
Co Name: POC Name:

Address: POC Title:

City: POC Email:

State / Zip: POC Phone:

IF CURRENT PLAN IS SELF INSURED, PLEASE INCLUDE THESE PLAN DETAILS

PLAN DATA
Annual Renewal Date: Number of Total 

Employees:

Number of Employees 

on Plan:

COMPANY DATA

MAPP Healthcare Solutions

Data Collector Form

Administrator:

Network:

Stop Loss Carrier :

Additional Info:Fully Insured 

Pharmacy Benefit 

Manager:

Self Insured
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