We Care Mobile Health Services Registration Form

Personal Information

First Name:___________ Middle Name: ________________ Last Name: __________________
Birth Date:  Month: _______________ Day: ______  Year: __________  AGE: _______
Social Security Number: ___________________________
Sex (Male/Female): ____________
Street Address:______________________________ City:______________  State: _________
Zip Code: _______________
Home Phone: _________________________  Cell Phone: ______________________

Work Information

Employer Name: _______________________________________________________________
Employer Address: ______________________________________________________________
Work Phone: _________________________
Job Title: _____________________________________________________________________

Insurance Information

Primary Medical Insurance Company:_______________________________________________
Policy Number: ____________________________
Insurance Address: ______________________________________________________________
Insurance Phone Number: __________________________
Expiration Date: __________________________

Other Insurance: ________________________________________________________________
Policy Number: ___________________________
Insurance Address: ______________________________________________________________
Insurance Phone Number: __________________________
Expiration Date: __________________________






WE Care Mobile Health Services Plans and Payment

Please check length of enrollment and plan of choice and complete information for all members who will be included on plan.

Enrollment for number of months    ____ 6 months		____ 12 months             

__ No Plan $60 each visit
__ Individual Plan $40 Monthly  
__ Family Plan (3 persons) $100 Monthly 
__ Family Plan (4 Persons) $120 Monthly
__Family Plan (5 Persons or More) $120 and $40 dollars each additional person

Family Member #1

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________ 

Family Member #2

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________

Family Member #3

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________

Family Member #4

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________ 




Family Member #5

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________ 
Family Member #6

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________ 

Family Member #7

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________ 

Family Member #8

First Name: ________________  Middle Name: _______________ Last Name: _____________
Birth Date:  Month: ________________ Day: _____ Year: _____
Male/Female: ______________

Payment  (Credit Card, Debit Card, or Bank Account)

Credit/Debit Card Name (Visa/Mastercard/Discover): __________________________________
Name on the Card: ______________________________________________________________
Credit Card Number: ___________________________________
Expiration Date:   Month: _________________  Year: _________
3 digit CVV number (located on the back of card): ____________

Bank Name: ___________________________________________________________________
Routing Number: _______________________________
Checking Account Number: _____________________________



























