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POLICY NO. 1
1. Insurance Company Name 2. Insurance Co. Telephone No. 3. Ins. No.
4. Insurance Company Address (Street, City, State, ZIP)
5. Policy Holder/Employee 6. Policy Holder SSN 7. Policy Holder's Phone No.
8. Policy No. 9. Group No.

10. Is premium deducted (or could it be deducted)
from policyholder's wages/pension?

D Yes D No

If yes, monthly amount:

$

11. Does policy holder need help obtaining/keepin
coverage for self/family members? Yes No

12. Employer/Union Name

13. Employer/Union Telephone No.

14. Employer/Union Address (Street, City, State, ZIP)

POLICY NO. 2

1. Insurance Company Name 2. Insurance Co. Telephone No. 3. Ins. No.

4. Insurance Company Address (Street, City, State, ZIP)

5. Policy Holder/Employee 6. Policy Holder SSN 7. Policy Holder's Phone No.
8. Policy No. 9. Group No.

10. Is premium deducted (or could it be deducted)
from policyholder's wages/pension?

D Yes D No

If yes, monthly amount:

$

11. Does policy holder need help obtaining/keepin
coverage for self/family members? Yes No

12. Employer/Union Name

13. Employer/Union Telephone No.

14. Employer/Union Address (Street, City, State, ZIP)

W orker Name (please print)

Telephone No. (inc. A/C)

Signature—\W orker

Date




