Ambulance Membership Reciprocal Agreement

Application Form

Ambulance Provider Information

Organization Name: Date:

Name of Membership Program:

Street Address:

City: State: Zip:

Mailing Address (if different):

City: State: Zip:
Telephone Number: FAX Number:
Contact Person: Title:

Contact e-mail address:

Service Area Information (The best information you can provide without hours of effort)

Size of Membership Service Area (in square miles):

Total Population of Membership Service Area:

Total Number of Households in Membership Service Area:

List the names of cities and un-incorporated areas covered by your membership service area (attach additional page
if necessary):

Membership Program Information

Name of Program: Annual Membership Fee:
Date Annual Memberships Expire: Months of Annual Campaign:
Total Number of Household Memberships: Year Membership Program Began:

Total Number of Members (total persons covered):

Web Site Address:

Member Patient Volume in the Last Calendar Year:

Non-Member Patient Volume in the Last Calendar Year:

Note: If Your Agency Does Not Separate Patient Volume by Membership
Status, Please Indicate Your Total Patient Volume in the Last Calendar Year:

Submission Checklist: (Please return the following)
| Completed Information Form.

D Completed Reciprocation Selection form
D Indicate the boundaries of your membership service area on an appropriately sized map.

O Forward a copy of your sales brochure, membership application form, terms of your membership
agreement, service area map, and any other information that identifies the structure of your program
(if these items are not printed in their final form, simply send a draft of the text).

D Mail to: Bart Noll, FireMed Director Phone: 541-744-3375
Springfield Fire and Life Safety Cell: 541-513-2142
225 Fifth Street Email: bnoll@firemed.org

Springfield OR 97477-4695 Website: www.firemed.org




