HAMMONDLAND OWNERS . /-Medcare | = AMCN
ASSOCIATION *@ '

By applying for membership, I agree to AMCN and/or Fly-U-Home Terms and Conditions on the back of this document. Initials: X Date: / /

3. Choose Your Membership Option(s)

EMERGENT—AMCN

Signature required on back of this form for membership activation

‘ *ATTENTION CALIFORNIA RESIDENTS:

1. Member Contact Information (icase print) Membership Options | Standard Cost Discount Cost
Primary First Name Primary Last Name Date of Birth 1-Year Membership $85 [ seés
/ /
Home Phone Number Cell Phone Number
EMERGENT & NON-EMERGENT COVERAGE
( ) ( ) AMCN membership with the added protection of Fly-U-Home

E-mail Address
Membership Options Standard Cost Discount Cost

1-Year Membership S219 [ s199
7 MULTI-YEAR MEMBERSHIP IS NOT AVAILABLE IN ALASKA, CALIFORNIA AND INDIANA.

Don’t miss out on important AirMedCare Network news and updates...

leave us your e-mail address and stay in the loop!

Mailing Address City
State | Zip County 4. Choose a Payment Option setect one)
Home Address (if different than above) [ Check or Money Order Payable to: AirMedCare Network
PO Box 948, West Plains, MO 65775
_ : [0 Automatic transfer from checking account
City State Zip

Name on Bank Account (Please attach a voided check)

2. List Additional Members in Household Routing Number Account Number

. . H DISC®VER llml
Secondary First Name Secondary Last Name Date of Birth O Credit Card o ,d OVISA © ‘ _J ©
/ /
First Name Last Name Date of Birth Credit Card Number
/ /
First Name Last Name Date of Birth Expires 3 digit code on back of card
/ / X
First Name Last Name Date of Birth Signature
/ /
- . Statement of Authorization
First Name Last Name Date of Birth T authorize AirMedCare Network to initiate the EFT withdrawal as indicated on this form. If I have elected to pay via credit
card, I agree to abide by all terms and conditions of my credit card agreement. If T have elected to pay via EFT, I authorize
/ / my financial institution to transfer the amount indicated on the attached voided check to AirMedCare Network. Adjusting
entries to correct errors are also authorized. It is agreed that these debits and adj: will be made i ang
under the rules of the National Automated Clearing House Association (NACHA).
First Name Last Name Date of Birth
/ /
X / /
Signature required for automatic withdrawal MonTH DAy YEAR
Questions? Contact your Local Member ship Sales Manager
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