Please email this form to KGreene@namebenefitsllc.com or fax it to (908) 359-6519

SMALL GROUP MEDICAL INFORMATION

	Company Name:                    

	Address:                                 

	City:
	State:  
	Zip:

	Current Carrier:
	Effective Date:

	Broker:
	Phone:
	Fax:

	
	Employee Name

(Not Required)
	Date of Birth
	Sex
	Coverage Status

(S)ingle; (PC)arent/child; 

(HW)usband/wife;  (F)amily
	Zip Code
	Waiver?

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	

	7
	
	
	
	
	
	

	8
	
	
	
	
	
	

	9
	
	
	
	
	
	

	10
	
	
	
	
	
	

	11
	
	
	
	
	
	

	12
	
	
	
	
	
	

	13
	
	
	
	
	
	

	14
	
	
	
	
	
	

	15
	
	
	
	
	
	

	16
	
	
	
	
	
	

	17
	
	
	
	
	
	

	18
	
	
	
	
	
	

	19
	
	
	
	
	
	

	20
	
	
	
	
	
	

	21
	
	
	
	
	
	

	22
	
	
	
	
	
	

	23
	
	
	
	
	
	

	24
	
	
	
	
	
	

	25
	
	
	
	
	
	

	PRESENT COVERAGE
	REQUESTED COVERAGE

	Type of Coverage
	
	Type of Coverage
	

	Co-Pay
	
	Co-Pay
	

	Hospital Copay 
	
	Hospital Copay 
	

	Deductible
	
	Deductible
	

	Co-Insurance
	
	Co-Insurance
	

	Out-of-pocket
	
	Out-of-pocket
	

	RX Plan
	
	RX Plan
	

	CURRENT RATES:

	Single:
	H/W:
	P/C:
	Family:

	RENEWAL RATES:

	Single:
	H/W:
	P/C:
	Family:


Name Benefits, LLC

856 Route 206 Bldg. B  Hillsborough, NJ  08844

(908) 281-5379   (  (908) 359-6519 fax  ( www.namebenefitsllc.com


