South Country Health Alliance
BeActive™
Enrollment Form

NIHCA

SOUTH QOUNTRY
HEALTH ALLIANCE

National Independent Health Club Association B%"?W’?’ Wellyess Home

Name of SCHA Member

SCHA Member ID# Date of Birth / /
Address
City State Zip
Home Phone Work Phone

E-Mail

For Office Use ONLY:
Health Club Name
Health Club Member

00 New Enrollment (1 Change in Insurance/Employer Info [ Change in Bank Account Info
Club #

Monthly Average Dues $

Member Initials:

A. Tunderstand I must have a paid gym membership and workout zero (0) to four (4) days* per calendar month to receive up
to $20 credit towards my health club monthly membership fee. I also understand my workout must happen inside the facility
and/or within that facilities’ supervised programming. Only one workout per day qualifies.

B. I understand there will be a period of time between the completed month and the applied credit. Example: Work out 8
days* in January, verified in February, credit applied to health club account in March.

C. I understand the credits issued cannot exceed the total monthly membership fees for the month the credit is applied.

D. I understand that canceling my membership will result in the loss of any unapplied credits. All applied credits will be
reimbursed, by the health club, to the out-going member.

E. I understand that it is my responsibility to ensure that my visit is recorded at the time of my workout.

Signature Date / /

*The four (4) days requirement applies to members enrolled in MSC+, SingleCare and SharedCare . There is no minimum requirement for
members enrolled in SeniorCare Complete or AbilityCare. However, all members are asked to record their attendance at their health club for
each workout completed.

Member Authorization of Credit:
Type of Account:
[0 Checking (attach voided check below)

Sample SCHA Card:

IMPORTANT:

A photocopy of your
member ID card is
required with this

] Savings (attach savings deposit slip below)

1 Name: John Doe DoB: 010111949

| ID: G1234567801 Issue Date: 0110112024 enrollment form. If at
Routing Number fssuer. 60480 any time your member
Account Number | SveType: MedalDenfalRx ID card information

1 Care Type: SCHAMSC+

Bentai Hletwk: MN Select Dental changes, please update

the health club to ensure

Medicaid RxPCN: 06180000
Medicaid Rx BIN: 019595

. .

E PMI# 12345678

I:ILEEI.EE.'?E':III: ILE?: LE?:I.EE.III' IDDD LI

| L check Number
Account Number

Routing Number

credit application.

| authorize the above health club to process credit entries to the account indicated above. This authorization will
remain in effect until | notify the above health club to discontinue the electronic deposits of funds.

Signature Date /

4695



