EMPLOYEE DATA SHEETPRIVATE 

	COMPANY NAME: 

	COMPANY ADDRESS: 

	CONTACT PERSON: 
	TELEPHONE NUMBER: 

	NATURE OF BUSINESS: 
	FAX NUMBER: 

	IN BUSINESS SINCE: 
	EMAIL ADDRESS: 

	PRESENT INSURER: 
	NO. OF YEARS WITH PRESENT INSURER: 


	EMPLOYEE NAME
	DATE OF BIRTH

YY/MM/DD
	PROV. OF RESID-ENCE
	SEX
	HEALTH

(Single, Family or Waiver)
	DENTAL

(Single, Family or Waiver)
	OCCUPATION
	DATE

EMPLOYED

YY/MM/DD
	HOURS

PER

WEEK
	ANNUAL

SALARY

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


PLEASE INCLUDE ALL FULL TIME EMPLOYEES WORKING 25 HOURS OR MORE PER WEEK

INCLUDE EMPLOYEES WHO HAVE COVERAGE THROUGH SPOUSAL PLANS (IDENTIFY THEM

AS "WAIVERS" - OPTING OUT OF EXTENDED HEALTH AND DENTAL COVERAGE)

PART TIME/SEASONAL/TEMPORARY EMPLOYEES ARE NOT ELIGIBLE FOR BENEFITS

RETURN THE EMPLOYEE DATA SHEET TO THE PLAN COORDINATOR, PAMELA LEWIS, AT:

	HMR EMPLOYEE BENEFITS LTD.

220 – 2186 OAK BAY AVENUE,  VICTORIA, BC,  V8R 1G3
                      BUS (250) 592-4614  FAX (250) 592-4953  TOLL FREE 1-888-592-4614



