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Group Medical, Dental, Life and Disability CENSUS FORM
Please complete the columns below for the line(s) of coverage you wish to receive a quote. 
If you have a copy of your current renewal(s) or most recent carrier bill(s), please include the information with your submission as well.
	Company Name:                                                                            Address:                                                             Contact Name/Info:

	 
	Employee Initials*
	DOB or Age
	Gender
	Medical Coverage
	Dental Coverage
	Title or Position* (life/disability only)
	Annual Salary*
(life/disability only)
	Zip Code or State (of residence) *
	Current Premium(s) for medical, dental, etc.*
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	Employee Initials*
	DOB or Age
	Gender
	Medical Coverage
	Dental Coverage
	Title or Position* (life/disability only)
	Annual Salary*
(life/disability only)
	Zip Code or State (of residence) *
	Current Premium(s) for medical, dental, etc.*
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Please include all full-time employees, even those who are waiving coverage. 
*Not a required field; this information only helps us to better prepare quotes for consideration.

Please provide a copy of

 your current or most recent carrier bill(s) or renewal(s) for 

Medical, Dental, Life and/or Disability, if available.
Form 9.08: Princeton HR Solutions, 32 North Main Street, Pennington, NJ 08534. (866) 750-PHRS (7477), (866) 625-6856 (Fax)



Please email completed form to � HYPERLINK "mailto:lisa@princetonhrsolutions.com" ��lisa@princetonhrsolutions.com� 


or fax to:  866-625-6856 




















Medical and Dental COVERAGE OPTIONS


Employee Only – SINGLE or S


Employee + Child(ren) – EC or PC


Employee + Spouse – ES or HW


Employee + Family – F or FAMILY


Waiving Coverage – W or WAIVE




















