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Please sign me up for the Riverview Fam icine Discount Plan
Individual Riverview Family Medicine Discount Plan (5140 annual fee - expiration date one year from today’s date)

Name Date of Birth / /

Street Address:

City State Zip Code

Primary Phone Number ( ) Alternate Phone Number ( )

E-mail Address:

Emergency Contact Phone ( )

All information is accurate to the best of my knowledge, and | agree to all terms and conditions of the Membership Agreement. |
want to be a member of the Riverview Family Medicine Discount Plan because of rising health care costs and private insurances that are
unaffordable. | understand that the Riverview Family Medicine Discount Card IS NOT AN INSURANCE PROGRAM,; it is a discount medical
program for services at Riverview Family Medicine and Urgent Care and | cannot file claims with an insurance company for these services
and payments do not apply to deductibles. In order to receive the program discounts, | must pay for all services received on the
date of treatment. The card is non-transferable and a valid picture ID of patient or guardian will be required for treatment. This
program expires one year from today’s date and is non-refundable.

Signature Date

Payment Due $

Paid by CJCheck # 0O Gash 0 VISA 0O Master Card O American EXpress
Card # Expiration Date

Name on Card

Billing Address (if different from above)

City State Zip Code




