
 

     

      

      

      

      

      

 

 

Plan Confrmation Form 

Date: 

Group (optional): 

Health Plan: 

Policyholder Name: 

Dependents on Policy: 

Name Date of Birth Medical Dental Vision 

❏ Yes ❏ No ❏ Yes ❏ No ❏ Yes ❏ No 

❏ Yes ❏ No ❏ Yes ❏ No ❏ Yes ❏ No 

❏ Yes ❏ No ❏ Yes ❏ No ❏ Yes ❏ No 

❏ Yes ❏ No ❏ Yes ❏ No ❏ Yes ❏ No 

❏ Yes ❏ No ❏ Yes ❏ No ❏ Yes ❏ No 

❏ I am waiving coverage. 

Policyholder Signature Agent Signature 

FOR AGENT/BROKER RECORDS ONLY. 
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