STATE OF DELAWARE
Department of Human Resources

Attachment 6

SUBCONTRACTOR INFORMATION FORM 

Contract Number DHR25006A-PBM (REBID)
Contract Title: Pharmacy Benefit Management Services

	Are you proposing the use of any subcontractors in the fulfillment of the requirements as outlined in the solicitation? If yes, complete this form.
	 



	Responding Vendor Information
	 

	Company Name
	 

	DBA (if applicable)
	 

	Company Address
	 

	
	

	Subcontractor Information
	 

	Company Name
	 

	DBA (if applicable)
	 

	Company Address
	 

	
	

	Diverse Vendor Self-Identification
	 

	State Certified
	 

	If yes, which State(s):
	 

	Federal Certified
	 



	Description of Work by Subcontractor

	 



Once completed, this form must be signed by both vendors.

	Proposing Vendor
	
	Subcontractor
	

	Authorized Signature:
	 
	Authorized Signature:
	 

	Name:
	 
	Name:
	 

	Title:
	 
	Title:
	 

	Date:
	 
	Date:
	 



Use a separate form for each subcontractor


