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unisource

Insurance Services

confidential employee census
life & disability form

Company Name: Date:

City: Zip Code:

Date of Monthly Smoker?
Employee Name Title Birth SEEY Y /N

Submit

Unisource Insurance Services, Inc. Tel: (818) 789-7010 Fax: (818) 789-7012 Email: info@unisourcebenefits.com



	Company Name: 
	Date: 
	City: 
	Zip Code: 
	Employee Name: 
	Title: 
	Birth Date: 
	Salary: 
	Smoker: 
	Employee Name1: 
	Title1: 
	Birth Date1: 
	Salary1: 
	Smoker1: 
	Employee Name2: 
	Title2: 
	Birth Date2: 
	Salary2: 
	Smoker2: 
	Employee Name3: 
	Title3: 
	Birth Date3: 
	Salary3: 
	Smoker3: 
	Employee Name4: 
	Title4: 
	Birth Date4: 
	Salary4: 
	Smoker4: 
	Employee Name5: 
	Title5: 
	Birth Date5: 
	Salary5: 
	Smoker5: 
	Employee Name6: 
	Title6: 
	Birth Date6: 
	Salary6: 
	Smoker6: 
	Employee Name7: 
	Title7: 
	Birth Date7: 
	Salary7: 
	Smoker7: 
	Employee Name8: 
	Title8: 
	Birth Date8: 
	Salary8: 
	Smoker8: 
	Employee Name9: 
	Title9: 
	Birth Date9: 
	Salary9: 
	Smoker9: 
	Employee Name10: 
	Title10: 
	Birth Date10: 
	Salary10: 
	Smoker10: 
	Employee Name11: 
	Title11: 
	Birth Date11: 
	Salary11: 
	Smoker11: 
	Employee Name12: 
	Title12: 
	Birth Date12: 
	Salary12: 
	Smoker12: 
	Button1: 


