
Company Name

dba

Type of Business

Address

City / State / Zip 

Decision Maker

Contact Person

Phone (s)

Email (s)

Federal Tax ID # (Trust Quotes)

Affiliated Companies:

Number of Employees Outside WA

What States?

START DATE 

Total # of EmployEE's
                                  

Full Time   

# _______

                        

Part Time 
< 20 hr wk                  

#  
_______ _______

MEDICAL

VISION

DENTAL

Medical Vision Dental

Ortho EAP Group Life

Disability Accident Vol Life

Employee Full Name   M/F/O Zip Code
Date of 

Birth

Spouse 

Name

Spouse 

DOB

Child 

Name(s) 

Date(s) of 

Birth

Health Benefits Washington Corp.                                                      
Jane K Hogland (425) 501-9414   Groups 1-200                                                                        

William E Hogland (425) 501-4112                                                

Individual/Family/Medicare/Life & Disabiltiy                                                                                                            

Email us @ Info@Healthbenefitswa.com                                                                                                                                  

"Let's Make Your Benefits Work for You!"

Quotes Requested:                                                               

Please check all that apply

Please attach additional forms or excel with the appropriate information for additional employees.        Rev. 06.26

Required Hours for 

Coverage (20-40 wk)

Employee ______%   Dependent ______%

Employer Contribution (Min 50% EE)                        

Carrier may have alternate requirements.

Employee ______%   Dependent ______%

Employee ______%   Dependent ______%


