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REPUBLIC AREA HISTORICAL SOCIETY
 

The following forms are for the use by the public if interested in supporting any of the 
following: 

REPUBLIC AREA HISTORICAL SOCIETY 2008 MEMBERSHIP FORM
 
P. o. Box 201, Republic, MI 49879
 

Mail to the address on this form or pay in person to a Society member.
 

Name: _ Phone: _ 

Address: 

Please check one: One adult $5.00__ Couple $10.00__ Student $2.50__ . 
Benefactor $100.00 __ 

Thank You! 

REPUBLIC AREA HISTORICAL SOCIETY PASCOE HOUSE ENDOWMENT FUND 
Contribution Form 

Yes, I would like to support the Pascoe House Endowment Fund. Here is my tax­
deductible donation of: 
___$25 $50 $100 $250 $500 
__Please contact me to discuss other charitable giving options. 

Name: ____.----- _ Phone:_---------- ­

Street Address: _ City: State;__ ZIP__ 

Enclosed is: Check __Money Order Credit Card 
If paying by Credit Card: __Visa __Mastercard __Discover 
Card Number: -- Expiration Date: "'--_--­
Signature: -- ­

Thank You for your support of the Pascoe House Endowment Fund 

PURCHASE AN ENGRAVED BRICK AT THE PASCOE HOUSE MUSEUM IN HONOR OR IN 
MEMORY OF: 

BRICK ORDER FORM 
Two Lines of Printing - 11 characters - $25.00 
Th L·lnes 0 r P · t· 11 Ch aracters - $36.00ree rln IDg­

YourN~e: ~dres~ _ 

City-State-Zip Code: __-------------------------- ­
Telephone No. _
 
Make checks payable to: Republic Area Historical Society, P.O. Box 201, Republic, Mi. and
 
mail to same address.
 



Membership Application For Republic Ambulance "Care Plan" 

(Please Print)
 

Name: Last First Middle
 

Address: Fire 10# Home Phone 

Date of Birth: 

Single: D 
Medicare Number: 

Married D 
Social Security No.: 

Widowed: D 
Retired From: Employer: 

Insurance I Supplemental Insurance 

COIT'lpany Name: 

City: State: 

Policy Number: 

Zip Code: 

DEPENDENTS: 

Name: Last First Middle 

Dependent Social Security or Medicare # Birth Date 

Name: Last First Middle 

Dependent Social Securitv or Medicare # Birth Date 

Name: Last 

Dependent Social Security or Medicare # 

First 

Birth Date 

Middle 

Name: Last First Middle 

Dependent Social Security or Medicare # Birth Date 

I understand that in order for my membership in the Republic Township Ambulance "Care Plan" to be effective, I must use the services 
of the Republic Township Ambulance. I understand that the membership fee per year provides emergency medical service plus 
ambulance transportation at no additional out-of-pocket cost to me, provided it is medically necessary. I authorize Republic Township 
to bill my insurance carrier or third party payer for any customary charges associated with this service. Republic Township agrees to 
accept those payments in full. I further understand that local services other than to and from a hospital are rendered at $235 per trip 
and $8 per loaded mile. Republic Township will also charge for materials used, if any. I also understand that physician authorization is 
required for all routine medical transfers to and from hospitals and that emergency calls have first priority. 

I understand that this membership is nonrefundable and nontransferable. My membership will start April 1, 2008, and will expire March 
31, 2009. The fee for this plan is $15 for one person, $30 for a couple, and $40 for a family. 

I affirm that I have read and agree to the terms of this membership as described above. 

Signature Date: 
Month Day Year 

MEMBERSHIP WILL NOT BECOME EFFECTIVE WITHOUT YOUR SIGNATURE ON THIS APPLICATION 

This is not an insurance program and does not reduce the obligations of any third party payer. Republic Township retains the right to 
bill Medicare, Medicaid and private insurance companies for services provided. This program is subject to changes to Medicare 
reimbursement and may not be changed or terminated without notice. 


