
Group Coverage Request Form

Company Name ______________________________________
Address_____________________________________________
City_____________________________
State_____  Zip__________
Phone (___) _______________________
Company Contact ______________________________________
E-Mail______________________________
Effective Date _______________________
Industry ____________________________

What type of Coverage would you like to  see
Health ____    Dental ____    Vision ____    Life ____      STD & LTD ____

EE = Employee   ES = Employee + Spouse    
EC = Employee + Children   EF = Employee + Family      

Coverage Code
(Check one)

Employee Gender DOB Zip Code EE ES EC EF
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Employee Gender DOB Zip Code EE ES EC EF
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Please Fax to:
Annette Strohmeier
InsureCare Consulting Inc.
Phone: (954) 499-0730  /  FAX: (954) 704-0298 


