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	Employer Name: 
	Address: 
	City: 
	State: 
	Zip Code: 
	Health Care Contractor Name: 
	Total Number of Employees Eligible for PHC Coverage: 
	Date: 
	Print Name and Title: 
	Email: 
	DOL Account Number: 
	Federal ID or Social Security No: 
	Wages: 
	Premium: 
	Employees share: 
	Employer share: 
	1: 
	5% wages: 

	C minus D: 
	5% income: 
	E minus F: 
	Fax number: 
	Telephone number: 
	Year start: 
	Year end: 
	Tax year: 
	Plan Name and Plan Years MMDDYR  MMDDYR: 


