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Enrollment Form   Marquette General Health Card Membership

The Marquette General Health Card offers a discounted rate on prepaid medical services. This Marquette General Health System benefit program is 
not insurance, nor is it an alternative to or substitution for insurance coverage. Since it is not health insurance, members are responsible for payment 
of the annual subscription fee prior to receiving benefits. Members are also responsible for payment of services received outside the card program’s 
listed prepaid services. If you currently have insurance you should be aware that canceling that policy often makes it difficult to later obtain 
coverage. Marquette General Health System recommends that you speak to your insurance agent or your company’s insurance administrator 
before canceling any health insurance policy for any reason. The Marquette General Health Card can only be used for services provided by 
Marquette General Health System Primary Care Provider Network and affiliated partners. I have read the Marquette General Health Card conditions. 
I acknowledge that I would be responsible for payment of services received outside of the Marquette General Health Card program’s listed prepaid 
services. I agree to the terms and conditions.  

_________________________________________________________________ ____________________________
Signature       Date

Please sign and submit with appropriate membership fee to:

Marquette General Health System - Clinic Administration • 420 W. Magnetic St • Marquette, MI 49855
Fax Number: 906-225-3032

I would like the            ¨ BASIC MEMBERSHIP           ¨ PREMIUM MEMBERSHIP     ̈  PREMIER MEMBERSHIP
                                                            ¨ Individual - $125  
                                                             ̈  Each additional person - $100

I am submitting my membership fee by   ¨ Check ¨ Money Order  ¨ Credit Card
VISA and MasterCard accepted.     ¨ VISA ¨ MasterCard
_______________________________________________ ________________________________ _________________
Name as it appears on credit card (please print) Credit Card Number    Expiration Date
__________________________________________________________ _________________________
Cardholder Signature       Date

Name

Residence Address

Mailing Address

Phone number

Last First Middle

Street Apt #   City State Zip

MI

Household Members Enrolled
Name Date of Birth (MM-DD-YYYY)                

Name Date of Birth (MM-DD-YYYY)                

Name Date of Birth (MM-DD-YYYY)                

Primary Insurance and Supplemental Insurance, if applicable

Primary Insurance and Supplemental Insurance, if applicable

Primary Insurance and Supplemental Insurance, if applicable

Marquette General Health Card Membership Agreement                       www.mgh.org 

How did you hear about us? ¨TV     ¨Radio    ¨Mail    ¨Family    ¨Friend or other     ¨Web

              ¨ Individual - $175
                ¨ Each additional person - $150

¨ Individual - $225
¨ Each additional person - $200

Street Apt #   City State Zip


