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MEDICAL AIR SERVICES ASSOCIATION
.




 
Group: _VI Government - Dept_____________________
Membership Application
Print Only










       Date: ______________
NAME ____________________________________________   DEPENDENTS: Children up to 23 if full time students. 
                                                                                                                                          Up to18 if not students.

         Last
                   First
                  Middle
       
NAME
    
                                   BIRTHDATE
SPOUSE __________________________________________      _____________________________  _______________

            Last
                   First
                  Middle
BIRTHDATE: Member___________ Spouse _____________       _____________________________  _______________







        _____________________________  _______________

MAILING ADDRESS:   




        _____________________________  _______________
_________________________________________________ 
___________________________________V.I.___________    E-MAIL ADDRESS: _____________________________
City

 
        
            Zip Code
PHONE: __________________________________________    SIGNATURE
: ___________________________________






MEMBERSHIP (Choose one)

     TYPE OF MEMBERSHIP

Choose one plan:



 Individual                    Family                                                                
ANNUAL MASA BASIC PLAN MEMBERSHIP FEE

$120.00 

$240.00 
$

ANNUAL MASA USA PLAN MEMBERSHIP FEE 

$240.00

$360.00
$   _________________________________________________________________________________________
INITIATION FEE (First Year Only)
$60.00 ($30.00 IF MEMBER OF A GROUP OF 5 OR MORE)             $      
















Please Check Your Method of Payment:


 1. Charge to:

   VISA or MASTERCARD

  AMERICAN EXPRESS
            DISCOVER

  CARD NUMBER   







          EXPIRATION 
 

         (Initial) _____ I Want Automatic Renewal on my Charge Card

2. Payment Enclosed:
 
CHECK

 MONEY ORDER

    TOTAL AMOUNT PAID $_____________ 


3.          ACH /          PAYROLL DEDUCT – (See Attached)   Account Executive:         John Harper      #9467
* Pre-Existing Conditions Are Covered After 90 Days

         * Upgrades Have a 30 day Waiting Period For Pre-Existing Conditions.






							 Single	 Family


MASA BASIC					$120.00	$240.00		$___________


MASA USA DIRECT				$240.00	$360.00		$___________


HOSPITAL OF CHOICE ZONE 1 			$325.00	$495.00		$___________


HOSPITAL OF CHOICE ZONE 2			$410.00	$645.00		$___________


HOSPITAL OF CHOICE ZONE 3			$495.00	$795.00		$___________


Initiation Fee (waived for VI Gov’t ) 		    $0.00	    $0.00		$_____-0-______            





Hospital____________________ City____________State____	TOTAL		$___________














Members who purchase the “Hospital of Choice” plan will be flown to any medical facility located within the chosen travel zone subject to the terms and conditions of the Member Services Agreement.

















M  E  D  I  C  A  L    A  I  R    S  E  R  V  I  C  E  S    A  S  S  O  C  I  A  T  I  O  N
St. Thomas, VI  P-777-8580 F–777-8480   St. Croix, VI  P- 773-7979 F- 773-7312

