
EXISTING AND NEW ENROLLEES                       
AMERICAN MILITARY RETIREES ASSOCIATION              

TRICARE SUPPLEMENT PLAN 
 

                     New Enrollment     Add dependent       Continuation of Coverage for Existing Enrollees 

Check if you Are: 
 Retired Military 
 Retired Military Spouse 
 Former Retired Military Spouse 
 Active Duty Spouse 

 
 Surviving Spouse of Retired Military 
 Surviving Spouse of Active Duty 
 TRICARE Reserve Select Enrollee 
 CHAMPVA Beneficiary 

Certificate (for 
existing enrollees): 
  
       

Group Code: 
 

   C4572   DB 

 
Name:    
       

Social Security #:   
        

Street Address: 
       

Date Of Birth:    
       

    
City:                              State:                                 Zip:          
   

Telephone Number:       
 

Coverage Effective Date:  1/01/2008 
If the coverage requested is unchanged from your existing coverage, please check this box  and sign below. If any changes are 

requested, please make the changes and sign below. 
DEPENDENT INFORMATION 

Spouse:        

 
Date Of Birth:       

Child:       
 

Date Of Birth:       

Child:       

 
Date Of Birth:       

Child:       
 

Date Of Birth:       

Child:       

 
Date Of Birth:       

 
Child:       

  
Date Of Birth:       

Please choose from one of the monthly premium levels below: 
  Member, Spouse or Child Only:                                     $60.00   
  Member plus Child (ren) or Spouse plus Child(ren):    $119.00 
  Member plus Spouse:                                                  $119.00       
  Member plus Family:                                                    $160.00   
  
   Above rates include $1.00 for automatic enrollment in AMRA   

I hereby enroll myself and/or my dependents with the Hartford Life and Accident Insurance Company for coverage under the 
American Military Retirees Association TRICARE Supplement Plan. 

Complete this Transitional Benefit form and the attached CHECKOMATIC form (to pay your premiums through monthly electronic 
transfer of funds (ETF) from your checking account). Return completed forms to us along with a voided check to the address 

below: 
                                                                              ASI 
                                                                              Billing Department 
                                                                              P.O. Box 2107 
                                                                              Rockville, MD 20897 

Sign Here  Member's Signature (X) 
   
     Date:  

    
 
Any questions, please call ASI at 1-800-638-2610, ext. 253.  
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