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CORPORATE MEMBERSHIP ENROLLMENT FORM

EMPLOYER / COMPANY INFORMATION
Company Name: ______________________________________________________
Company Address: ____________________________________________________
City: ________________________ State: ________ Zip: ______________________
Employer Contact Person: ______________________________________________
Title/Position: _________________________________________________________
Phone Number: _______________________________________________________
Email Address: _______________________________________________________
PRIMARY MEMBER / EMPLOYEE INFORMATION
Employee Full Name: _________________________________________________
Date of Birth: _______________Gender: ________ SSN: ____________________
Home Address: ______________________________________________________
City: ________________________ State: ________ Zip: _______________
Primary Phone: _______________________________________________
Secondary Phone: _____________________________________________
Email Address: _______________________________________________
Occupation / Job Title: _________________________________________
Emergency Contact Name: _____________________________________
Emergency Contact Phone: ____________________________________
DEPENDENT INFORMATION
Dependent #1
Full Name: _________________________________________________
Relationship to Employee: ___________________________________
Date of Birth: _____________________________________________
Phone Number: _____________________________________________
Address (if different): _____________________________________


Dependent #2
Full Name: _________________________________________________
Relationship to Employee: ___________________________________
Date of Birth: _____________________________________________
Phone Number: _____________________________________________
Address (if different): _____________________________________


Dependent #3
Full Name: ________________________________________________
Relationship to Employee: ___________________________________
Date of Birth: ______________________________________________
Phone Number: _____________________________________________
Address (if different): ________________________________________
Dependent #4
Full Name: _________________________________________________
Relationship to Employee: ____________________________________
Date of Birth: _______________________________________________
Phone Number: _____________________________________________
Address (if different): ________________________________________

Additional Dependents (if needed)
____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

[bookmark: corporate-membership-fees]CORPORATE MEMBERSHIP FEES
· First Time New Enrollment Fee per Participant: $0.00 (Waived)
· Monthly Participant Fee per Employee: $100.00
· Monthly Participant Fee per Dependent: $75.00
· Monthly Participant Fee per Dependent Family 4+: $50.00

[bookmark: corporate-membership-terms]CORPORATE MEMBERSHIP TERMS
· Corporate Memberships must be paid by the member’s employer on a monthly basis by the 1st of every month.
· Membership becomes active once enrollment is approved and payment arrangements are completed.
· Membership fees are subject to change with written notice.

[bookmark: cancellation-collection-policy]CANCELLATION & COLLECTION POLICY
· Employee cancellation requests must be submitted in writing and emailed to: msuc.businessdept@gmail.com
· Notification of cancellation given during the month will be cancelled at the end of that month.
· A grace period of no longer than 10 days will be provided to the employer. After that time, membership may be cancelled for nonpayment, and any owing balance may be referred to a collection agency.
· A 35% collection fee will be added to the owing balance when the balance is referred to collections, including but not limited to reasonable attorney fees and applicable interest.

[bookmark: X1018e6bce00834a9a757f04576e3aa0a7c1b34f]MORNING STAR URGENT CARE MEMBERSHIP DOES NOT INCLUDE
· Worker’s Compensation
· DOT Physicals
· Vaccinations
· Drug Testing
· Occupational Medicine
· Pre-Employment Physicals

ACKNOWLEDGEMENT & AUTHORIZATION
I certify that all information provided on this form is true and accurate to the best of my knowledge. I understand and agree to the Membership Terms and Conditions listed above.
Employee Signature: ________________________________________________________
Date: ___________________________
Employer Representative Signature: _________________________________________
Date: ___________________________
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