
Elverson-Honey Brook Area Emergency Medical Services Elverson-Honey Brook Area

2024 AMBULANCE MEMBERSHIP Emergency Medical Services

Membership # PO Box 154

Elverson, PA 19520
MUNICIPALITY ________________________________             MEMBERSHIP: $ ______________________ 2024 MEMBERSHIP CARD

CALL 911 FOR EMERGENCIES
PHONE ________________________________               DONATION $ ______________________ MEMBERSHIP QUESTIONS:

(610) 816-6135
E-MAIL ________________________________                  TOTAL: $ ______________________

Please provide name & address below CHECK # _______________

DATE: _________________

CARD EXPIRES 12/31/24
Please make checks payable to EHBAEMS / Or Pay Online: www.ehbems.org Check #:___________ Retain for your records



PLEASE LIST ALL INDIVIDUALS RESIDING IN YOUR HOUSEHOLD DATE OF BIRTH

I understand that I am financially responsible for the services provided to me or my family members by this health service provider or supplier regardless of my
insurance coverage.  I request that payment of authorized Medicare or other insurance benefits be made on my behalf to the health service provider or
supplier or its billing agent for any services provided to me by the health provider or supplier.  I authorize and direct any holder of medical information or
documentation about me be released to the Center for Medicare and Medicaid Services and its carriers and agents, as well as to this health provider or
supplier and their billing agents, any information or documentation needed to determine these benefits payable for any services provided to me by the health
service provider, both now or in the future.  A copy of this form is as valid as the original.  I also agree to immediately remit to this health service provider any
payments that I receive directly from any source for the services provided to me, now or in the future.

SIGNATURE: __________________________________ DATE: _________________________


