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ENROLLMENT APPLICATION

	Employee Information

	Name:
	E-mail:

	Date of Birth:
	SSN:
	Phone:

	Address:

	City:
	State:
	ZIP Code:

	Employment Information

	Current employer:

	Work Address:

	City:
	State:
	ZIP Code:

	Work Phone:
	E-mail:
	Work Fax:

	Spouse and/OR Dependent Children TO BE Covered by CHAMBER rX cARE 

	Name:
	Address:

	Date of birth:

	Name:
	Address:


	Date of birth:

	Name:
	Address:


	Date of birth:

	Name:
	Address:

	Date of birth:

	Name:
	Address:

	Date of birth::

	PLEASE ANSWER THE FOLLOWING QUESTIONS:

	Are you or any of your dependents covered by ANY OF THE FOLLOWING PROGRAMS?  CHECK ALL THAT APPLY.

(  MEdicare    
(  MEDICAID
(  CHIPS

(  WORKERS COMP

(  INSURANCE PLAN THAT INCLUDES PRESCRIPTION DRUG COVERAGE

(  ANY OTHER PRESCRIPTION DRUG PLAN OR DISCOUNT CARD

If you answered YES to any of the above, please list the name of the covered individual(s) and the program below:
                                              

	Name
	program

	
	

	
	

	
	

	Employee ceritification

	I certify that the information provided on this form is correct to the best of my knowledge.

	Signature of applicant:
	Date:



