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Dear Neighbor,

This year, more then ever, we are asking you to HELP US...HELP YOU. You not only support Chal-Brit Regional EMS by becoming a
subscription member, but you could also save money if you need help in an emergency. As a subscriber you will not be responsible
for any fee charged by Chal-Brit Regional EMS for 911 emergency ambulance services that are not covered by your insurance.
Non-subscribers will be responsible for charges. Many insurance plans do not cover the full cost of our service, which can range
from $900.00 to $1,700.00 depending on the severity of the emergency.

Chal-Brit Regional EMS is organized under section 501(c)(3) of the Internal Revenue Service and we’re able to accept tax-deductible
contributions. Specific questions regarding the tax deductibility of subscription payments are best answered by your accountant.
Additional contributions above your subscription are tax-deductible and are greatly appreciated!!

The support of our community is essential in keeping YOUR Ambulance Squad a community based non-profit organization.
The members at Chal-Brit Regional EMS sincerely Thank-You for your past generosity and

Reference No.

continued support.
Sincerely,

(" We now offer five levels of Subscription Membership "

Family Plus: Covers all adults and children that reside in
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CHAL-BRIT REGIONAL EMS

C/O AMERICAN HERITAGE FED CREDIT
765 EAST BUTLER PIKE

NEW BRITAIN PA 18901-5307
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PLEASE NOTE: Any and all monies received by
the subscriber from their insurance company for
services provided by Chal-Brit Regional EMS,
must be paid to Chal-Brit Regional EMS. Failure
to do so will result in the immediate termination
of any subscription agreement and you will be
held responsible for payment of all outstanding
balances.

For additional information, call

(215) 822-1308
ext. 418

ks Ypaw Fon Your Sppiont.

AUTHORIZATION

| authorize payment of authorized Medicare Benefits or other insurance benefits to be made on my behalf for any
services furnished by this health care provider. | authorize any holder of medical information or documentation
about me to release to the Health Care Financing Administration and its carrier and agents, as well as this health
service provider, any information or documentation needed to determine these benefits or benefits payable for any
services provided to me by this health service provider now or in the future.

Signature Phone Number Date

PLEASE LIST ALL FAMILY MEMBERS RESIDING AT THIS ADDRESS
TO BE COVERED BY THIS MEMBERSHIP. Date of Birth

Remember: Always wear your seatbelt and make sure children are properly secured.



