
HEALTH, DENTAL & VISION CENSUS FORM  

 

Name of Company: 
 

Contact Person: 

Address: 
 

County: 

Phone Number: Type of Business: 
 

Fax Number: E-Mail Address: 
 

 
1 2 3 4 5 6 
 

Employee Name 
or Employee # 

 
Male 

or 
Female 

 
 
 
 
 

 
Age 
or 

Date 
of 

Birth 

 
Spouse’s 

Age 
or 

Date 
of  

Birth 

 
Type 

of 
Coverage 

 
1-Single 
2-Emp/Child 
3-Emp/Children 
4-Emp/Spouse 
5-Full Family  

 
Ages 

of 
Children 

1      
2      
3      
4      
5      
6      
7      
8      
9      
10      
11      
12      
13      
14      
15      
 

Proposed Effective Date                  _____________________________________________ 

 

Which of the above are COBRA?     _____________________________________________            

 

Which of the above are Retirees?    _____________________________________________ 

 
Are there any major health problems for covered members such as heart, cancers, diabetes, etc? 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
_________________________________________________________ 
 
Current Carrier: Current Rates 

Type of Benefits:             Single: 
             Emp/Child: 
             Emp/Children: 
             Emp/Spouse: 
             Full Family: 
 

 



 
 

1 2 3 4 5 6 
 

Employee Name 
or Employee # 

 
Male 

or 
Female 

 
 
 
 
 

 
Age 
or 

Date 
of 

Birth 

 
Spouse’s 

Age 
or 

Date 
of  

Birth 

 
Type 

of 
Coverage 

 
1-Single 
2-Emp/Child 
3-Emp/Children 
4-Emp/Spouse 
5-Full Family  

 
Ages 

of 
Children 

16      
17      
18      
19      
20      
21      
22      
23      
24      
25      
26      
27      
28      
29      
30      
31      
32      
33      
34      
35      
36      
37      
38      
39      
40      
41      
42      
43      
44      
45      
46      
47      
48      
49      
50      
51      
52      
 
 

 



 
 
  

 
1 2 3 4 5 6 
 

Employee Name 
or Employee # 

 
Male 

or 
Female 

 
 
 
 
 

 
Age 
or 

Date 
of 

Birth 

 
Spouse’s 

Age 
or 

Date 
of  

Birth 

 
Type 

of 
Coverage 

 
1-Single 
2-Emp/Child 
3-Emp/Children 
4-Emp/Spouse 
5-Full Family  

 
Ages 

of 
Children 

53      
54      
55      
56      
57      
58      
59      
60      
61      
62      
63      
64      
65      
66      
67      
68      
69      
70      
71      
72      
73      
74      
75      
76      
77      
78      
79      
80      
81      
82      
83      
84      
85      
86      
87      
88      
89      
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