
 

 

Individual Health Benefits Information Form      Date: ____________ 

Personal Information 

Name __________________________________________________________________________________   

Phone __________________________________  Email ____________________________________ 

Address _________________________________________________________________________________  

City ______________________________________ State _____________ Zip Code _________  
 
Social Security # _______________________________ DOB ________________ Gender ___________ 

Income 

Household income AGI (Adjusted Growth Income, income after deductions) $ __________________________ 

Company Name   Income (yearly)  Who works there (you or spouse)   

__________________________ ____________________ ___________________________________ 
__________________________ ____________________ ___________________________________ 
__________________________ ____________________ ___________________________________ 
__________________________ ____________________ ___________________________________ 
 
Family Members    Check Benefits you 
          are interested in: 
 Spouse 

Name Birthdate 
Social Security Number 
(Identification Number Gender 

         
 
 Children 

 

 
Link to enroll in a Health care exchange plan 
https://www.healthsherpa.com/?_agent_id=JTLinsuranceservices 
Completing this form does not obligate, enroll, or bind any coverage.   

Name Birthdate 
Social Security Number 
(Identification Number Gender 
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