CLIENT INFORMATION SHEET

	Date
	Broker Name
	Requested Effective Date

	
	
	

	Group Name:
	Type of Business:
	SIC Code

	
	
	

	Address:

	

	City:
	State:
	Zip:

	
	
	

	Contact Name:  
	Phone:
	

	
	
	

	Current Carrier:
	Renewal Date:

	
	

	Please complete Medical and Dental fields according to the following Coverage Type Key:

1-Employee Only    2-Employee & Spouse    3-Employee & Children    4-Family    5-Medicare C/O EE  Only    6-Medicare C/O ES


	
	Age
	Sex
	Medical
	Dental
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	Medical
	Dental
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Special Instructions  (Please indicate any ongoing health conditions in the group, i.e. heart conditions, diabetes, cancer, pregnancy, arthritis, etc.):


