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Individual Employee List Bill Application
	Agent:      
	TMP ID:       
	Date:      

	
	

	Company Name: TRINITY

	First Name:      
	MI:      
	Last Name:      

	 FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female     Date of Birth:      
	Email:      

	Address 1:      
	Address 2:      

	City:      
	State:      
	Zip Code:      

	Home Phone:      
	Mobile Phone:      

	

	 FORMCHECKBOX 
 TMP PLUS Plan (for GROUP): Includes: Telahealth (no consult fee), Doctors Online, Pharmacy Program, MRI & CT Scans, Diabetic Supplies, Hearing & Hearing Aids, Medical Supplies, Labs & Testing, Vitamin Discounts, Medical Health Advisor, Medical bill Saver and Nurseline™.

	Benefit Program Cost (per month): $12.95
	Membership Effective Date:      

	


Please add the above employee to the noted Company Telahealth program.
_________________________________ 


______________
Administrative Signature





Date

_________________________________ 
Printed Name
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