NAME OF YOUR COMPANY

CONTACT PERSON'S NAME :

PHONE NO# HERE: ( )-

Fax to :(954)-975-3484

Email to:InsuranceDepot@aol.com

EMPLOYEE STATUS
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IF YOU HAVE MORE THAN 20 EMPLOYEES PLEASE PRINT ADDITIONAL PAGES

YOUR COMPANY ADDRESS

CITY STATE

ZIP

EMAIL:

FAX:

CURRENT INSURANCE CARRIER

Questions? Call 800-934-0244

*

**

ASSUMES 75% OF ALL ELIGIBLE EMPLOYEES APPEARING ON THE UCT QUARTERLY WAGE & TAX
ASSUMES EMPLOYER IS PAYING MINIMUM OF 50% OF EMPLOYEE PREMIUM

*** SALARY & OCCUPATION REQUIRED IF REQUESTING DISABILITY INSURANCE




