
 

 

 

 

ALBANY FIREMED 
PO BOX 490 
ALBANY, OR  97321 
(541) 917-7710 
 Expires June 30 

PAYMENT MUST ACCOMPANY THIS APPLICATION 

Name  Date of Birth  

Address  Phone  

City/State/Zip  
 
Social Security No.  

Street Address (if different than above)  

City  State  Zip  

List eligible family members to be covered by FireMed who you can claim as a federal tax deduction, or dependents living in nursing or adult foster care 
homes. Please list full name, including any last name that is different from the above member’s name. 

Spouse  
Birth 
Date  SS#  

Name  
Birth 
Date  Relationship  

Name  
Birth 
Date  Relationship  

Name  
Birth 
Date  Relationship  

Name  
Birth 
Date  Relationship  

IF CHILDREN HAVE A PRIMARY INSURANCE OTHER THAN MEMBER OR SPOUSE, PLEASE LIST ON SEPARATE SHEET. 

MEDICAL INSURANCE INFORMATION 

MEMBER - Primary Insurance  SPOUSE - Primary Insurance 

   

Address   Address  

GRP No.  ID No.   GRP No.  ID No.  

Secondary Insurance  Secondary Insurance 

   

Address   Address  

GRP No.  ID No.   GRP No.  ID No.  

Auto Insurance    

 COMPANY  AGENT NAME 

I (we) have read the FireMed Agreement on the reverse side and agree to the terms and conditions listed. I 
authorize payment of insurance medical benefits for ambulance service directly to Albany Fire Department 
Ambulance. My signature on this application authorizes Albany Fire Department Ambulance to submit any 
claims or bill any health insurance plan of which I am a member. My signature below indicates that I have 
received a copy of the FireMed Agreement and Albany Fire Department Ambulance Patient Privacy Notice.  

 
X ________________________________________ X_________________________________________ 
 Member’s Signature  Spouse’s Signature 

APPLICATION FOR MEMBERSHIP Payment of $50 by: 

 CHECK 

 Check # ______________  
Please make check payable to 
City of Albany. 

 CASH 

Additional tax-deductible 
contribution: 

 $50   $100  $______ 

For Office Use Only 
 

Membership # 
 
 

Date Received 




