
Dependent Information Form 

___________________________________________________ 

Employee Name 

I want to insure dependents:   

     

  Health    

  Dental   

 

Dependent #1:   ________________________________________ 

   First Name, MI, Last Name 
Gender 

 Male 

 Female 
 
__________________________ 
Date of Birth 
 
__________________________ 
Social Security Number 
 
Relationship to Employee 

 Spouse 

 Child 

 Stepchild 

 Other 

 

Dependent #2:  ____________________________________ 

   First Name, MI, Last Name 
 
Gender 

 Male 

 Female 
  
__________________________ 
Date of Birth 
 
__________________________ 
Social Security Number 
 
Relationship to Employee 

 Spouse 

 Child 

 Stepchild 

 Other 

   

 

 

 

 

 

Dependent #3:   ________________________________________ 

   First Name, MI, Last Name 
Gender 

 Male 

 Female 
 
__________________________ 
Date of Birth 
 
__________________________ 
Social Security Number 
 
Relationship to Employee 

 Spouse 

 Child 

 Stepchild 

 Other 

 

Dependent #4:  ____________________________________ 

   First Name, MI, Last Name 
 
Gender 

 Male 

 Female 
  
__________________________ 
Date of Birth 
 
__________________________ 
Social Security Number 
 
Relationship to Employee 

 Spouse 

 Child 

 Stepchild 

 Other 


