	Chiropractic Plan Enrollment Form	


�
Name	


	last	first	m.i.


	


	street	Apt. #


	


	city	zip	phone


	


	e-mail address	date of birth


Agent 		





Please Send Info on:  �SYMBOL 113 \f "Wingdings"�  Dental Plan  �SYMBOL 113 \f "Wingdings"�  Optical Plan


	�SYMBOL 113 \f "Wingdings"�  Fresh Breath Products


Members Agree to All Terms of Membership


�Please Make Check Payable to:	American Health Network


	P.O. Box 44227,  Phoenix, AZ  85064-4227





	1 year	2 years


	One Person	�SYMBOL 168 \f "Wingdings"�  $ 19.95	�SYMBOL 168 \f "Wingdings"�  $ 34.95


	Entire Family	�SYMBOL 168 \f "Wingdings"�  $ 24.95	�SYMBOL 168 \f "Wingdings"�  $ 44.95





	�SYMBOL 168 \f "Wingdings"� Check	�SYMBOL 168 \f "Wingdings"� Visa	�SYMBOL 168 \f "Wingdings"� Master Card	�SYMBOL 168 \f "Wingdings"�  Discover


	


Credit Card #	Exp. Date


	


Authorization Signature	D
