GROUP HEALTH | NSURANCE CENSUS SHEET  Page

PHELPS FI NANCI AL SERVI CES, | NC.
659-H Par k Meadow Drive
Westerville, Chio 43081

(614) 899- 6000 FAX (614)899- 6022
E- Mai | ; dphel ps@bhel psfi nanci al . com

VWHO IS TO BE LI STED:
PLEASE LI ST EACH EMPLOYEE THAT RECEI VES A V2 FROM YOUR COVPANY.

PLEASE COWPLETE COVERAGE TYPE FOR EACH EMPLOYEE USI NG THE FOLLOW NG CODES
( E) Enpl oyee only, (EC) Enpl oyee and chil d, (ES) npl oyee and spouse, (F) Fanily *(L)LI FE ONLY
* Life only: An enployee qualified to receive benefits but has coverage el sewhere

Enp. Start Date Se Enp. Dat e Spouse Date of No. of Basi ¢
Nane of Enpl oyee Mon Day Yr X O Birth WORK COVERAGE Birth Chil dren Annual
Mon Day Yr WEEK TYPE Mon/ Day/ Yr At hone Ear ni ngs
Full tinme If D to
Hour s St udent s Quot ed
Conpany nane: Phone Nunber:
Addr ess: Cty: St at e: Zip:
X -
Si gnature of person conpleting form Posi tion Dat e

GROUP/ | NDI VI DUAL HEALTH
WORKSHEET

PLEASE LI ST THE PRI MARY HEALTH PROVI DERS FOR EACH EMPLOYEE & THEIR CI TY.
SUBMT A COPY OF THE COVPANY LOSS HI STORY FOR THE PREVI QUS 12 MONTHS.
PLEASE | NCLUDE A COPY OF YOUR CURRENT BI LLI NG MONTH STATEMEM.



BUSI NESS NAME:

OFFI CE PHONE:

ADDRESS:

CTY: STATE: ZI P:

| NSURANCE CONTACT:

PCSI TI O\ PHONE:

QUOTE NEEDED BY:

___Signature of person conpleting form

CURRENT PLAN W TH:

PLAN NAME OR TYPE:

POLI CY #:

| NDUSTRY/ BUSI NESS:

SI C CODE:

TOTAL NUMBER CF EMPLOYEES:

I'N NETWORK CO- I NS:

ACCI DENT (Y/N):

HEALTH DED: ___ ANNUAL DENTAL BENEFIT: DED: ORTHODONTIC:  VISION.

LI FE ANOUNT: _ SHORT TERM DI SABI LI TY: LONG TERM DI SABILITY:

I NDI VI DUAL OUT OF POCKET:

VELL BABY (Y/N):

PREGNANCY ( Y/ N):

DRUG CARD BENEFI T:

_________ OUT OF NETWORK CO-INS.: __ DR COPAY:____
BENEF! T:
BENEF! T:
BENEF! T:
CARRY OVER (Y/N):___ EXTENDED PRENTI VE CARE(Y/N):__

PLAN DESCRI PTI ON

DI SLI KES OF CURRENT PLAN :

LI KES OF CURRENT PLAN :

ICOVNENTS ABOUT THE GENERAL HEALTH CONDI TI ON OF EMPLOYEES: (EXAMPLE ALL I N GOOD HEALTH AS

| FAR AS VE KNOW




