3110 S. Great Southwast Parkway Caring
Grand Prairie, TX 75052 CaraFlite’s Membership Program

Fax (072) 352-6634 (R77} 339-2273

First Name: Middle Initial: ____ Last Name:
Home Address: City:

Zip: County: Home Phone #:
Date of Birth: o Male oFemale

Employer Name:

Primary insurance: o No o Yes, if yes, inswrance name

Supplement insurance: o No n Yes, if yes, insurance name

Other Family Members of Household (For additional household family members, please copy Ihis page and attach to this application).

First Name: Middle Initial: Last Name:
Date of Birth: o Male o Female
Primary Insurance: o No o Yes, if yes, Insurance name:
First Name: Middie Initial: Last Name:
Date of Birth: o Male oFemale
Primary Insurance: o No " nYes, ifyes, Insurance name:
First Name: Middte Initial: Last Name:
Date of Birth: oMale o Female
Primary insurance: o No o Yes, if yes, Insurance’ ‘name:
First Name: Middle Initial: Last Name:
Date of Birth: c Male o Female
Primary Insurance: o No w Yes, if yes, Insurance name:
First Name: Middie Initial: Last Name:
Date of Birth: oMale oFemale
Primary Insurance: o No o Yes, if yes, Insurance name:

ByPaﬁngmeCzﬂteMembasﬁpfeeIme(onbehalwfmylawily)toabldebyvxemandwishioherebyapplyfukirMunbaslipinuveCaeFﬁleCaingHmManbersﬁmegamfmnwselfmd
members of my household listed on the Application, as set forth in this Agreement, |mmwmmﬂmmmﬁusﬁpmmmmmawewmmmmm 1 request payment of

d or other i benefits to me, o on my behalf, to e paid to CareFiite for any emesgency services and supplies furd d to me by CareFTite, | authorize any holder of any of any of my
meoiaiirﬁormaﬁontoretememaﬁma(maﬁmmheCMS.itsagemsandcaﬁas.orCzeFﬁte.inoxda'ndexeminebendﬂspa;ﬁﬂemmybevdf, now and in the future. This agreement and authorization is
uecmedonmyawnbehdfmdonbena!lome:ﬁunmhasofmymmmimeyunimamMehsigu | undersiand that under the State nide 157.11 %, i | or @ household member is a
Medicaid recipient, then | am not lowed to have therm on my Application, mdue.lmmmalmmmdmmwpﬁwmmmaisawdreu‘piert If a family member becomes a recipient of
Wiexteaid, | will notify CareFliie in writing of this Te change immediately. Vwrarrard that 2l the informeation in the Application is bue and comect. CareFite reserves the right to request docunentafion demonstraling
the y of such i on. 1 ge that ip in CareFlite Cating-Heart Membership Program is simply a hip in a progeam sp by CareFiite, and thus, is not membership in
CareFlite's non-profit nfity as the term i ismunplatadunderﬂeTexasNon-PnﬂmaﬁmM

For CareFlite Office Use Only;
Pate Received: Form of Payment: EETD# 1947
Amount Paid: Membership Number Assigned:



