United HealthCare of Texas, Inc.

Supply Requisition (Choice/Choice Plus/PPO)
Your Name:


_____________________________________________

Company Name:

_____________________________________________

Address:


_____________________________________________





_____________________________________________

Phone Number: 

_____________________________________________

Group No(s):
          _____________________________________________

	Quantity
	Item Description

	
	New Hire Enrollment Packets (includes:  benefit summaries, employee information, Care 24, physician and provider directories, application)



	
	Additional Group Enrollment/Change Cancellation Form



	
	Additional  Physician and  Provider Directories



	
	Prescription Drug Program Claim Form/ Mail Order Envelopes/ Preferred Drug List ( please circle appropriate form)


	
	Other, please specify:




Please remember the following:

· Allow two weeks from date of receipt for delivery

· Order a small quantity -- materials are frequently updated
Return this form to:
United HealthCare of Texas, Inc.

or fax to:
210-694-6868




Attn:  Cecilia Mendoza



5959 Northwest Parkway, Ste # 107




San Antonio, TX  78249              

