
 NATIONAL ASSOCIATION FOR MEDICAL & DENTAL, INC. 
Membership Enrollment Form  NA245D 

 
Last Name: 
 
 
 

First Name: M.I. Social Security Number: 

Home Address: 
 
 

City( Complete Name): State: Zipe Code: 

Sex 
 

     Male           Female 

Date of    Month       Date         
Year 
Birth:   

Home Phone: 
(          ) 

Work Phone: 
(        ) 

Email: 

SPOUSE
/CHILD 

M/F Last Name First Name M.I. Date of Birth 

      

      

      

      
Please select your payment option ( annual or monthly) and provide the information  

 

Monthly Payment   Draft Date (CIRCLE ONE):         1st                     10th                      of each month 

By Automatic Bank Acount Draft:         □    Checking Account       □     Savings Account     □   Credit Card 

Bank Name:                                                                                      MC      VISA      DIS     AMEX 

Branch Routing Number:                                                 CARD#     

Account Number:                                                                             EXP. DATE:                       

 NAME ON  ACCOUNT OR CREDIT CARD:: 

PLEASE CHECK ONE OF THE FOLLOWING    3 digit code: 
Subscriber Only 

 $ 39.95 
Subscriber and One  
Dependant $ 57.95 

  Subscriber and  
Family $ 79.95 

One Time Enrollment 
 Fee $ 55.00 

TOTAL AMOUNT OF ENCLOSED CHECK: $  

I UNDERSTAND THAT THE INITIAL TERM OF MY GROUP MEMBERSHIP CONTRACT IS FOR 6 MONTHS. I HEREBY AUTHORIZE HCNM, INC. TO DEBIT 
THE BANK ACCOUNT OR CREDIT CARD EACH MONTH AS NOTED ABOVE. I UNDERSTAND THAT THE AMOUNT OF MY PREEMIUM WILL BE 
DEDUCTED FROM MY ACCOUNT. 

Signature:X                                                                                        Date: 

 

Annual Payment 
PLEASE CHECK ONE OF THE FOLLOWING 

Subscriber Only 
$ 479.40 

Subscriber and One 
Dependant $ 695.40 

  Subscriber and 
Family $ 959.40 

One Time Enrollment  
Fee $ 55.00 

TOTAL AMOUNT OF ENCLOSED CHECK: $  

Make Checks Payable to :          HCNM, Inc. 
Administered by:  Health Care National Marketing, Inc. 

8024 Spring Hill Drive , Spring Hill, FL 34606 
                                           (Mail all applications to the Spring Hill, FL  address) 

 
Enrollers Name: WILL SMITH # A513 
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