ADVANCED BENEFIT PLANS, INC.

CENSUS FORM

COMPANY NAME:

ADDRESS:

COUNTY: EMAIL ADDRESS:

GROUP CONTACT/PLAN ADMINISTRATOR:

PHONE: FAX:

CURRENT INSURANCE CARRIER:

NAICS/SIC CODE or NATURE OF BUSINESS:

REQUESTED EFFECTIVE DATE: TOTAL ELIGIBLE EMPLOYEES:

COVERAGE TYPE: PLEASE USE THE FOLLOWING CODES FOR COVERAGE TYPE

EO - EMPLOYEE ONLY ES - EMPLOYEE & SPOUSE EC - EMPLOYEE & CHILDREN F - FAMILY

Emp. | Birthdate | Sex Type of # of Emp. | Birthdate | Sex Type of # of
Coverage | Child. Coverage | Child.
1 26
2 27
3 28
4 29
5 30
6 31
7 32
8 33
9 34
10 35
11 36
12 37
13 38
14 39
15 40
16 41
17 42
18 43
19 44
20 45
21 46
22 47
23 48
24 49
25 50

Please Fax form to:  704-933-6042
Attention: Group Insurance Quote

Advanced Benefit Plans, Inc.




