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Mailing Address _____________________________________  City _______________
Date of Birth ______________________  Phone # ________________________  E-Ma

Allow 2 to 3 weeks for receipt of your Membership Kit and I.D. car

                  
 

Payment Authorization 
  **In order to process your application for the USA Savers Association/American Medical Access Plan, you must se
 

            DIRECT DEBIT AUTHORIZATION                           CREDIT CA
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 

 
 
Other Persons in Household 

First Name M.I Last Name Date of Birth 
     
     
     
     

Dues for the association membership are $23.00 per Member per month for the Gold Plan. (

As a member of the USA Savers Association I am eligible to register for the limited medical benef
imitations, exclusions, or waiting periods. 

To insure uninterrupted benefits, I authorize the automatic renewal of my members
   
                                   SIGNATURE                                     

 
 

Applicant’s Signature as Named Above                                       

Representative                                       

            MEMBERSHIP APPLICATION
 
Name                                                 
SS#                                          

***You must complete the informa
Remember that a monthly 3% cr
premium.  This form must accompa
 
I hereby authorize American B
called COMPANY, to initiate
entries and adjustments to my 
authority is to remain in full 
written notification from me (o
in such manner as to afford CO
 
 
 
CREDIT CARD TYPE:          
 
EXPIRATION DATE: _____
 
CREDIT CARD #:  
 
 

 
 
 
 
 
 
 
_________________________
CUSTOMER Signature         

***You must complete the information below to activate the direct debit payment feature.
Remember that a monthly 3% direct debit fee will be added to your total premium.   This
form must accompany the application.***   
 
I hereby authorize American Benefit Administrative Services, Inc., hereinafter
called COMPANY, to initiate debit entries and to initiate, if necessary credit
entries and adjustments to my (our) account indicated below and the financial
institution named below, hereinafter called DEPOSITORY, to credit and/or
debit the same to such amount.  This authority is to remain in full force and
effect until COMPANY has received written notification from me (or either of
us) of its termination in such time and in such manner as to afford COMPANY
and DEPOSITORY a reasonable opportunity to act on it. 
 
BANK NAME: __________________________________________________
 
BANK ADDRESS: _______________________________________________
 
_______________________________________________________________
 
ROUTING NUMBER: ___________________________________________
 
A    

CCOUNT NUMBER: ___________________________________________

     
   *Due to the time required for Company and bank processing, allow 1-2 weeks for processing*  
 
____________________________________________          ______________
CUSTOMER Signature                                                         DATE 

Important! Check type of account: 
    (   )Checking     (   )Savings 
 

 

    
              
  State _______  Zip _________ 
il  ________________________ 

d. 

lect one of the following payment options** 

RD AUTHORIZATION 

Relationship 

Member’s Family included)   

its plans offered, which may include 

hip upon expiration. 

    DATE 

      Date 

      Date 

tion below to activate the credit card payment feature.
edit card processing fee will be added to your total
ny the application.***   

enefit Administrative Services, Inc., hereinafter
 debit entries and to initiate, if necessary credit
(our) credit card account indicated below.  This
force and effect until COMPANY has received
r either of us) of its termination in such time and
MPANY a reasonable opportunity to act on it. 

       Visa                 MasterCard    

_______ / ____________ / ________________

 

___________________          ______________
                                                DATE 



USA Savers Association                               Membership Benefits USA Savers Association                               Membership Benefits 
  
 

   Prescription Drug Program1       24 Hour Nurse Hotline 
    Dental Care2         VIP Health & Wellness 
    Physician Visit & Hospital3       Hearing Aid Program 
    Phone-A-Doc4         Medical Records Storage 
    Legal Services         Vision Care 
 
 

gold23 

• This plan is NOT insurance. 
 
• The discount medical benefits are complimentary with the association membership.  
• Discount Medical Plan Organization:  

      New Benefits, Ltd., 14240 Proton Rd., Dallas, TX 75244.  (800) 800-7616.   
      www.locateproviders.com 

• The American Medical Access Plan is not available in CA, CT, HI, NJ, NY, IN, ID,
MD, MN, MT, OR, SD, WA, WV. 

1  Pharmacy discounts are Not insurance, and are Not intended as a substitute for   
   insurance.    
2  Dental benefit is not available to VT Residents.   
3  Hospital Discounts Not available in MD.   
4  Phone-A-Doc is not available for use in SC & OK.  Phone-A-Doc does not 
  prescribe DEA controlled substances or lifestyle drugs 
 


