
  Achievement
  Chiropractic

Membership #: __________

MEMBERSHIP APPLICATION

Name:  _________________________________________________________________

Address:  _______________________________________________________________

City:  _____________________________ State:  ___________  Zip Code:  _________

Contact Phone #:  ________________________Email:  _________________________

                                                                                                                                                                      

� Individual Membership

� Family Membership (__) # of Family Members

Please list all names of family members below

Name ___________________    Name ____________________

Name ___________________    Name ____________________

Name ___________________    Name ____________________

BILLING INFORMATION

Total Recurring Monthly Membership Cost is $___________

Card #:  _________________CVC #:  _____  Expiration Date:  ___/___

Membership Begins:  _______________

By  signing  below,  Member  authorizes  Achievement  Chiropractic  to  charge  the
credit/debit card presented by the member for all charges incurred by member or
member’s family members for monthly dues and other ancillary charges incurred by
member.

_________________________     ____________________       ______
Member signature         Printed Name                                 Date
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