Enrollment Form

HAME: E Mae O Fomalo
ADDRESS:

CITY: STATE ZIP

354 DO f

FHOME: home: [___]

MAKE:

wWark [

O Mae O Femals

DOE: ) £

GHILD 1: OoE ) !
GHILD 2: Do ') f
GHILD &: jn ) ! !

| hereby apply for membership enrolbment in the Presc prion
progran. | anderstaind thar acceprance of this apphicuion for
membership cnmllment i guarantesd, and my e lbmenn will
become effecive upon receipe of my membership 10 card. 1
alse understand thar by pamicipaing in this program emernal
Eotors may foecea change in the quantities, des andfor prefermed
drug lisa an any tme,

s af your medical informarione

The designated pharmacy bensfic adminsimims may e de-identifed
mformation solely for the purpose of billing and reporing
This infommtioin does gt oomtam any panml information shch
mighe he el o idenrify you,

Please complete boch pares at this applicason.

WE@Rx

1. PAYMENT PLAN OPTIONS choose one}
Membership Fee ParYear

Q SINGLE $40.05

Omne Time Enroliment Fee* £10.00

TOTAL 855095

0 FAMILY $68.95
Cna Time Enrollment Fea® £10.00
TOTAL £79.95

"Applican must pay an initial ene lme anrolliment lea
of §10.00 with first year's mambarship only.

2. CHOOSE A PAYMENT METHOD
O Credit Card
MASTERCARD or VISA
Complete authorization below

O Check or Money Order

3. MAKE CHECKS PAYABLE TO
WORx Prescription Program

4, FAX OR MAIL TO:
WORx Prescription Program
PO. Box 408
Twinsburg, Ohio 44087-0408
Fax: 1-866-324-WORX (9679)

I hareby sunharie the Compaay e charge my cradis cand as lissd bdow S
membership in ohe WO Prescription Paogram. | sgeve shar  any charge =
dishoncand, wiriho micriopally or madversmily, ithe Company shall be mndor
e Eakding wharssrver. This sscboriey b 1o s in oo el the conpasy
wecteer walies notfoatken fiem e il g £ie- ol | vied b Do

Credil Card Numbar

Expiration Dule I

Typaof Card O Visa O M

X
SR RATUH E OF S2000NT O CR=ST CARD R0 DER AECAAED HER=

sk e [T

S R R AR A O o TR TR s by rarmree

THIS 15 NOT INSURANCE

Conealant

Consultant 10




