Employee Health Insurance Form

Employee Information:

e Employee Name:

e Employee ID:

e Department:
e Position/Job Title:

e Phone Number:

e Email Address:

Employer Information:

e Company Name:

e Company Address:

e Employer Contact Person:

e Phone Number:

e Email Address:

Health Insurance Details:

e Plan Name:

e Policy Number:

e Coverage Start Date:

e Dependent Coverage: [] Yes[] No
o If Yes, List Dependents:

Signature of Employee:
Date:
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