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Name of Group:  ___________________________________________________________

Location:   State: ____      Main office Zip Code: ______   Contact Person: ______________
Nature of Business: ___________    Asking effective Date: ________ Phone:  __________
For exiting group only:  Current Carrier:   ______________      Renewal Date: __________

Asking quotes for group insurance and benefits:


     Medical               Dental            Vision         Life          STD/LTD        Payroll        401(K)
Comments:  _______________________________________________________________

                     _______________________________________________________________

                     _______________________________________________________________

          _______________________________________________________________

                     _______________________________________________________________
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	Gender
	DOB
	Residence

zip code
	Medical

coverage / waiver
	Dental

coverage / waiver
	Vision

coverage / waiver
	 Full time (Yes/No)
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	* Coverage need or Waivers information. Select one option only for each employee for Medical, Dental and Vision.


	EO
	- Employee Only                 

	EC

	- Employee + Child(ren)

	ES

	- Employee + Spouse

	FM
	- Family

	WA
	- Waiver – The employee doesn’t have group health from any type and would like to opt out.

	SW

	- Waiver – The Employee has coverage through spouse’s group health, and would like to keep it.

	CO
	- Currently on Cobra

	M

	- Currently on Medicare


	




	
	Name or Initials
	Gender
	DOB
	Residence

zip code
	Medical

coverage / waiver
	Dental

coverage / waiver
	Vision

coverage / waiver
	 Full time (Yes/No)
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	* Coverage need or Waivers information. Select one option only for each employee for Medical, Dental and Vision.

	EO
	- Employee Only                 

	EC

	- Employee + Child(ren)

	ES

	- Employee + Spouse

	FM
	- Family

	WA
	- Waiver – The employee doesn’t have group health from any type and would like to opt out

	SW

	- Waiver – The Employee has coverage through spouse’s group health, and would like to keep it.

	CO
	- Currently on Cobra

	M

	- Currently on Medicare


	


Email: � HYPERLINK "mailto:info@shkedia.com" �info@shkedia.com�   Web: � HYPERLINK "http://www.shkedia.com" �www.shkedia.com� 


Office: 301.816.9079          Fax: 240.744.7131 


1711 Wilmart Street, Rockville, Maryland 20852





HR manager, please fill up the company’s census information below with the coverage/waivers and email/fax for free quotes








Census Information for Full time employees / Owners / Partners





Census Information for employees








