
1903 Wright Place, Suite 280 •  Carlsbad, CA 92008 •  (760) 804-0402 •  (800) 624-4538 •  Fax (760) 804-0942 •  Lic. #0818269

Employer Name:

Please complete the requested information for all employees that are eligible for benefits. 
Email it to: alissa@mmains.com  -Or-  Fax to: (760) 804-0942

Employer Zip Code: Employer Contact:

Email: Phone:

* EE = Employee          ES = Employee + Spouse           EC = Employee + Child(ren)           EF = Employee + Family

Personal
Information

Date of Birth      Gender       Current Medical Plan          Dependent Coverage           Employee Zip Code
M/F HMO/PPO/POS/Kaiser *EE/ES/EC/EF

Employee
Census
Information

Group / Employee Benefits Insurance Application
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