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COBRA

OPEN ENROLLMENT FORM

Please mail, fax, or email fo:

AMERIFLEX

302 Fellowship Road, Suite 100
Mount Laurel, NJ 08054

Attn: COBRA Department
E-mail: COBRA@Tflex125.com
Phone: 888-868-3539

Fax: 609.257.0136

AF

Company Name: | Date: |
Applicant Name: e o e |
SON: | Email: |
Address: |
City: | State: | Zip+4: | Phone: |
Gender- MCJ FLO  DOB: | Marital Status: Single (1 Maried 1~ HRA Envolled: [

Applicant Coverage

Coverage: Add 1 Remove [] Decline [ Keep Sume [

Plan Name: ~ Medical | Dental | Vision | RX

Spouse Coverage

Nome: First Name M Last Name l
Address (if different than Applicant): I
ity: | State: | Tip: | SSN: | DOB: I
Coverage: Add 1 Remove [] Decline 1 Keep Some [

Plan Name: ~ Medical | Dental | Vision | RX

Dependent Coverage ~ Son [1 Daughter []

Horme: Fist ame m Tos Tame l
Address (if different than Applicant): |
City: | State: | Zip: | SSN: | DOB: I
Coverage: Add 1 Remove [T] Decline [ Keep Same [

Plan Name: ~ Medical | Dental | Vision | RX

Dependent Coverage ~ Son [1 Daughter []

Name: First Name M Last Name l
Address (if different than Applicant): |
(ity: | Stafe: | Zip: | SSN: | DOB: I
Coverage: Add 1 Remove ] Decline [ Keep Same [

Plan Name: ~ Medical | Dental | Vision | RX

| verify that the information given is true and correct.

Applicant Signature:

AMERIFLEX 302 Fellowship Road, Suite 100, Mount Laurel, NJ 08054 Toll Free: 888.868.FLEX (3539) Fax: 609.257.0136 www.flex125.com
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