*** PLEASE COMPLETE THE FOLLOWING INFORMATION BASED ON YOUR CURRENT INSURANCE PLAN ***

Group Name:  _______________________________________________________________    City, County, Zip:  ______________​_______________________
Nature of Business ________________​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________   Effective Date:  _______________________________________

DEDUCTIBLE:
IN NETWORK _________________   OUT OF NETWORK __________________

INSURED %:
90/70
80/60
80/50 

STOP LOSS:
$5,000
$10,000
       DR. COPAY:    NO
OR    15    20     25 
      RX CARD:
YES
NO

DENTAL:
YES
NO
PPO:
YES
NO
DED:
$50
$100
PREVENTATIVE:
100%
80% 
ORTHO:
  YES
NO




CAL YR MAX:
750
1000   1250
1500


LIFE INS:
NO
OR
FLAT
$

SALARY:
1X
2X
3X
DEP LIFE:
YES
NO
STD:
NO
OR
% OF SALARY:
66
60
55
50
ELIMINATION/LENGTH:
7/26
14/52
28/130
MAX AMOUNT:
$ ________________


LTD:
NO
OR
BENEFIT:
3mnth/65
6mnth/65
3mnth/5yr
6mnth/5yr

	
	Employee
	Sex
	Fam Status*
	Zip
	
	Spouse
	Birthdates of  Children    and Male or Female
	Smoker

	
	Date of birth
	M/F
	EE/ES/EC/FF
	Code
	County
	Date of Birth
	
	EE
	Sp.
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 * Family Status:  EE=Employee, ES=EE & Spouse, EC=EE & Child, FF=Family
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