
EMPLOYER QUESTIONNAIRE 
 

 
 
Company Legal Name: ________________________________________________ 
 
Company Address:  ________________________________________________ 
 
    ________________________________________________ 
 
Contact Name:  ________________________________________________ 
Phone:    ________________________________________________ 
Fax:    ________________________________________________ 
Email Address:  ________________________________________________ 
 
Business card or email address:______________________________________________ 
 
Number enrolled in medical:    ____________________  Number Eligible: ___________ 
Medical Insurance Carrier: ________________________________________________ 
Dental Insurance Carrier: ________________________________________________ 
Vision Insurance Carrier: ________________________________________________ 
 
Comments or Questions:  -
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 


