Spouse Employer Insurance Verification Form

Employee Information

Employee Name
Employee ID
Employee Phone

Employee Department

Spouse Information

Spouse Name
Spouse Date of Birth
Spouse Employer Name

Spouse Employer Phone

Insurance Information

I

Medical Coverage Offered

-

Medical Coverage NOT Offered
Insurance Carrier Name

Group Number

Policy Number

Coverage Effective Date

Coverage Termination Date (if applicable)

Employer Verification

Employer Representative Name

Employer Representative Title



Employer Representative Email

Employer Representative Phone

Employer Representative Signature

Date
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