Sponsor Code: BAND

MEDILINQ
Enrolilment Form

Signing up for MEDILINQ is easy! Just complete both sides of this enroliment form and return it to MEDILINQ at;
Fax: 832-575-3040 « Mail: PO Box 540985 Houston, TX 77254-0985

1

Band Information

Band Name: Band Manager / Contact Person:
Address: City: State: Zip:
Phone: Email:

2 Choose a Benefit

L] Heaith-E Consumer For Bands: $39.95/month - up to 15 band members

Savings of up to 40% and more at doctors, hospitals, labs, complementary and alternative care providers!
Up to 60% off prescriptions! Up to 40% off general dental care!

3 Add Band Members (Up to 15 band members per membership)

Attach additional pages if needed.

First Name: M.l Last Name:

Birthdate: / / Relationship: D Spouse D Partner D Dependent Gender: D Male D Female
First Name: M.L: Last Name:

Birthdate: / / Relationship: D Spouse D Partner D Dependent Gender: D Male D Female
First Name: M. Last Name:

Birthdate: / / Relationship: D Spouse D Partner D Dependent Gender: D Male D Female
First Name: M.L: Last Name:

Birthdate: A Relationship: D Spouse D Partner D Dependent Gender: D Male D Female
First Name: M.L: Last Name:

Birthdate: / / Relationship: D Spouse D Partner D Dependent Gender: D Male D Female

To complete enrollment, you must fill out and sign backside.

Doc #4000001360816 (Enroliment Form - Band)



PHE Comprol Re 3 200, Houston T 555005
- - - -
Billing Authorization Form

[y —=
All information on this form is required unless otherwise noted u 'c
MEDILINQ, inc. and affiliates have selected MLQuickPay (a service of MLQ Holdings, Inc.) to process payments for membership fees and

medical expenses. Simply complete this authorization form to enjoy the convenience of biling either your credit card or bank account.
The charges you authorize will appear on your monthly statement. You may cancel this billing authorization at any time by calling Client

Services at 1-800-584-1030, Option 2.

4  Membership Fees

MONTHLY MEMBERSHIP FEE: This fee will be charged monthly, and gives the band access to MEDILINQ’s healthcare
networks and tools.

Amount: $39.95 Month to Begin: /
(month/year)

| would like to pay membership fees by:

D Bank Transfer:
Bank Account Type: Bank Routing Number: Bank Account Number:

(checking or savings) (nine digits - get from bank)

(1 Credit cara: () MasterCard J visa () American Express () Discover
Credit Card Number: Expires: Cardholder’s Zip Code (required):

(month/year) (from credit card billing address)

5 Medical Fees

MEDICAL EXPENSES: We must have an account for any medical expenses. When we receive a medical bill for any
band member, we will send a statement. You have 14 days to reject the bill or to provide another bank or credit card
account. After 14 days, we will charge this account:

D Different Bank Transfer
Bank Account Type: Bank Routing Number: Bank Account Number:

(checking or savings) (nine digits - get from bank)

D Credit Card D MasterCard D Visa D American Express D Discover

Credit Card Number: Expires: Cardholder’s Zip Code (required):;
/
(month/year) (from credit card billing address)

By signing this form, | am stating that | understand that:
* In exchange for a membership fee, MEDILINQ, inc. provides access to healthcare networks and tools to help me manage my healthcare expenses.

me promptly.
* Either MEDILINQ, inc or | ¢an cance! this arrangement at any time, with 30 days written notice.
Band Manager’s: Current Date:
Signature: Print Name: / /

Doc #400000226086 (Bilfing Auth - Band)



