Membership Enroliment

By applying for membership,
! agree to AMCN’s

terms and conditions

oh the reverse side

Initials

Today’s Date

~ STEP1 Memher Contact Information pieeseprine

To enrolf by phone, calf 800.793.0010

ofr ohline at www.AeredCareNerwork COoM

a Flrst Mame

/ /

Last Name
Ma.ii.in.g Address
 City 5t§ze ip
Physical Street Address {lf&lﬁerem from above)
ity - State Lin
| Cuuﬁﬁr:_ L Home Phone
Date of Birth Ee!i PE#_JI_'IE: —

E-Mail Address in order to sign up with recuring payment optlons, yau must provide a valid emalf address.

EI Platlnum { 25 Year) Membe rshl p $T125
D TE}-‘:’ear Mem bershtp . i :__ $575 §
ful 5;—Yé'a'r;:m;e_m.bershi.p‘*fe'- | ;‘7 " 5§30
EI S-Year Mem ber5h|p Mure Members ChﬂﬂSE 5185
| _..'E.l 1-Year Mem bershlp e s | 565
-;:D Mnnth[y Membemh:p 56
*Multl-}fear memberships are not ava]lahle in Indlana. -.::.r Callfornla |
#Monthly membership is oniy avaitable with I'ﬁﬂi"lthly" recurring payment option
STEP 4 Choosea Payment Optlon (select nne}
O checkormo ney order made payable to:
AirMedCare Network g |
PO Box 948 West Pfﬂilﬁ, MO 65775 Check or taney Dider Number

(3 One Time transfer from checkmg account or EI‘EL‘IIt cartl

S |k}

Do you live within the city limits?

‘f’esD-

No Ld

STEP 2 List Addltlonal Members in Household

For Office Use Only
GET CODE

REACH
- CO,WY,MT
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TRACK CODE

First Name Last Name
| Dateof Birth . ] /
First Name tast Name
Avateofith -/ [
First Name 1 Last Name
|vateottin /]
First Name | § K [a.sgtiﬂame
DateofBith . 7 /[
For customer service inquiries please call:
- 800.793.0010 or fax changes to 866.299.33G3
Memhershl ' Enrnliment furms ma be malled fo:
A S RSN TS 2
- > Network: POBox 948 Wes tg_ﬁms,wmo-esms;z

PLAN CODE

R T il

Bank Information {requiredt fer monthly membership optier and aHMMaﬁctmnﬁE from checking account)

Mame on Bank account {please attach a voided check)

Automatlc Withdrawal Authortzatton

Routing number -A-:caunt.numher (please attach a voided check)
- Credit Card Numbey Expises
X _
Signature 3 digit code on back
~ofcard o

Convenient, automatic renewal of your yearly membership,

- Q Recurring annual credit card payment or automatic

transfer from checking account. Please make

my recurring payment each year on this date: /
. . . - month day
- Q Recurring monthly credit card payment or automatic
transfer from checking account. Please make
my recurring payment each month on this day: .
ay

Statement of Authorization I authorize AMedCare Network to Initiate the recurring
credit card charge or EFT withdrawal a3 indicated above. | may change or cancel this recurring
payment by notifying AirMedCare Network in writing. Al notifications must be received by the &rst
of the month In order 1o alter the month's transaction. If | have elected to pay by credit card, | agree
to abide by alf terms and conditions of my credit card agreement. If | have elected to pay via EFT, |
authorize my financtal institution to transfer the amount indicated on the attached voided check to
AlrMedCare Network. Adjusting entries to correct errors are also authoslzed, It Is agreed that these
debits and adjustments wil! be made electronically and under the rules of the Natfonal Automated
Clearing House Association (NACHA). This authorlzation is to remain fn full force and effect unti
written notification is given to AlrMedCare Network of its termination.
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(Signature requlred for récurring payment option) U month day. C year
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