3950 Brodhead Road

EXPRESSMED
Phone: 1-866-462-4579

Pharmacy Services Fax: 1-866-418-6337
Member Enrollment Form TRl T

MEMBER INFORMATION PAYMENT OPTIONS (Filing purposes only. Payments

due at time of order.)

First Name Ml | Last Name — . . .
| | Please indicate your choice by checking the appropriate box.

Gender [] CREDIT CARD
[ ] Male [ ] Female

DELIVERY ADDRESS (Please use current address)
Address 1 (Street Address)

Date of Birth (Mm/DD/YYYY)

Address 2 (Apartment#, Suite #, Etc)

City State Zip

Home Phone Work Phone (include area code) ] CHECK / MONEY ORDER SU°mityeur check or mon-

ey order at time of order.

Email Address (Optional)

SPOUSE INFORMATION
First Name | Mi | Last Name
Date of Birth (Mm/DD/YYYY) Gender
[ ] Male [_]Female
INSURANCE INFORMATION e e T
Member ID | Group ID card [If Applicable])
DEPENDANT INFORMATION
First Name | Mi | Last Name First Name | Mi | Last Name
Date of Birth (Mm/DD/YYYY) Gender Date of Birth (MMm/DD/YYYY) Gender
[ ] Male [_]Female [ ] Male [_]Female
First Name | Mi |Last Name First Name | Mi |Last Name
Date of Birth (Mmm/DD/YYYY) Gender Date of Birth (MM/DD/YYYY) Gender
[ ] Male [ ] Female [ ] Male [ ] Female

Please sign and date below to complete the enrollment.

| certify that the information on this form is correct, and authorize release of information regarding my medical and prescription drug history to
the program sponsor of the prescription drug program.

Member’s Signature Date_ MEF.01.10




