(Please Print)

TRI-COUNTY AMBULANCE ASSOCIATION
APPLICATION FOR MEMBERSHIP

Last Name Firsc M.I.
Mailing Address Apt. # [
cicy State Zip
Social security aumber T Cate of birth (D.0.B.) Sex
Telephone number Str=2c Address (if differ=snt than above)
City State Zip
List spouse and children under 21 regularly livizng at home (First name, middie
initial, last name if different.}
Soouse D.Q.B. Sex ssi _ _ - _ -
Name 0.0.8. S2ax ss# _ - -
Name D.©.B. Sex ss& _ _ _ - _ _ - _
Name D.O.B, Sax ss4 _ _ - -
Naqne D.C.B. Sex sss _ - _ -
Name C.0.B. Sex ss¢ _ - -
(Atzach a lisrz 1f additional space i3 neceded)
De you have aany insurance that pays medical benefits? [] yes [] o
Memper's Madicare Spous2 Medicare #
Name of Primary H=2alth Insuranc2 Policy ID3 GRP. #
Address
Ovthar haalth iasurance Policy IDg GRP. #
Address
Other health insurance Policy I1ID% GRP. #
Address =
Name of auto insurance Policy#

Addreass

YOUR
Return to:
97836.

ANNTAL PAYMENT
Tri-County Ambulance Asgociation,

IXi

I HAVE ENCLOSED PAYMENT BY:

X

e

L5

[

(]
]

AMOUNT OF $45.00 MUST ACCCMPANY THIS APPLICATION.

Cash
Money crder
Check

P.O. Box 9,

Membership fee
Tax dgductible

ey 1

Total enclosed

Eeppner, OR

$45.00

donation

SIGNATURE

.

have r=ad & agjree to the 3Tatament on the raverse sile )




TRI-COUNTY AMBULANCE ASSOCIATION

COVERAGE BEGINS ON THE FIRST DAY OF THE MONTH FOLLOWING RECEIPT OF THE
APPLICATION MATERIALS. COVERAGE EXTENDS FOR THE PERIOD OF ONE YEAR.

[ understand that Tri-County Ambulance Association membership does not provide insurance coverage. Membership allows
ambulance services (utilized by myself or a family member) to bill my insurance for any applicable medical beneSs, | authorize the
release of madical information for the purpose of ambulance insurance biling only [ agree that my memdership covers ryself and my
immediate family. For the purposes of this agreement, immediate family is defined as ary spouse and ail unmarried children under the az
of tweaty-cre living in my houschold. Other family and’or non-famiiy living in my houschoid ars s
obtain a separate membership.

participating

considersd a separate family and must

I understand that Tri-Cqunty Ambulance Associatien will accept payment from my insurance companies as. Payment in -ful! for eoversd
services. Should 1 or a family member receive pavmest for ambulance service readersd, 1 will immediate!y forward the payment 1o the
agpropriate ambulance service erganization. I also understand that I will be respensidie for my own deductible (as defined by my insuran:
policies) and that | will be bilied for any amounts applied agains: the deductible,

[understand that the $45 annual fee provides emergincy pre-hospital medical care and ambulance transgortation within the Tri-Counsy
region. These benefis are also provided with reciprocating ambularcs orzanizations throughout Orz3on. [ understand that medically ’
mecessary ambuiance services ars coversd by my membersaip and that [ will not be billed for them. Some Ren-emergency services may
a!50 be coverad-—-ev2n whan insuranee coveraze is denied. With Tri-County mer sership, | will not be billed for fon-emergaacy transpor:
a5 ieng as emergency personne! detarmines that this sarvice is waranted. Emergency transfers berwzen medical facilities wil! alsa ke
covered i7 authorized by a physician and redicaliy necessary.

Non-emergsncy services NOT coverad by this AT NT AT UANSPOS Which caz te pre-amangad. The Sollow

S &g non-emergency
ransgors are NOT covered by this agraement:

> Transfers tc or from coctors' offices or clizics for routine aprointients;
> Transfers to or from a nursing home to a doctor's office, clinic or hospitai for treatment or routine care which is normall:

provided at the nursing home; .

> Non-medically necessary transfers when other meaas of transporiation could be used. Other means of transportation woul
5¢ private vehicle, whaelchair vaz, taxi or other aon-emsrgercy venicies. Example: transfer back home from the hospita!
. after being checkad andior treatd a: the hospital if the patient's carditicn. dees.not warran:.an Emergancy Medical
Tecanician's care.

{1 feel [ must use an ambulance for non-eémergancy services and [ insist upon tanszon 122in5% emErgency parsornei’s Cezrmination of
madical aecessity, { understand war [ will be biiled 0y i ambulance organization for this service.

TO THE INSURANCE CARRIERS

T'authorize payment of insurance benefits for ambulance service for myself and family ciembers directly to the billing authority in
accordance with the ambulance agreement and as itemized on submitted claims.

RECIPROCAL BILLING AGREEMENT

[authorize release of all information required for billing purposes to any ambulance Frovider that has an authorizad recipreca! billing
azrsement with e Tri-County Ambulance Associatior. ! further authorize any such ambulazce provider from whom we have re

: ’ 2 received
service to cirectly bill their chargss to my health insurance carriers.



