
Employee Physician Survey

Our firm is looking into options for the employee medical insurance.  Many of these programs include an in-network option.  Rather than have each employee and their family share a series of doctor and hospital directories, we wanted to simplify matters by asking each of you to fill out this form listing which doctors you are currently using and would want for enhanced in-network benefits.  Please complete this for yourself and each one of your participating family members.  Please make copies if you have additional doctors and or dependents.  Please give all solicited information.

Employee

______________________________________________________

Name of Doctor

______________________________________________________

Street Address

______________________________________________________

Town, State, Zip

______________________________________________________

 Dr’s Phone (area code)
______________________________________________________

Specialty

______________________________________________________

Admitting Hospital*
______________________________________________________

(hospital you use)

Dependent

______________________________________________________

Name of Doctor

______________________________________________________

Street Address

______________________________________________________

Town, State, Zip

______________________________________________________

Dr.’s Phone

______________________________________________________

Specialty

______________________________________________________

Admitting Hospital
______________________________________________________

Dependent

______________________________________________________

Name of Doctor

______________________________________________________

Street Address

______________________________________________________

Town, State, Zip

______________________________________________________

Dr. Phone

______________________________________________________

Dr. Specialty & Hospital
______________________________/_________________________
