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                                                                                                                                                Male  Female  

Last Name First Name                                     Gender                     

                          # 

Date and Place of Birth 
 
                     -                  - 

                         LRFA Member Nr.                                                            

                           

Social Security Number  

Address 

Address 

Telephone Nr.                                                         E-mail                                                                                  

Other Health and Prescription drug plans you participate in (other than LRFA plans) 

 

Address 

Signature Date 

SIGNATURE 

I am fully aware of the regulations of the LRFA Prescription Drug Plan and the 
information I have provided is accurate and complete. 

PERSONAL INFORMATION 

 

F   Please enroll me in the Latvian Relief Fund of America, Inc. Prescription 
Drug Plan. 

 My age group is:   F 18-50    F 51 up to 65  

 F I participate in the LRFA Health Care Benefit Plan 

COVERAGE 

This area for LRFA office use only 
LRFA Member #   

Effective Date  

Waiting Period 

Coverage to begin on the 1st of ________________________ (month). 


