
  
Company Name:

Street Address:

City: EE = Employee Only

State: ES = Employee & Spouse

Phone #: EC = Employee & Child(ren) - Include # of Children in ( ) 

Nature of Business: EF = Employee,Spouse & Child(ren) - Include # of Children in ( ) 

W  = Waiving Coverage

Dental Vision Home Wages Job Title Job Job
Employee Name Gender DOB Hire Date EE ES EC EF W Election Coverage Zip Title Descrip.

1 1.

2 2.

3 3.

4 4.

5 5.

6 6.

7 7.

8
9

10
11
12
13
14
15
16
17
18
19
20

Medical Coverage

CONFIDENTIAL

Please Fax to:
Owner Only Benefits LLC

866.861.9130 fax
770.833.3220 phone


