TELERHONE NOZHOME OFFICE Are you a ChampVA beneficiary? [ Yes [ ] No

Dependent Information
Name of each dependent for whom coverage is desired:

Spouse: [ ] Male [ | Female Date of Birth: / /
Child: [l Male ['] Female  Date of Birth: 7 /
Child: [ Male [] Female  Date of Birth: / Vi
Child: [ Male [! Female Date of Birth: / /

(Complete additional sheet if necessary,)

Coverage Requested

I have checked the coverage | desire below and am enclosing a check for § in payment of quarter(s).
(Check the brochure for the appropriate premium schedule. )

Select the Tricare EXTRA/ STANDARD coverage you desire:

Retired Member Spouse of Retired Member Each Child of Retired Member
[ High Option I Retiree Plan LI High Option II Retiree Plan [ High Option II Retiree Plan
Spouse of Active Duty Member Each Child of Active Duty Member

[ Active Duty Family II Plan L1 Active Duty Family II Plan

[ hereby enroll myself and/or my dependents with the Hartford Life and Accident Insurance Company for coverage under AMRA Group
Health Insurance Program. I understand that I must be a member of AMRA to be eligible for coverage and that my coverage will become
effective on the first day of the month following receipt of this enrollment form and premium.

[ understand that any injury or sickness, whether diagnosed or undiagnosed, for which any person proposed for coverage has received med-
ical treatment or care within the 6 months immediately preceding their effective date will not be covered until the coverage has been in
effect for 6 months. | further understand that new conditions will be covered immediately.

Member’s Signature (X) Date

Spouse’s Signature (X) Date

SRP-1269 ENR (1969) (IFENAOLLING)

Signature of Agent (X) agentNo___ 3221 General Agency No._ 001
Howard W. Powers 850-529-1026

PRINT: NAME OF AGENT PHONE NO.

P.O.Box 3246 Pensacola, FL 32516 Lic# A210754

AGENT 5 ADDRESS

Complete Checkomatic Form on reverse Side if You Wish to Pay Premiums Monthly



