
", 6 

, 
•I 
I 
I 
I 

i,, 
,, 
I 
I , 
I 

Date of Birth of AppliGlnl 

Mailing Address 

l City 

! [ I , 
: 
:IE~m~a~il:miimDC~im~!, 
• First Name! , 
i 
! 

j 
I Membership Referral Pr:!g! o::m , mp,de and detach th.s fo rm. Insen fOlTl1 ln prepaid envelope and drop tn the ma ti. 'J\ 
,I 
, I AmeriPlan' Discount Program Membership Application PROVIDER #1 I 19--l& I L~V [<1 101 \ I 
i liIlji,,6iiWI/f!.lnmi·ii4\l1.1 .• 
I 

1 First Name 	 MI last Nam~ 

i I I I I I I I [ I 1 I [ 1 I I I l U l l I I [ I I I I I I I I I I I I I I 
D Please register me (rileprtmary membe.r) automatically for SerureNet 10 Monitoring. 


(Ptlmarym..mbel~ S5I It:qlJlred) " .. YJ' ,'u' n ... ' . , ~ SS#[ I [ I- W-I I I I I 

Male/Female Residence or Work Telephone 	 Alternate Telephone 

LU -W-LU 0 D I I I H I I I-I I I I I [ I [ I I I 1 I-I I I I I• 

• 	 [ I [ [ I I [ [ I 1 I I [ I I I I I I I 1 I I I I I I I I I I I I 
State Zip 

1 

I [ I I I I 1 I I I I I I I I I I I I W I I I 

D 
1 

AmeriPI~n may send me updatfs regarding 
my 3CfOunt via email (ema;1 required) 

Last Name 	 Date of Birth 

• I I [ I I I I I [ I [ I I I [ [ [ I [ I I I I [ I I I [ [ [ [ [ W-LU-W 
I I I I I I I I [ I [ I I [ I I [ [ [ I I I [ [ [ I [ [ [ [ [ W -LU-LU 
I I I I I I I I [ I I I I [ [ [ I I [ [ [ [ [ I [ I [ [ [ [ [ UJ-LU LU 

:r 
m~ m AccessSaver . . ..... .. $_ ___ Z ....VI < 0....,m MonthlyFee: $1 4.95 
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0" r SecureNet...... .. $___ _...,.rn r:'l 
m Monthly Fee: $24.95 ~;E 0 	 A Discount Medical Plan Organization. 
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AmeriPlan Discount Programs are NOT INSURANCE. o Basic Wellness . .. . $_ _ _ _:;J;)~ ~ .s: MonthlyFee: $14.95 m 5: AmeriPlan ® Corporation, 5700 Democracy Drive, Plano, Texas 75024 Fax: 469-229-4589 
Z 	 Z~ -t 	 -J o Dental Plus (check one) .... ...... .. $____ _-i :tis :r m I WANT TO PAY MY MONTHLY MEMBERSHIP FEE BY: o Individual Monthly Fee: S14.95Z.. iii 

Household Monthly Fee: $19.95 :xl" o BANK DRAFT: Enclose your check for payment AND a voided check ifpaying by bank draft . > .... rn 

J>" " C o CREDIT CARD: 0 Visa 0 MasterCard 0 Discover 0 American Express Total Health .. ............ .. ..... .. $_ ___ 
_ " "?:-0r- r 	 6 
m Monthly Fee: $39.95 z" ~ !:::m < I _ 0 I 	 LLJ LLJ ,.,., 
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Z SI G NATUR E FO R CR E D IT CARD OR !lANK DRAFT SecureNet, Basic WeI/ness, Dental Plus: $20.00 

Total Health: $30.00 m 8y submitting your enclosed cheek or credirrord informatIOnyou arl' authoriZing on 011 going monthly draft "VI 
!!! CancellatIon Policy: CanCf'lIations require 0 Ja-day written notice. CilnCf'l/ation notifirorions may be sent 
z by mall, fax or email or stop@stopmembership com. TOTAL AMOUNT DUE: . . $ _ ___C\ 

· SECURENer 10 T~EFT REIMBURSEMENT INSURANCE COVERAGE IS NOT AV.... ILABLE TO RES' DENTS OF NEW YORK AND M....Y NOT BE ....VAILABLE IN OTHER JURISDICTIONS. 

MRPaopII/09202T SECURENrr 10 THEFT PROTECTION IS LIMITED TO THE PRIMARY MEMBER. AMERlPLAN· SECURENrr IS NOT ....VAILABLE IN MONT.... NII OR VeRMONT. 

If YI1UTapplication is processedbetween the4th through the 18th ofthls month, your first draft will lie on the 18th ofnext month, and each month thereafter. 
If your application is processed between the 19th ofthis month through theJrd of next month, your first draft will be on the Jrd of the followingmonth, and each month thereafter. 


