QUOTE FORM | STAFF			Group Benefits & Health Coverage
EMPLOYEE / NEW HIRE
First Name: _____________________ Middle Initial: ______ Last Name:  ____________________
Date of Birth: ___________________ Gender: M | F   Phone Number: _____________________
Address: ____________________________City:________________State:___________Zip:________

FAMILY INFORMATION:
Spouse
First Name: __________________ Middle Initial: _________ Last Name: _____________________
Date of Birth: ___________________ Gender: M | F 

Dependents
Child 1
First Name:_________________________________
Date of Birth: ___________________ Gender: M | F 
Child 2
First Name:_________________________________
Date of Birth: ___________________ Gender: M | F 
Child 3
First Name:_________________________________
Date of Birth: ___________________ Gender: M | F 
Child 4
First Name:_________________________________
Date of Birth: ___________________ Gender: M | F 

