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Member Information

Member Name:  ____________________________________________________	 Current Patient   New Patient  

Email:  _________________________________________________  Phone:  ______________________________

Member Name:  ____________________________________________________	 Current Patient   New Patient  

Email:  _________________________________________________  Phone:  ______________________________

Member Name:  ____________________________________________________	 Current Patient   New Patient  

Email:  _________________________________________________  Phone:  ______________________________

Payment Information

Membership Type:  		 Individual Membership		 Two Party Family Membership
				 Multiple Party Family Membership

Annual Payment Amount:	$____________________________

Please select one of the following payment options:

 Please bill my credit card for my annual membership fee.     
 I will pay my annual membership fee by check.

Credit Card Authorization: VISA	 MasterCard        American Express

Name on Card:  ______________________________________________________  
Card Number:  _________________________________________ Expiration Date:  ____________ Security Code:  ___________
Billing Address:  ______________________________________ City:  __________________________ State:  ____ Zip:  ____________

The Practice is authorized to automatically charge the credit card used for your membership fee.  

Please indicate your acceptance of the terms and conditions of the Membership Agreement by signing where indicated below:

Member Signature:  ________________________________________________________ Date:  					

Member Signature:  ________________________________________________________ Date:  					

Signature of Parent/Guardian:  ____________________________________________________ Date: 				
(for Member under the age of 18)
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