
 
   Ph. 203.459.8000  Fx. 203.459.8459 
                www.Angelovic.com                                  

Employer Information:                         Contact Information: 

Business Name:  

Physical Street Address:  
 
 

Mailing Address: (If different)  
 

Name:  

Phone:  

Fax:  

Email:  
 
Types of Coverage You Plan to Offer: 
Health                     Dental                     Life                       Short-Term             Other   
Insurance             Insurance             Insurance            Disability             Specify  
 
Current Plan Information: (if any) 
Insuring 
Company: 

 
 

Plan 
Name: 

 Physician Co-Pay: 
Specialist Co-Pay: 

 Deductible / 
Co-Insurance: 

 

 
 
 
 
 

Additional Information: 
 
 
 

Employee Census: 
Employee Personal Information Coverage Selection 

(please check 1 box) 
Enrollment Status 
(please check 1 box) 
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 FAX Quote Request Form To: 203.459.8459 

or Email to: carl@angelovic.com  
 



Employee Census Cont’d: 
Employee Personal Information Coverage Selection 

(please check 1 box) 
Enrollment Status 
(please check 1 box) 
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FAX Quote Request Form To: 203.459.8459 
or Email to: carl@angelovic.com 
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