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EMS SUBSCRIPTION   July 1, 2025 – June 30, 2026
AMBULANCE MEMBERSHIP PROGRAM

Name: _____________________________________

 Date of Birth ____/____/_______

Address_________________________________________ SS #______-_____-______

City _________________ State________ Zip ________Phone (          ) ______-________

List the full and correct names of all members of your household other than yourself. Indicate the relation

to yourself, their date(s) of birth and social security numbers, to the best of your knowledge.

NAME                                                   DOB                                       SS#                         RELATION

_____________________________     _______________     ____________________   _______________

_____________________________     _______________     ____________________   _______________

_____________________________     _______________     ____________________   _______________

_____________________________     _______________     ____________________   _______________

____________________________________       ___________________     _________________________    ___________________

List any additional name(s) and information on a separate sheet of paper and affix to this form.

 Insurance Carrier: ______________________Policy #_______________ Group ___________________

                                             (Company Name)

Medicare #__________________________     Medicaid #__________________________________           

List any additional or secondary insurance carriers on a separate sheet of paper and affix to this form.

Is your family covered on your policy? Yes__ No __    Does your spouse have family coverage? Yes __No__
Insurance Claims: This membership plan is not insurance. All insurance, Medicare and Medicaid claims will be processed by this service. All insurance, Medicare & Medicaid will be paid directly to this department. 

ANNUAL FEE $84.00

If you have questions about the coverage area, or additional membership requirements, please call 396-1313
Make Checks Payable to:   City of Skiatook 

                                            P.O. Box 399

                                             Skiatook, Ok. 74070
ANNUAL FEE $84.00

If you have questions about the coverage area, or additional membership requirements, please call 396-1313
Make Checks Payable to: City of Skiatook
P.O. Box 399
Skiatook, Ok. 74070
MEMBERSHIP AGREEMENT AND CONDITIONS

READ CAREFULLY BEFORE SIGNING Membership Fee:
Due to the rising cost of medical care in today's society, the City of Skiatook has devised this plan to limit the out of pocket expense of those persons requiring emergency and non-emergency medical care and transport. The annual fee for this service, for the service period from July 1, 2025 through June 30, 2026 will be $84.00

Insurance claims:
This membership plan is not insurance. All insurance, Medicare and Medicaid claims will be processed by this service.
Medically necessary care and/or transport; Defined:
All services rendered in this agreement, either stated or implied, will be limited to medically necessary. Medically necessary includes, but is not limited to: the care and transport of any bed confined patient requiring transport to or from any appropriate medical facility as defined in the City of Skiatook, City Ordinances . Medically necessary also includes all real emergency care and transport to any appropriate medical facility as defined in the EMS actfor the State of Oklahoma. The City of Skiatook, EMS Department , by law, is limited to an assigned are of coverage. Any request for emergency service outside of this assigned area cannot be supplied by this service, Neither this service, nor the City of Skiatook will be responsible for charges by other EMS agencies when an emergency occurs outside of this coverage area. The City of Skiatook, EMS Department will not be utilized as a Taxi service, Misuse of this service can and will deprive those truly in need of Emergency Medical Care , of the care they need and deserve.

Limitations:
All members of your household, through the effective dates of this agreement are covered. No person not living within your household will be covered.
l, the undersigned, am not less than eighteen (18) years of age and am legally competent to enter into a contractual agreement at this time. I have read and fully understand all aspects of this agreement and hold harmless the City of Skiatook for any and all claims implied or stated in this agreement. I futher agree to abide by any and all requirements and/or limitations implied or stated in this agreement.
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(SIGNATURE)

DATE:
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Make Checks Payable To: City of Skiatook P.O. Box 399 Skiatook, OK  74070
