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X if PCM Change
X if MTF
6.4.0.20180228.1.932123
	Enter Contractor's Website: 
	Enter Regional contractor's region.: 
	Enter Regional Contractor's Address.: 
	Enter Toll-free telephone number.: 
	Enter Fax number.: 
	Enter Uniformed Services Family Health Plan: Address.: 
	Enter Toll-free telephone number.: 
	Enter Fax number.: 
	Sponsor's social security number or DoD Benefits Number (DBN).: 
	X if savings account.: 
	Enter Sponsor name (last, first, middle initial) (must match DEERS).: 
	Enter Sponsor's work telephone number (include area code/extensions).: 
	Enter Home telephone number(s).: 
	Enter Cell telephone number(s).: 
	Enter Sponsor's email address.: 
	Enter Sponsor's date of birth (4 digit year, 2 digit month, 2 digit day).: 
	Enter Sponsor's residence address (street, apartment number, city, state, zip code, country).: 
	X if new address.: Off
	Enter Sponsor's mailing address (provide APO or FPO if stationed overseas).: 
	X if same as residence address.: Off
	X if new address.: Off
	Enter Sponsor's military assignment.  a. Unit.: 
	Enter Unit identification code (if known).: 
	Enter State, zip code and country of work address.: 
	Effective date.: 
	Enter Primary care manager full name or MTF/clinic.: 
	Enter Primary care manager full name or MTF/clinic.: 
	Enter First family member name (last, first, middle initial) (must match DEERS).: 
	Enter Date of birth: 
	Enter effective date requested : 
	X if same as sponsor.: Off
	X if new address.: Off
	Enter address, with zip code and country, if different from sponsor.: 
	Enter Telephone number (include area code).  (1) Work.: 
	Enter Residential telephone number.: 
	Enter Cell phone number.: 
	Enter email address.: 
	X if same as sponsor.: Off
	Full name or MTF/clinic.: 
	X if same as sponsor.: Off
	Enter Full name or MTF/clinic.: 
	Enter Second family member name (last, first, middle initial) (must match DEERS).: 
	Enter Date of birth (4 digit year, 2 digit month, 2 digit day).: 
	Enter Effective date.: 
	 X if same as sponsor.: Off
	X if new address.: Off
	Provide address, with zip code and country, if different from sponsor.: 
	Enter Telephone number (include area code).  (1) Work.: 
	Enter residential telephone number.: 
	Enter Cell phone number.: 
	Enter Email address.: 
	X if same as sponsor.: Off
	Enter Full name or MTF/clinic.: 
	X if same as sponsor.: Off
	Enter Full name or MTF/clinic.: 
	Enter Third family member name (last, first, middle initial) (must match DEERS).: 
	Enter Date of birth (4 digit year, 2 digit month, 2 digit day).: 
	Enter Effective date.: 
	 X if same as sponsor.: Off
	X if new address.: Off
	Provide address, with zip code and country, if different from sponsor.: 
	Enter Telephone number (include area code).  (1) Work.: 
	Enter Residential telephone number.: 
	Enter Cell phone number.: 
	Enter Email address.: 
	X if same as sponsor.: Off
	Enter Full name or MTF/clinic.: 
	X if same as sponsor.: Off
	Enter Full name or MTF/clinic.: 
	Enter Name of family member: 
	If other, specify.: 
	Enter Name of family member: 
	If other, specify.: 
	Enter Name of family member: 
	If other, specify.: 
	Enter Name of family member: 
	If other, specify.: 
	 X if TRICARE supplement.: Off
	X if Medical insurance.: Off
	Enter Name(s) of person(s) covered.: 
	Enter Policy holder name.: 
	Enter Carrier name.: 
	Enter Policy number.: 
	Policy effective date.: 
	X if Dental insurance.: Off
	Enter Name(s) of person(s) covered.: 
	Enter Policy holder name.: 
	Enter Carrier name.: 
	Enter Policy number.: 
	Policy effective date.: 
	X if Vision insurance.: Off
	Enter Name(s) of person(s) covered.: 
	Enter Policy holder name.: 
	Enter Carrier name.: 
	Enter Policy number.: 
	Policy effective date.: 
	X if Prescription insurance.: Off
	Enter Name(s) of person(s) covered.: 
	Enter Policy holder name.: 
	Enter Carrier name.: 
	Enter Policy number.: 
	Policy effective date.: 
	X if waiving drive time.: Off
	Enter Signature of sponsor, spouse, or other legal guardian or beneficiary.: 
	Enter Relationship to sponsor.: 
	Enter Date signed: 
	Checks should be made payable to: (Contractor's name): 
	X if quarterly payment by VISA or MasterCard.: Off
	X if annual payment by VISA or Mastercard.: Off
	X if I choose to have my enrollment fees paid by monthly allotment from Uniformed Services retired pay.: Off
	X if payment by electronic funds transfer for automatic monthly payments.: Off
	Enter Name and address of financial institution.: 
	Enter Name on account.: 
	Enter Telephone number of financial institution.: 
	Enter Account number.: 
	Enter Bank or ABA routing number.: 
	X if VISA/MasterCard initial 3-month payment.: Off
	  X if VISA/MasterCard monthly recurring payments.: Off
	Enter Credit card number.: 
	Enter Expiration date (2 digit month, 2 digit year).: 
	Enter Security code (3-digit number on reverse of card).: 
	Enter Name of card holder.: 
	Enter Signature of sponsor, spouse or legal guardian of beneficiary.: 
	Enter Date signed.: 



