
Census Form for Small Group Health Plan
2-50 Employees

Group Name____________________________
Address________________________________
County_________________________________
Telephone______________________________
Contact Person__________________________
Effective Date___________________________
Current Carrier & Plan____________________
______________________________________
Please Quote___________________________
*Family Status - Single, Parent/Child(ren), Husband/Wife, Family

Employee Name Sex Date of Birth Family Status Waiving/Applying Medicare Suppliment?
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*Family Status - Single, Parent/Child(ren), Husband/Wife, Family
Employee Name Sex Date of Birth Family Status Waiving/Applying Medicare Suppliment?
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