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Group Health Census Form
email to: dmcnair@wjk.com

Or fax to: 630-980-2411

For Questions call Dan McNair at 630-980-2111

Group Name:                                                              Effective Date:

Company Zip Code: 

Nature of Business: 

Contact Name & Phone Number, Email:

Current Carrier and Deductible (Optional):

Plan Designs: (Circle Plan(s) that Apply):   PPO    HMO    Indemnity    

To quote

                                         HRA   HSA       Dental      Life     Disability 

Deductible Preference:   (Circle those that apply):

No deductible   $250   $500   $1000   $1500   $2000   $2500   $5000

RX Co-pay:   (Y/N)     
Amount (Optional):

Doctor’s office Co-pay:  (Y/N)       Amount (Optional):

Any out of state employees?  (If so indicate employee zip code on census form next to employee number): 

Comments or Current Rate information:

	Employee Salary for disability
	Name (Optional)
	Sex (M/F)
	Age or DOB mm/dd/year
	Spouses Age or DOB
	# of Kids
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