CONFIDENTIAL EMPLOYEE WORK SHEET

Company Name Dept.
Name: SSN:
Date of Birth: Sex: State of Residence:

NOTE: Items 1-3 must be shown per pay period; Item 4 is per year

1. From your paycheck, how much do you have deducted for:

A. Group MediCal COVEIAE?........cciiiieeieeiteeieseese e ste e e s reeae e e sneenne s $
B. Group term lIf@ iNSUFANCE?.......cccueie e nne s $
C. Group disability INSUFBNCE?...........coiiieieieieere et $
D. Group dental INSUFANCE?.......ccueieeieeie ettt s sa e sre e $
E. Cancer, intensive care, accident or hospital indemnity coverage?....................... $

2. If you areasingle parent or your spouse works, how much do you pay for child care?..$

3. How much do you pay for dependent care for children 15 or older, for parents, etc?.....$

Total dependent care expenses (line2 + line 3).....$

4. Estimate your uninsured medical and dental costs per year:

A. MEDICAL
1. Health insurance deductibIEs............coveviieiieiiceseee e $
P O o e S = To RS $
3. Vision care (eye exams, CONtacts, €yeglasses) ......cccovvvvreeieeiireeseesiieessesseeens $
4. Routine exams (OB/GY N, school physicals, €tC).........cccocveveeceeneecesieseeee, $
5. Travel costsrelated to medical Care........ccoovvveveereecesceese e $
6. Prescription Dirth CONLrol ...........ocooiiiiiee e $
7. Medically required health clubs and equipment ............cccocveeiieve e cee e $
8. COSIMELIC SUMGETY ....veuvereieeetectieieeeeeesteste st e stesteereese e e e e s e ssessessesbesreebeeneeneeneennas $
9. Wheelchair, crutches, medical applianCes..........cocvecvreereeievieere e $
O O 1 = USSP $

B. DENTAL
1. Dental examinations and CleaniNgS..........ccccvevueeiieiieieeieseese e neeas $
2. BraceS and rELAINEIS ......coviueereeieerieereeeesiese e e sesse s eese e se e see e senseessesesensesenes $
3. Fillings, crowns and DridgES ........ccoveieririeresereeee e $
4. Dentures, including replacements...........ccoveeeneneeie s $
5. ImMplants, iNlays, X-TAYS.......coccoueieieieiecie ettt st $
6. FlUOTIAE TrEaMENLS......ceiveeieeieeesieieree ettt es $
25 1 = S $

Total out-of-pocket expenses (medical & dental) ....$

Date Employee's Signature



