
 

Membership Application - HealthShare Discount Program 
 
 

PATIENT INFORMATION 
 
Patient’s Name: ________________________________________________________________ 
 
Patient’s Birth Date: ______________________________________________________________ 
 
Today’s Date: __________________________________________________________________ 
 

INCOME 
This form verifies income for 12 months. Family income includes combined income of husband, 
wife, and children from the following: salary and wages, earnings from self-employment, social 
security, retirement and pension income, and other sources of income. 

Patient’s Total Family Income $___________________________ 
 

FAMILY SIZE 
Please list the names and date of birth of your spouse and children (ages 26 and under, if any): 
 

Name Date of Birth Name Date of Birth 
1.)   9.)  

2.)   10.)  

3.)  11.)  

4.)  12.)  

5.)  13.)  

6.)  14.)  

7.)  15.)  

8.)  List additional Names on new page 

 
AGREEMENT  

By submitting this application, I affirm that the information above is true and complete. I 
understand that any false statements, omissions, or other misrepresentations made by me on 
this application may result in my immediate dismissal from the HealthShare Discount Program 
and its benefits.  
 
□ I decline providing this information and accept full fees for all services. 

 

Patient Signature or Guardian Signature if 

patient is under 18 

     

 

CVHC Staff Signature   

Slide Eligibility   

 

X 



  

   


