
                       

 

TO SUBSCRIBE, PLEASE GO TO:  cityofwarrenpa.gov/ambulance-membership 
OR BY MAIL RETURN UPPER PORTION WITH PAYMENT 

 
 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

RETAIN LOWER PORTION AS RECEIPT 

 

2026 CITY OF WARREN AMBULANCE MEMBERSHIP RECEIPT 
 
 
 

2026 ANNUAL AMBULANCE SUBSCRIPTION APPLICATION 
 

                                                  

Check Desired Plan 
  

Individual $38.00  
 

 Senior Individual $33.00  
 

Family $45.00  
 

 Senior Couple $40.00  
 

 
 
 
 
 
 
 
 

 

AUTHORIZATION 
I authorize that payment of authorized Medicare Benefits or other insurance benefits be made on my behalf for any services furnished by the City of Warren Ambulance Service 
(Health Service Provider), or supplier.  I authorize any holder of medical information or documentation about me to release to the Health Care Financing Administration and its 
carrier and agents, as well as Health Service Provider, any information or documentation needed to determine these benefits or benefits payable for any services provided to 
me by Health Service Provider now or in the future.  I understand that I am financially responsible for the services provided to me or my family members by Health Service 
Provider or supplier regardless of my insurance coverage.  I request that payment of authorized Medicare or other insurance benefits be made on my behalf to Health Service 
Provider or supplier or its billing agent for any services provided to me by Health Service Provider or supplier.  I authorize and direct any holder of medical information or 
documentation about me to release to the Center for Medicare and Medicaid Services and its carriers and agents, as well as to Health Service Provider or supplier and their 
billing agents, any information or documentation needed to determine these benefits payable for any services provided to me by Health Service Provider, both now or in the 
future.  A copy of this form is as valid as the original.  I also agree to immediately remit to Health Service Provider any payments that I receive directly from any sources for the 
services provided to me, now or in the future. 

 
SIGNATURE __________________________________________________                                                DATE ________________ 
 

PLEASE LIST BELOW THE NAMES OF THE SUBSCRIBER, YOUR SPOUSE, AND ANY DEPENDENTS  
UNDER THE AGE OF 26 RESIDING IN YOUR HOME, THAT ARE TO BE COVERED. 

Subscriber: 
 

Spouse: 

Dependent: 
 

Dependent: 

Dependent: 
 

Dependent: 

Dependent: 
 

Dependent: 

 

  INFORMATION CALLS ONLY:  
  814-723-2950 

 
  ALL EMERGENCY CALLS:  

  DIAL 9-1-1 
 

     SUBSCRIBER NAME:  _____________________________ 
 
 
 
 
 
 
 

EXPIRES DECEMBER 31, 2026 

Payment Type: (Note:  Credit Card Convenience Fee of 3.5% Applies) 

   MasterCard                                 Discover 

   Visa             American Express 

   Check / No. _________     
Amount Paid: __________        Date Paid: _________  

  
  
 

PLEASE COMPLETE THE INFORMATION AND NOTE ANY CORRECTIONS 
BELOW 

E-Mail: _____________________________________       Phone Number: ___________________________________   

 

MAKE CHECK PAYABLE TO:  

CITY OF WARREN 

314 WEST THIRD AVENUE 

WARREN, PA  16365 


