
Date:

Email:

Company Name:

Applicant Name (first, middle, last):   

Member ID (which may be your SSN):

Address:

City: State: Zip+4: Tel:

Gender:   M         F DOB: Marital Status:   Single          Married          

HRA Enrolled:

APPLICANT COVERAGE

Coverage:   Add          Remove         Decline          Keep Same

Plan Name:   Medical Dental Vision Rx

SPOUSE COVERAGE

Applicant Name (first, middle, last):   

Address (if different from applicant):

City: State: Zip: SSN: DOB:

Coverage:   Add          Remove         Decline          Keep Same

Plan Name:   Medical Dental Vision Rx

DEPENDENT COVERAGE:   Son         Daughter

Applicant Name (first, middle, last):   

Address (if different from applicant):

City: State: Zip: SSN: DOB:

Coverage:   Add          Remove         Decline          Keep Same

Plan Name:   Medical Dental Vision Rx

DEPENDENT COVERAGE:   Son         Daughter

Applicant Name (first, middle, last):   

Address (if different from applicant):

City: State: Zip: SSN: DOB:

Coverage:   Add          Remove         Decline          Keep Same

Plan Name:   Medical Dental Vision Rx

I verify that the information given is true and correct.

Applicant Signature                                                                                                        Date
Please mail, fax, or email: Ameriflex COBRA Department  7 Carnegie Plaza, Suite 200, Cherry Hill, NJ 08003 
Fax: 609.257.0136  Email: COBRA@myameriflex.com

COBRA Open Enrollment Form

Contact us at myameriflex.com/contact-us

www.myameriflex.com
https://myameriflex.com/contact/

	Check Box2: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Text1: 
	sig: 
	date: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 


