MEMBERSHIP INFORMATION
WAGONER EMERGENCY MEDICAL SERVICES
PO BOX 406, WAGONER, OK 74477
EMS BUSINESS OFFICE 918-485-6209


NAMES OF EASH HOUSEHOLD MEMBER ____________________________________________________
_____________________________________________________________________________________
MAILING ADDRESS ________________________________ PHONE ______________________________
911 ADDRESS (PLEASE GIVE DIRECTIONS TO RESIDENCE) _______________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
ANY SPECIAL PROBLEMS WE SHOULD BE AWARE OF (EXAMPLE: OXYGEN, ALLERGIES, SPECIAL MEDICATIONS) ________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

INSURANCE INFORMATION
MEDICARE NO _____________________________ MEDICAID NO _______________________________
INSURANCE COMPANY NAME ____________________________________________________________
ADDRESS _____________________________________________________________________________
CITY __________________________________ STATE ___________________ ZIP ___________________
GROUP NO ________________________ POLICY NO __________________________________________
POLICY HOLDER NAME _______________________________________ PHONE ____________________
COVERED MEMBERS NAME ______________________________________________________________
_____________________________________________________________________________________
SS NO OF ALL COVERED MEMBERS ________________________________________________________
_____________________________________________________________________________________

PLEASE COMPLETE AND RETURN TO:
   YOU’RE RWD OFFICE FOR MONTHLY COLLECTION OF $14.00.  RWD ACCOUNT NO _________________
[bookmark: _GoBack]   ABOVE ADDRESS TO PAY FULL ANNUAL MEMBERSHIP FEE OF $168.00
      FORM OF PAYMENT:   CHECK # ____________ CASH ___________ MONEY ORDER _______________

PLEASE CALL IF YOU HAVE ANY QUESTIONS ABOUT THE SERVICE YOU WILL RECEIVE.

Thank you!

