	
	Erickson Financial Services

Employee Census Form
	Ph: 719-388-7150

Toll Free: 800-373-1164



Please list ALL full-time employees currently employed by you, whether they are enrolling or not.

Please return via email to: scott@efsbenefits.com or fax to (719) 328-0107
	Name of Company:
	
	    Name of Contact:
	
	

	Address & Zip:
	
	    Current Carrier:
	
	

	Phone Number:
	
	    Renewal Date:
	
	

	Nature of Business:
	
	    Today’s Date:
	
	

	Referring Agent:
	
	
	
	


	
	Employee Name
	COBRA

Please “X”
	M or F
	Age
	Date of Birth
	Single
	Employee & Spouse
	Employee & Child(ren)
	Family
	Waive Medical Only
	Zip Codes of EE’s residing outside EL Paso County

	
	
	
	
	
	
	
	
	
	
	“X” if covered by other Group coverage
	“X” if covered under Individual coverage
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	7350 Campus Dr, 3rd Floor

Colorado Springs, CO 80920


	www.efsbenefits.com


	Phone:  719-388-7150

Fax:  719-328-0107

4/24/08



