
Census-Individual and Family
800-637-4676

www.mypip.org
info@mypip.org

Name: 

Address: 

City, State, Zip: 

County:  State in which you file your FEDERAL taxes: 

Email: 

Residence# Mobile#  Business# Fax# 

Effective Date:  Preferred Provider/Hospital:  Preferred Deductible: 

Name Gender Date of Birth Smoker Y/N Zip Code 

Insured: 

Spouse: 

Child: 

Child: 

Child: 

Child: 

Child: 

Child: 

Qualified Life Event: Loss of coverage date: 

Current Carrier:  Current Plan: Current Premium: 

Are you interested in information on: 

Dental  Vision  Disability Critical Illness Life 
Business 
Insurance Home & Auto Long Term Care 
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