AAR Employee Benefits Information Form
Please complete the following fields to help us assess current employee benefits and costs.
How many employees does your Association have? (Please list full-time and part-time separately)
________________________________________________________________________
How many dependents are currently covered under your Association’s employee benefits?
________________________________________________________________________
On average, what is the total cost of employee benefits (per employee)?
________________________________________________________________________
What percentage does your Association pay toward those benefits?
________________________________________________________________________
Are you covered under other dependent coverage (e.g., through a spouse)? (Yes/No)
________________________________________________________________________
Please identify all of the current employee benefits your Association provides:
________________________________________________________________________
	Benefit Type
	Yes/No
	If Yes, What Kind of Coverage is Provided?

	Health Insurance
	
	

	Dental Insurance
	
	

	Vision Insurance
	
	

	Life Insurance
	
	

	Short Term Disability
	
	

	Long Term Disability
	
	

	Cafeteria Plan Options
	
	

	FSA, HSA, Specialty Coverage Options
	
	


Additional Information
 Do you currently offer benefits to part-time employees? (Yes/No)

Which carriers/providers do you currently use?

