
 
 

Employee’s Name or Initials & 

Title 

M/F DOB No.  Dependents 

& Age of each 

 

Spouse 

DOB 

 

      

      

      

      

      

      

      

      

      

      

      

      

Group Medical Quote Request 
Name of Firm:_____________________________ Number of full-time employees:______________________ 

 

Street Address:______________________________________________ Suite:__________________________ 

 

City:________________________________ State:___________ Zip:___________County:________________ 

 

Phone:________________________  Mobile Phone:______________________ Fax______________________ 

 

Primary Contact:_________________________________Email: ______________________________________ 

Please make additional copies to list additional employees. 

Current Medical Carrier:_____________________ Plan:__________________ Renewal Date:__________ 

 

New Plan Obectives:_____________________________________________________________________ 

Fax, mail or e-mail                                       Vern Bell 
 completed form to:                     6136 Frisco Square Blvd, #400 

Frisco, TX 75034 
Phone: (214)203-7439 

Fax: (972)798-9023 

E-mail: vbell@enterprisebenefits.net 


