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Please read the m
em

bership agreem
ent.  C

om
plete 

and sign the attached application and return it w
ith your

m
em

bership fee. 

•
I understand that the m

em
bership fee for the S St ta ar rS Sa av ve er r m

em
bership 

covers m
y portion of M

edStar’s am
bulance services that are applied to 

co-insurance or deductibles by insurance or M
edicare.  M M

e ed dS St ta ar r w w
i il ll l b bi il ll l

t th he e m m
e em m

b be er r’ ’s s i in ns su ur ra an nc ce e f fo or r a an ny y a am m
b bu ul la an nc ce e s se er rv vi ic ce e. .

•
I understand that one m

em
bership covers those people w

ho perm
anently

reside in m
y household and are included on this application.  A

 spouse
w

ho is being cared for in a nursing hom
e can be covered under the 

applicants m
em

bership provided the nursing hom
e is in the M

edStar 
prim

ary service area.
•

I I u un nd de er rs st ta an nd d t th ha at t M M
e ed di ic ca ai id d r re ec ci ip pi ie en nt ts s a ar re e n no ot t e el li ig gi ib bl le e f fo or r a a S St ta ar rS Sa av ve er r

m m
e em m

b be er rs sh hi ip p p pe er r t th he e H H
e ea al lt th h a an nd d S Sa af fe et ty y C C

o od de e. .
•

I understand that em
ergency transports are fully covered.  A

n "em
ergency"

is an unforeseen m
edical condition w

hich requires urgent and unscheduled
m

edical attention.  T
he absence of such em

ergency treatm
ent could place

the patient’s health in serious jeopardy.
•

I understand that non-em
ergency transports are fully covered if insurance

or other third party coverage provides benefits for the transport (even if
subject to deductible, co-pay or coinsurance).  If no insurance or third
party coverage is available the S St ta ar rS Sa av ve er r 

m
em

ber is charged a reduced
fee (60%

 of M
edStar’s standard non-em

ergency fee).  A
 "non-em

ergency"
is a m

edical transfer in w
hich the patient is being transported for an on

going m
edical problem

 for w
hich he/she is to be seen at the hospital or

requires transport back to his/her hom
e or nursing hom

e residence, 
follow

ing a hospitalization for an acute m
edical problem

.
•

I understand that the follow
ing services are not covered under the

S St ta ar rS Sa av ve er r
program

:  transports to a doctor’ s office, dentist office, physical
therap y center or pharm

acies.  A A
l ls so o n no ot t i in nc cl lu ud de ed d a ar re e t tr ra an ns sp po or rt ts s t to o 

d de es st ti in na at ti io on ns s w w
h hi ic ch h a ar re e n no ot t i in n T T

a ar rr ra an nt t C C
o ou un nt ty y a an nd d r re es sp po on ns se e a an nd d 

a as ss se es ss sm m
e en nt t c ca al ll ls s ( (i i. .e e. . c ca ar re e g gi iv ve en n a at t t th he e s sc ce en ne e, , b bu ut t t th he e p pa at ti ie en nt t w w

a as s n no ot t
t tr ra an ns sp po or rt te ed d) ). .

T
he patient w

ill recei v e a full bill for e xcluded services.

StarSa
ver M

e
m

b
e

rsh
ip

TT
hhiiss iiss aa ccooppyy ooff yyoouurr SSttaarrSSaavveerr aaggrreeeemm

eenntt..  PP
lleeaassee ssaavvee iitt ffoorr yyoouurr rreeccoorrddss..

•
I understand that m

y S St ta ar rS Sa av ve er r m
em

bership does not cover the service
given by other am

bulance providers.
•

I understand that m
y S St ta ar rS Sa av ve er r m

em
bership covers em

ergency and 
non-em

ergency transports by M
edStar to hospitals in Tarrant C

ounty.
Patient preference usually determ

ines the hospital to w
hich the patient is

transported, based on hospital availability and patient’s condition.
H

ow
ever, in cases of life endangerm

ent, the closest appropriate facility
w

ill be used.
•

I understand that m
y S St ta ar rS Sa av ve er r m

em
bership is non-transferable and 

non-refundable.
•

I understand that m
y S St ta ar rS Sa av ve er r m

em
bership is valid for one full year

from
 the tim

e M
edStar receives m

y com
plete and signed m

em
bership

application and paym
ent.  Please allow

 four to six w
eeks for delivery of

your m
em

bership cards.
•

A
S

S
IG

N
M

E
N

T
 O

F
 B

E
N

E
F

IT
S

:
I accept S St ta ar rS Sa av ve er r m

em
bership and

in consideration and paym
ent of the m

em
bership fee, I hereby; A

ssign all
am

bulance benefits that I (or any covered fam
ily m

em
ber) m

ay otherw
ise

be entitled to receive from
 any insurance or other third-party payor for

services provided under m
y S St ta ar rS Sa av ve er r m

em
bership.   A

M
A

A
 w

ill accept
this assignm

ent as paym
ent in full for em

ergency ground transports and
for non-em

ergency ground transports, if insurance or other third-party
payor coverage approves paym

ent for the transport.  I understand that
A

M
A

A
 w

ill file m
y insurance claim

s for each covered person and is 
entitled to receive paym

ent from
 all insurance or other third-party payors

up to the am
ount of M

edStar’s usual charges.  If no insurance or other
third-party payor benefits are available or the services are denied by the
insurance com

pany or other third-party payor for non-em
ergency services

provided by M
edStar, I understand that I w

ill rem
ain responsible for 

paym
ent of M

edStar’s reduced fee for S St ta ar rS Sa av ve er r m
em

bers (60%
 of

M
edStar’s standard non-em

ergency fee).  A
ny insurance or other 

third-party paym
ent that I receive related to M

edStar’s services provided
under m

y S St ta ar rS Sa av ve er r 
m

em
bership shall im

m
ediately be forw

arded to
M

edStar.  I understand that I am
 financially responsible for the services

provided to m
e by M

edStar E
m

ergency M
edical Services, regardless of

insurance coverage.
•

L
IF

E
T

IM
E

 S
IG

N
AT

U
R

E
 A

U
T

H
O

R
IZ

AT
IO

N
:

I authorize and direct
any holder of m

edical inform
ation or docum

entation about m
e to release

to the C
enters for M

edicare and M
edicaid Services and its carriers and

agents, as w
ell as to M

edStar and its billing agents and any other payers 
or insurers, an y inform

ation or docum
entation needed to determ

ine these
benef its or benef its payable for an y services pro vided to m

e by M
edStar

w
hether in the past, no w

 or in the future.  I agree to im
m

ediately rem
it to

M
edStar an y paym

ents that I recei v e directly from
 any source for the 

services provided to m
e and I assign all rights to such paym

ents to 
M

edStar E
m

er genc y M
edical Services.  

•
E

ach household m
em

ber age 18 and over m
ust agree to the above

term
s.  E

ach m
em

ber m
ust therefore sign and date the application

ne xt to this agreem
ent, sho w

ing that he/she has read, under -
stands and agrees to StarSaver term

s.

$55 w
ith Insurance

$110 w
ithout Insurance

IMPORTANT!  Each Member Must Sign.

Are Eligible for Medicaid?   L Yes   L No

________________________________________________________________________
Last Name                                         First Name L  Male

L  Female
________________________________________________________________________
Mailing Address

________________________________________________________________________
City, State  Zip Code

________________________________________________________________________
Home Phone Date of Birth

________________________________________________________________________
Email

________________________________________________________________________
Social Security Number Medicare Number

________________________________________________________________________
Insurance Company Name

________________________________________________________________________
Insurance Company Address

________________________________________________________________________
Insurance Company Phone

________________________________________________________________________
Policy or I.D. Number Group Number

________________________________________________________________________
Insurance Carried Through (Employer, Union, etc.)     Retired L Yes   L No

________________________________________________________________________ 
Name of Insured Policyholder:   L Self   L Spouse   L Other

________________________________________________________________________ 

Signature (Head of Household)

Are Eligible for Medicaid?   L Yes   L No
________________________________________________________________________
Last Name                                         First Name L  Male  L  Female

________________________________________________________________________ 
Home Phone Date of Birth

________________________________________________________________________ 
Social Security Number Medicare Number

________________________________________________________________________ 
Insurance Company Name

________________________________________________________________________ 
Insurance Company Address

________________________________________________________________________ 
Insurance Company Phone

________________________________________________________________________ 
Policy or I.D. Number Group Number

________________________________________________________________________ 
Insurance Carried Through (Employer, Union, etc.)     Retired L Yes   L No
________________________________________________________________________ 
Name of Insured Policyholder:  L Self   L Spouse   L Other

________________________________________________________________________ 
Signature (Spouse/Other)

Other   L Child     L Dependent     L Other        

Are Eligible for Medicaid?   L Yes   L No
________________________________________________________________________
Last Name                                         First Name L  Male  L  Female

________________________________________________________________________ 
Home Phone Date of Birth

________________________________________________________________________ 
Social Security Number Medicare Number

________________________________________________________________________ 
Insurance Company Name

________________________________________________________________________ 
Insurance Company Address

________________________________________________________________________ 
Insurance Company Phone

________________________________________________________________________ 
Policy or I.D. Number Group Number

________________________________________________________________________ 
Insurance Carried Through (Employer, Union, etc.)     Retired L Yes   L No
________________________________________________________________________ 
Name of Insured Policyholder:  L Self   L Spouse   L Other

________________________________________________________________________ 
Signature (Child/Dependent/Other)

Survey Information

How did you hear about the StarSaver membership?
L Mail L Friend/Neighbor L Newspaper

L Presentation L Paramedics L Billing Office 

L Other _____________________________________________

Application Instructions

Please print clearly or type all information, sign and
return with your payment.
1. Each applicant must fill out all information

2. Each applicant, age 18 and over, must sign application. 
By signing the application, you acknowledge that you 
have read and understand the agreement and agree to 
the terms of the entire agreement.

3. Be sure to include your payment in envelope with your completed,
signed application.

4. Please DO NOT cut or tear application apart.  Fold in thirds and 
place in the attached envelope with your payment.

5. If there are not enough spaces for all members of your household,
please use another piece of paper and write the applicant’s 
complete information.

L Spouse   L Other        

Method of Payment

L Check L Money Order (Payable to MedStar StarSaver)

L VISA L MasterCard     L Discover  
L Health Savings Account

Debit or Credit Card #

L L L L L L L L L L L L L L L L

Expiration Date L L / L L Card Code L L L
Cardholder Information

________________________________________________________________________
Signature

________________________________________________________________________ 
Address

________________________________________________________________________ 
City, State Zip code

Health Savings Account

________________________________________________________________________ 
Card #

Head of Household L New L Renewal

Other   L Child     L Dependent     L Other        

Are Eligible for Medicaid?   L Yes   L No
________________________________________________________________________
Last Name                                         First Name L  Male  L  Female

________________________________________________________________________ 
Home Phone Date of Birth

________________________________________________________________________ 
Social Security Number Medicare Number

________________________________________________________________________ 
Insurance Company Name

________________________________________________________________________ 
Insurance Company Address

________________________________________________________________________ 
Insurance Company Phone

________________________________________________________________________ 
Policy or I.D. Number Group Number

________________________________________________________________________ 
Insurance Carried Through (Employer, Union, etc.)     Retired L Yes   L No
________________________________________________________________________ 
Name of Insured Policyholder:  L Self   L Spouse   L Other

________________________________________________________________________ 
Signature (Child/Dependent/Other)

MedStar is compliant with HIPAA regulations. 
A copy of our Notice of Privacy Practices is 
available on request, or you may visit our 

website at www.medstar911.org
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Please add a sperate sheet for other household members if necessary

1   2   3   K   SP

Other   L Child     L Dependent     L Other        
Are Eligible for Medicaid?   L Yes   L No

________________________________________________________________________
Last Name                                         First Name L  Male  L  Female

________________________________________________________________________ 
Home Phone Date of Birth

________________________________________________________________________ 
Social Security Number Medicare Number

________________________________________________________________________ 
Insurance Company Name

________________________________________________________________________ 
Insurance Company Address

________________________________________________________________________ 
Insurance Company Phone

________________________________________________________________________ 
Policy or I.D. Number Group Number

________________________________________________________________________ 
Insurance Carried Through (Employer, Union, etc.)     Retired L Yes   L No
________________________________________________________________________ 
Name of Insured Policyholder:  L Self   L Spouse   L Other

________________________________________________________________________ 
Signature (Child/Dependent/Other)

(The three numbers printed on 
the back of your credit card)

StarSaver Application
Information and Instructions
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