORMATION
Name of Insured Name of Insurance carrier & Policy No.

Give Name of Prior Insurer and Date of Termination Proof of Prior Coverage

EMPLOYER INFORMATION
Name of Group Group Number Contract Plan

Employment Effective Date Enrollment Effective Date Date Submitted to AHP Approved by(representative or employer)

EMPLOYEE/APPLICANT SIGNATURE: X DATE:

Primary Care Physician Name &
AHP Code

Qualifying event::

Qualifying date:

Atlantis Health Plan
Doctors make the difference

39 Broadway, Suite 1240
New York, NY  10006

Tel: (212) 747-0877
www.atlantishp.com

EMPLOYEE ENROLLMENT FORM
(Please print & complete in full to avoid any delays)

Is employee active at work?
            Yes            No
Hours worked per week

Sex

If dependent children listed are age 19 or older,
do they attend school on a full-time basis? 
                     Yes            No

If married, date
of marriage:

Is individual covered under Cobra?
           Yes            No

Add/Re-
     Move

Is any dependent      Yes
disabled?                   No
 Name:          

/      /

/      /

/      /

/      /

/      /

/      /

I authorize deductions from my earnings for any required contributions; and all health professionals to provide Atlantis Health PlanSM
and its contracted professionals, information about health (including mental illness) care advice, treatment or supplies provided to me or my dependents relating
to coverage for the purpose of coordinating patient care, evaluating and administering claims for benefits, and for fulfilling Atlantis Health Plan's obligations 
under state and federal law.  I will discuss any questions concerning the plan with Atlantis Health Plan's member services.   My signature below affirms 
eligibility for coverage, and all that information provided is full, complete and true to the best of my knowledge.

Any person who knowingly with intent to defraud any insurance or other person files an application for insurance or statement of claim containing any 
materially false information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and 
civil penalties.

In the absence of creditable coverage Pre-existing Medical Conditions may not be covered for 11 months from the initial enrollment date.

Do you, your spouse or dependent children
have other Health Insurance?
                     Yes            No



Plan Applied For (check ONE  plan)

GROUP APPLICATION
for ATLANTIS

Company Name: ______________________________________________________________________
Address: ____________________________________________________________________________
____________________________________________________________________________________
Company Phone # _________________________ Type of Business ______________________________
email address: __________________________________@_____________________________________
Contact: _________________________________________  Title: ______________________________
Total Number of Employees: ____________________________________________________________
Total Number of  EE’s Working 20 hours or more per week: ___________________________________
Total number of eligible employees: ______________________________________________________
Total number of subscribers enrolling: ____________________________________________________
Single:_______    Employee/Spouse: _______    Employee/Child: ______  Family: _______
Present Insurance Carrier: ______________________________________________________________
Dates of Coverage:    From: ________/_______/_________  to  __________/_________/__________
Requested Effective Date: ___________________________

GUIDELINES FOR ALL PLANS
1. The employer must be a member in good standing of IRBA
2. All payments are to be made to National Administrators, Inc. (NAI)  as administrators of  IRBA.  All
    applications that you submit with a personal check must be accompanied with proof of business (ex: Schedule C,
     NYS-45, Certificate of Business, Etc. )
3. All member groups must be self employed or have employer/employee relationships
4. We cannot accept enrollments if they are not properly completed, and accompanied by premium payment.
5. Enrollments, changes and cancellations must be in the administrators office at least the 25th of the month prior to e
   effective date.  See Submission Guidelines for exact date.
6. Your premium must be received before the 1st of the month of coverage to avoid termination of coverage.
7. Premium  rates do not include a $10 monthly billing fee for administration by National Administrators. Billing fee
    will appear on first invoice and all subsequent invoices.

ATLANTIS
POS Plan 1 - $20 OV Copay POS  _____ HMO Split Copay Plan 2 - $25/40 Copay_____
POS Split Copay Plan 3 - $25/40 Copay  _____ POS Plan 4 - $20 Copay POS _____
Low Option POS Plan 5 - $20 Copay  _____ LOW Option HMO Plan 6 - $20 Copay  _____

All premiums must be made payable to “National Administrators, Inc.” as
administrators for ATLANTIS or check will be returned.

_____________________________________            _________________________________________

_______________________________________        _________________________________________

_____________________________________            _________________________________________

IRBATLANTISAPP. 9-23-08

The information provided above is true and correct to the best of my knowledge. I understand that
 coverage and benefits may be effected by failure to provide complete and accurate information. I understand

all current employes have the option of joining Atlantis now, or on my group’s annual anniversary date.

Signature of Owner/Partner Broker’s Name

Date Broker’s  Phone Number

Broker’s e-mail address



MEMBERSHIP APPLICATION
SECTION 1 - GENERAL INFORMATION

Name of Business: ____________________________________________________________

Address: ____________________________________________________________________

___________________________________________________________________________________

Phone Number: ______________________________________________________________

Owner/Manager: ____________________________________________________________

Type of Business: ____________________________________________________________

Number of Full-time Employees (at least 20.0 hours/week): _____________________

Number of Part-time Employees (less than 20.0 hours/week): _____________________

SECTION II - IRBA MEMBERSHIP FEES

o Annual Membership dues*  per business of $57.00 made payable to “IRBA.”  (N.Y.  Only)
o Please circle one. Are you already an existing member of:

Atlantis GHI HIP MDNY PerfectHealth

SECTION III
I hereby apply for membership in the Independent and Retail Business Associates, Inc., “IRBA.”

______________________________________        _________________________________________

              _________________________________________

The information provided above is true and correct to the best of my knowledge. I understand that
 coverage and benefits may be effected by failure to provide complete and accurate information.

*Annual membership dues are non-refundable.

Signature of Owner/Manager

Print Name

Date
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