
AHP -  BROKER OF RECORD  - ENROLLMENT FORM							       Rev. 2-2017

BROKER OF RECORD CHANGE FORM: 
INDIVIDUAL/GROUP ENROLLMENTS [ON & OFF MARKETPLACE] 
Complete this form to ensure the correct broker is reflected as the Broker of Record (BOR) on new business enrollments ON and OFF 
the Health Insurance Marketplace. This form must be signed by both the broker and the primary subscriber or group representative. 

Zip CodeMailing Street Address

Group Contact First and Last Name

City

Email Address

State

Group (Company) Name Group ID Number Phone Number
C. GROUP INFORMATION (For Group Plans Only)

D. SIGNATURE
By signing and completing this document, I instruct Alliant Health Plans to change the Broker of Record associated with my policy to the broker 
listed below. This designation shall remain in effect until expressly terminated by the primary subscriber or group in writing.

Primary Subscriber or Group Signature Date
MM/DD/YYYYX

Please send this completed form to: Email: BOR@AlliantPlans.com or Fax: (866) 634-8917

I hereby confirm I helped the above named applicant with quoting, enrollment and/or servicing a health plan. Where required by my 
agreement with Alliant Health Plans, I also acknowledge I have a copy of the applicant’s request that I be assigned as the Broker of Record. 
I understand if another broker is assigned to the same plan option with a later effective date, Alliant Health Plans cannot assure that I will 
be the Broker of Record. 

For ON Marketplace business, I acknowledge it is my responsibility to contact the Marketplace to ensure I am assigned as the Broker 
of Record in the Marketplace’s system. I also acknowledge I will receive commission for premiums paid only if I have an active CMS 
certification in the applicable state.

X
Broker Signature Date

MM/DD/YYYY

E. Broker OF RECORD INFORMATION
Broker First and Last Name (as it appears on HealthCare.gov)

State License Number

Broker Social Security Number (SSN) or Parent Tax ID Number (TIN)

Phone Number

Marketplace Confirmation Number (ON Marketplace Only)

National Producer Number (NPN) (ON Marketplace Only)

Email Address

1) Check one:   INDIVIDUAL	      GROUP	

2) Check one:   ON MARKETPLACE	     OFF MARKETPLACE

A. TYPE OF ENROLLMENT

Zip CodeMailing Street Address

Phone Number

City

Email Address

State

Individual (Primary Subscriber) First and Last Name Subscriber ID Number
B. INDIVIDUAL INFORMATION (For Individual/Family Plans Only)

BOR requests become effective in Alliant’s system the month following 
receipt of this form. (Example: If you submit this form on February 5th, 
your request will become effective March 1st.)

Note: For ON Market business, you must also contact the Marketplace 
to make this change. Otherwise, your change will be overwritten in our 
system when we receive a new file from HealthCare.gov.
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