
APPLICATION
F o r  M e m b e r s h i p

Name (Last, First, Middle)
(When a man is applying with his wife and/or children, his name must go here)

Birthdate (Month/Day/Year) Height Weight Sex

Street Address or P.O. Box piZetatSytiC

eltiT/noitapuccOreyolpmErebmuN ytiruceS laicoS

liam-EenohP kroWenohP emoH

Spouse Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Street Address or P.O. Box piZetatSytiC

eltiT/noitapuccOreyolpmErebmuN ytiruceS laicoS

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

Child Name (Last, First, Middle)

Birthdate (Month/Day/Year) Height Weight Sex

(          ) (          )

1

Social Security Number

Social Security Number

Social Security Number

Social Security Number

Social Security Number

Social Security Number



I. CURRENT MEDICAL STATUS
A. Is anyone applying currently pregnant, suspect they are, or did anyone

applying deliver in the last 30 days? YES NO

B. Is there any medical treatment currently pending or planned?

YES NO

C. Does anyone applying currently have any disabilities or handicaps?
(e.g.,  physical, mental or learning) YES NO

D. Is anyone applying currently taking any prescription medications?
YES NO

II. 3-YEAR MEDICAL HISTORY
A. In the last 3 years, has anyone applying had any other symptoms,

medication, treatment, hospitalization, illness or injury? YES NO

III.10-YEAR MEDICAL HISTORY - In the last 10 years, has anyone
applying been treated for or had tests, diagnosis or symptoms for or
pertaining to the following:

A. Infections or parasitic diseases? (e.g., cholera, typhoid, hepatitis, venereal
disease, or any other disease caused by bacteria, virus, parasites or fungus or
associated with any other micro-organisms) YES NO

B. Nutritional deficiencies? (e.g., malnutrition, or any kind of vitamin
deficiency) YES NO

C. Metabolic or immunity disorders? (e.g., metabolism of proteins, minerals,
lipids, enzymes or disorders of fluids, electrolytes, acid-base balance or
obesity) YES NO

D. Diseases, conditions or parts of the blood or blood forming organs?
(inflammation, anemia, coagulation defects, bleeding conditions,
hyperspleenism or large spleen, or any blood defects) YES NO

E. Psychological conditions? (e.g., anorexia/belemia, alcohol or drug
dependence or mental handicap) YES NO

F. Diseases, conditions or parts of the nervous system or sense organs?
(e.g., brain, spinal cord, eyes, meningitis, myelitis, Parkinson's disease,
multiple sclerosis, palsy, glaucoma, cataract, narcolepsy, dizziness, epilepsy,
or convulsions) YES NO

G. Diseases, conditions or parts of the respiratory system? (e.g., lungs,
inflammation, edema, emphysema, asthma, asbestosis, pleurisy, pneumonia,
pneumothorax, difficulty breathing, or pulmonary fibrosis) YES NO

H. Diseases, conditions or parts of the digestive system? (e.g., mouth,
esophagus, stomach, intestinal tract, rectum, anus, pancreas, liver, gall
bladder, problems swallowing, dyspepsia, ulcer, diverticula, hernia,
appendicitis, colitis, fissures or fistulas, abscesses, polyp, leukoplakia,
bleeding or inflammation) YES NO

I. Diseases, conditions or parts of the genital or urinary systems? (e.g.,
kidney, bladder, genitalia, prostate, stone, cyst, inflammation, infertility or
blood or pus in urine) YES NO

J. Diseases, conditions or parts of female organs, or complications of
pregnancy, delivery, or post-delivery? (e.g., uterus, tubes, cervix, any
pregnancy, delivery or post-delivery complications, abnormal bleeding,
inflammation, unusual menstrual cycle, or endometriosis) YES NO

K. Diseases, conditions or parts of the skin—on or beneath the skin?
(e.g., any inflammation, itching, abnormal growth, rashes, psoriasis, or
ulcers) YES NO

L. Diseases, conditions or parts of the muscle or skeletal system? (e.g.,
joints, arthritis, sclerosis, sicca syndrome, myopathy atrophy, rheumatism,
fibrositis, back pain, bone/marrow infections, osteoporosis, gout, bursitis,
inflammation or any other muscular or bone condition) YES NO

M.Adverse prenatal or postnatal conditions pertaining to fetus or infant?
(e.g., hemorrhages, spine or nerve injury, asphyxia, massive aspiration
syndrome, hypoxia, rubella, cytomegalovirus, hematological disorders,
neonatal diabetes, HIV positive or drug dependency) YES NO

N. Other ill-defined conditions abnormalities or other unusual signs,
symptoms or conditions not addressed elsewhere? (e.g., pain or
inflammation, allergies, abnormal weight loss/gain, headaches, coma,
clubbing of fingers, eating disorder, abnormal bleeding, gangrene, unusual
enlargement, inflammation or hardening of any body part or tissues,
chronic fatigue, intestinal bypass, loss of limb, or immune deficiency)

YES NO

O. Injury or poisoning? (e.g., fractures, dislocations, sprains, internal injuries,
amputations, deep contusions, third-degree burns or burns with complications,
lead poisoning, frostbite, asbestos or radiation exposure) YES NO

P. Has anyone applying used alcohol, tobacco, or harmful or illegal
drugs in the last 10 years? YES NO

IV.LIFETIME MEDICAL HISTORY - Has anyone applying EVER
been treated for or had tests, diagnosis, or symptoms for or pertaining to any
of the following:

A. Cancer, tumor or abnormal benign growth? (e.g., leukemia, breast or
other lump, Hodgkin's disease, or lipoma or lymphoma) YES NO

B. Diseases, conditions or parts of the endocrine system? (e.g., thyroid,
parathyroid, pituitary, thymus, adrenal glands, ovaries, testes, pancreatitis,
diabetes or swelling or inflammation) YES NO

C. Schizophrenia, paranoia or psychosis? YES NO

D. Diseases, conditions or parts of the circulatory system? (e.g., heart,
arteries, veins, capillaries, lymphatic system, swollen lymph nodes, chest
pains, heart murmur/disease/attack, rheumatic fever, hypertension/elevated
blood pressure, stroke, or varicose veins) YES NO

E. Congenital birth defects? (e.g., spina bifida, hydrocephalus, cleft palate,
Hirschsprung's disease, Down's syndrome, deformed or missing limb or
body part, genetic defects of blood cells or muscular dystrophy or any other
form of dystrophy) YES NO

F. Chronic or incurable diseases or conditions; diseases, conditions or
parts of the immune system? (e.g., malaria, hepatitis, shingles, diabetes,
hypoglycemia, lupus, tuberculosis, Crohn's disease, rheumatoid arthritis,
AIDS/HIV or other chronic sexually transmitted disease) YES NO

G. Has anyone applying ever had a surgical operation or hospitalization?
(e.g., cesarean section, tonselectomy or appendectomy) YES NO

H. Has anyone applying ever been advised to have a surgical operation or
be hospitalized and not done so? YES NO

I. Has anyone applying ever had an implant, prosthesis or monitoring
device? (e.g., breast, chin, pins or plates) YES NO

J. Does anyone applying have a family medical history of diabetes, cancer,
or heart problems? (e.g., grandparents, parents, siblings) YES NO

APPLICATIONMEDICAL HISTORY QUESTIONNAIRE

2

INSTRUCTIONS:Answer each question for every person applying, including children, and for the entire time period specified. Examples given (e.g.) are for
illustrative purposes only and are not all inclusive. Any past or present symptoms significant enough to mention to a physician must be noted on the
application. Upon discovery, inaccurate or untruthful responses may result in a retro-active exclusion of a condition or a retro-active denial of an applicant.
“YES” answers will not necessarily cause an applicant to be rejected, but will require further information on the Medical History Explanation page.



C O R R E C T E X A M P L E

I N C O R R E C T E X A M P L E

MEDICAL HISTORY EXPLANATION APPLICATION

Question
Number Person Affected

What is it? Date that
it Started

Date of
Recovery

(if applicable)

Was
Recovery

Complete?
Types of Treatment Given, and Medications Prescribed

Condition, Injury, Symptom, or Diagnosis

B Mr. Doe blood pressure 1993 N/A N/A prescription

I. B. John Doe high blood pressure 4/93 none
no,

ongoing

40 mg
Atenol

once a day

3

If you answered “YES” to any question in the Medical History Questionnaire (page 2), explain further using the chart below. Be sure to use the
“correct’ example as your guide. You may include explanations for all family members on this page, or make copies and use separate pages for each
family member. Additional space is provided on the back side of this page.







I. CURRENT MEDICAL STATUS
A. Is anyone applying currently pregnant, suspect they are, or did anyone


applying deliver in the last 30 days? YES NO


B. Is there any medical treatment currently pending or planned?


YES NO


C. Does anyone applying currently have any disabilities or handicaps?
(e.g.,  physical, mental or learning) YES NO


D. Is anyone applying currently taking any prescription medications?
YES NO


II. 3-YEAR MEDICAL HISTORY
A. In the last 3 years, has anyone applying had any other symptoms,


medication, treatment, hospitalization, illness or injury? YES NO


III.10-YEAR MEDICAL HISTORY - In the last 10 years, has anyone
applying been treated for or had tests, diagnosis or symptoms for or
pertaining to the following:


A. Infections or parasitic diseases? (e.g., cholera, typhoid, hepatitis, venereal
disease, or any other disease caused by bacteria, virus, parasites or fungus or
associated with any other micro-organisms) YES NO


B. Nutritional deficiencies? (e.g., malnutrition, or any kind of vitamin
deficiency) YES NO


C. Metabolic or immunity disorders? (e.g., metabolism of proteins, minerals,
lipids, enzymes or disorders of fluids, electrolytes, acid-base balance or
obesity) YES NO


D. Diseases, conditions or parts of the blood or blood forming organs?
(inflammation, anemia, coagulation defects, bleeding conditions,
hyperspleenism or large spleen, or any blood defects) YES NO


E. Psychological conditions? (e.g., anorexia/belemia, alcohol or drug
dependence or mental handicap) YES NO


F. Diseases, conditions or parts of the nervous system or sense organs?
(e.g., brain, spinal cord, eyes, meningitis, myelitis, Parkinson's disease,
multiple sclerosis, palsy, glaucoma, cataract, narcolepsy, dizziness, epilepsy,
or convulsions) YES NO


G. Diseases, conditions or parts of the respiratory system? (e.g., lungs,
inflammation, edema, emphysema, asthma, asbestosis, pleurisy, pneumonia,
pneumothorax, difficulty breathing, or pulmonary fibrosis) YES NO


H. Diseases, conditions or parts of the digestive system? (e.g., mouth,
esophagus, stomach, intestinal tract, rectum, anus, pancreas, liver, gall
bladder, problems swallowing, dyspepsia, ulcer, diverticula, hernia,
appendicitis, colitis, fissures or fistulas, abscesses, polyp, leukoplakia,
bleeding or inflammation) YES NO


I. Diseases, conditions or parts of the genital or urinary systems? (e.g.,
kidney, bladder, genitalia, prostate, stone, cyst, inflammation, infertility or
blood or pus in urine) YES NO


J. Diseases, conditions or parts of female organs, or complications of
pregnancy, delivery, or post-delivery? (e.g., uterus, tubes, cervix, any
pregnancy, delivery or post-delivery complications, abnormal bleeding,
inflammation, unusual menstrual cycle, or endometriosis) YES NO


K. Diseases, conditions or parts of the skin—on or beneath the skin?
(e.g., any inflammation, itching, abnormal growth, rashes, psoriasis, or
ulcers) YES NO


L. Diseases, conditions or parts of the muscle or skeletal system? (e.g.,
joints, arthritis, sclerosis, sicca syndrome, myopathy atrophy, rheumatism,
fibrositis, back pain, bone/marrow infections, osteoporosis, gout, bursitis,
inflammation or any other muscular or bone condition) YES NO


M.Adverse prenatal or postnatal conditions pertaining to fetus or infant?
(e.g., hemorrhages, spine or nerve injury, asphyxia, massive aspiration
syndrome, hypoxia, rubella, cytomegalovirus, hematological disorders,
neonatal diabetes, HIV positive or drug dependency) YES NO


N. Other ill-defined conditions abnormalities or other unusual signs,
symptoms or conditions not addressed elsewhere? (e.g., pain or
inflammation, allergies, abnormal weight loss/gain, headaches, coma,
clubbing of fingers, eating disorder, abnormal bleeding, gangrene, unusual
enlargement, inflammation or hardening of any body part or tissues,
chronic fatigue, intestinal bypass, loss of limb, or immune deficiency)


YES NO


O. Injury or poisoning? (e.g., fractures, dislocations, sprains, internal injuries,
amputations, deep contusions, third-degree burns or burns with complications,
lead poisoning, frostbite, asbestos or radiation exposure) YES NO


P. Has anyone applying used alcohol, tobacco, or harmful or illegal
drugs in the last 10 years? YES NO


IV.LIFETIME MEDICAL HISTORY - Has anyone applying EVER
been treated for or had tests, diagnosis, or symptoms for or pertaining to any
of the following:


A. Cancer, tumor or abnormal benign growth? (e.g., leukemia, breast or
other lump, Hodgkin's disease, or lipoma or lymphoma) YES NO


B. Diseases, conditions or parts of the endocrine system? (e.g., thyroid,
parathyroid, pituitary, thymus, adrenal glands, ovaries, testes, pancreatitis,
diabetes or swelling or inflammation) YES NO


C. Schizophrenia, paranoia or psychosis? YES NO


D. Diseases, conditions or parts of the circulatory system? (e.g., heart,
arteries, veins, capillaries, lymphatic system, swollen lymph nodes, chest
pains, heart murmur/disease/attack, rheumatic fever, hypertension/elevated
blood pressure, stroke, or varicose veins) YES NO


E. Congenital birth defects? (e.g., spina bifida, hydrocephalus, cleft palate,
Hirschsprung's disease, Down's syndrome, deformed or missing limb or
body part, genetic defects of blood cells or muscular dystrophy or any other
form of dystrophy) YES NO


F. Chronic or incurable diseases or conditions; diseases, conditions or
parts of the immune system? (e.g., malaria, hepatitis, shingles, diabetes,
hypoglycemia, lupus, tuberculosis, Crohn's disease, rheumatoid arthritis,
AIDS/HIV or other chronic sexually transmitted disease) YES NO


G. Has anyone applying ever had a surgical operation or hospitalization?
(e.g., cesarean section, tonselectomy or appendectomy) YES NO


H. Has anyone applying ever been advised to have a surgical operation or
be hospitalized and not done so? YES NO


I. Has anyone applying ever had an implant, prosthesis or monitoring
device? (e.g., breast, chin, pins or plates) YES NO


J. Does anyone applying have a family medical history of diabetes, cancer,
or heart problems? (e.g., grandparents, parents, siblings) YES NO


APPLICATIONMEDICAL HISTORY QUESTIONNAIRE


2


INSTRUCTIONS:Answer each question for every person applying, including children, and for the entire time period specified. Examples given (e.g.) are for
illustrative purposes only and are not all inclusive. Any past or present symptoms significant enough to mention to a physician must be noted on the
application. Upon discovery, inaccurate or untruthful responses may result in a retro-active exclusion of a condition or a retro-active denial of an applicant.
“YES” answers will not necessarily cause an applicant to be rejected, but will require further information on the Medical History Explanation page.








C O R R E C T E X A M P L E


I N C O R R E C T E X A M P L E


MEDICAL HISTORY EXPLANATION APPLICATION


Question
Number Person Affected


What is it? Date that
it Started


Date of
Recovery


(if applicable)


Was
Recovery


Complete?
Types of Treatment Given, and Medications Prescribed


Condition, Injury, Symptom, or Diagnosis


B Mr. Doe blood pressure 1993 N/A N/A prescription


I. B. John Doe high blood pressure 4/93 none
no,


ongoing


40 mg
Atenol


once a day


3


If you answered “YES” to any question in the Medical History Questionnaire (page 2), explain further using the chart below. Be sure to use the
“correct’ example as your guide. You may include explanations for all family members on this page, or make copies and use separate pages for each
family member. Additional space is provided on the back side of this page.








ACKNOWLEDGEMENTS,
STANDARDS AND COMMITMENTS APPLICATION


4


ACKNOWLEDGMENTS


I understand that the Program is not insurance but is a voluntary medical
expense sharing program, and that there are no representations, promises, or
guarantees that my medical expenses will be paid.  I also understand that
payment for medical expenses does not come from an insurance company, but
from the membership according to the Guidelines and Program Escrow
Instructions.


I understand that acceptance into the Program is not an entitlement but a
privilege based, in part, on the medical history information I provide in this
application.  I also understand that any medical condition that is inquired
about but not disclosed on this application, whether meeting the definition of
a pre-existing condition or not, and then discovered after my membership is
effective will be treated as if it had been disclosed at the time of application by
applying the governing standards set forth in the Membership Eligibility
Manual retroactively to my effective date of membership.


I understand that failure to uphold my commitments (shown under
COMMITMENTS on this page) and to abide by the Statement of  Standards
may result in termination of my membership and ineligibility of my medical
expenses.


I understand that the Guidelines in effect on the date of medical services
supersede any spoken or verbal communication and all previous versions of
the Guidelines.  I also understand that with notice to the general membership
the Guidelines may change at any time based on the preferences of the
membership, and decisions, recommendations and approval of the Board of
Trustees.


I understand that the Guidelines are not a contract and do not constitute a
promise or obligation to pay, but instead are for Altrua HealthShare’s reference
in following the Program Escrow Instructions.  I also understand that the
Guidelines are part of and incorporated into this Altrua HealthShare
Application as if appended to it.


I understand that each child must be a dependent to participate on their
parent’s membership.  I also understand that eligibility for the Program for
anyone, a dependent or otherwise, is based on the Guidelines and that
continued payment of monthly shares does not extend an ineligible
participant’s membership.


I understand that the $100 annual membership fee will be refunded
automatically if all individuals on my application are declined for membership
in the Program or if I withdraw my application prior to my membership
effective date. I also understand that the annual membership fee will not be
refunded if, in the course of applying for membership, I fail to respond to
written or verbal inquiries from Altrua HealthShare for more than sixty days.
I also understand that the $25 donation to Altrua HealthShare's Sharing
Alliance is non-refundable.  


I understand that monthly share amounts are based on operating and medical
expenses and the total number of members and that monthly shares are
figured on a periodic basis as needed and are subject to change at any time.  I
also understand that the payment of my monthly shares is voluntary and that
I am not obligated in any way to send any money.   I also understand that if
I receive monthly shares for my medical expenses, my name and address will
be reported to the contributor of those monthly shares.


I understand that the Program does not pre-authorize medical procedures or
treatment and that verification of eligible medical expenses occurs only after
charges are incurred.


STATEMENT OF STANDARDS


Because of my biblical convictions,  I choose to live a clean and wholesome
life, and share the following standards and convictions with members of
Altrua HealthShare: 


I believe in keeping my body clean with proper nutrition and consuming
foods in moderation.  I believe that the use of tobacco, illicit drugs, and 
excessive alcohol consumption is harmful to body and soul.  I do not currently
use and have not used tobacco or illegal drugs in the past 12 months.


According to the word of God sexual relations outside the bond of marriage
between a man and a woman are morally wrong.


I believe that abortion is wrong, except in special circumstances such as rape
or serious injury to the mother, and then, only after careful consideration by
all concerned.


I believe that I am obligated to provide and care for my family and that abuse
of any kind of a family member or anyone else is wrong.


I currently meet each of these standards in my daily life and will continue to
do so.


COMMITMENTS


I have read and understand the Guidelines and accept them as the governing
document for determining eligibility of my, or anyone else’s medical expenses
submitted to Altrua HealthShare. 


I further agree to hold Altrua HealthShare and its trustees, officers, employees,
representatives and service providers harmless, and to limit any dispute I may
have over the eligibility of my, or anyone else’s medical expenses to the appeal
procedure described in the Guidelines.


So as not to take advantage of my fellow members, I have answered all
questions in this application in good faith, truthfully, completely and
accurately.


In recognition of the voluntary nature of the Program, I hereby promise that
in the event of a disagreement over the payment of my or anyone else’s medical
expenses, my dependents and I will bring no legal claim, demand or suit of
any kind for unpaid medical expenses, but will follow the appeal and
mandatory mediation procedure described in the Guidelines. I and my
dependents also accept and appoint Altrua HealthShare as the final authority
on the interpretation of the Guidelines and Membership Eligibility Manual
and, agree to indemnify and hold harmless Altrua HealthShare and its
trustees, officers, employees, representatives and service providers from any
damages or expenses, including legal fees, arising from any breach of these
promises, from any failure to follow the Guidelines, or from any failure to
provide accurate, complete and honest information to Altrua HealthShare.  


I understand that the Membership is not insurance but is a voluntary medical 
expense sharing program, and that there are no representations, promises, or 
guarantees that my medical expenses will be paid.  I also understand that 
payment for medical expenses does not come from an insurance company, but 
from the membership according to the Guidelines and Membership Escrow 
Instructions. 


I understand that the Guidelines are not a contract and do not constitute a 
promise or obligation to pay, but instead are for Altrua HealthShare’s reference 
in following the Membership Escrow Instructions.  I also understand that the 
Guidelines are part of and incorporated into this Altrua HealthShare 
Application as if appended to it.


I understand that each child must be a dependent to participate on their 
parent’s membership.  I also understand that eligibility for the Membership for 
anyone, a dependent or otherwise, is based on the Guidelines and that 
continued payment of monthly contributions does not extend an ineligible 
participant’s membership.


I understand that the $100 annual membership fee will be refunded 
automatically if all individuals on my application are declined for membership 
in the Membership or if I withdraw my application prior to my membership 
effective date.  I also understand that the annual membership fee will not be 
refunded if, in the course of applying for membership, I fail to respond to 
written or verbal inquiries from Altrua HealthShare for more than sixty days. 
I also understand that the $25 donation to Altrua HeatlthShare’s Sharing 
Alliance is non-refundable.


I understand that monthly contribution amounts are based on operating and 
medical expenses and the total number of members and that monthly contributions 
are figured on a periodic basis as needed and are subject to change at any time.  
I also understand that the payment of my monthly contributions is voluntary 
and that I am not obligated in any way to send any money.  I also understand 
that if I receive monthly contributions for my medical expenses, my name and 
address will be reported to the contributor of those monthly contributions.


I understand that the Membership does not pre-authorize medical procedures 
or treatments and that verification of eligible medical expenses occurs only 
after charges are incurred.


I understand that acceptance into the Membership is not an entitlement but a 
privilege based, in part, on the medical history information I provide in this 
application.  I also understand that any medical condition that is inquired 
about but not disclosed on this application, whether meeting the definition of 
a pre-existing condition or not, and then discovered after my membership is 
effective will be treated as if it had been disclosed at the time of application by 
applying the governing standards set forth in the Membership Eligibility 
Manual retroactively to my effective date of membership.


In recognition of the voluntary nature of the Membership, I hereby promise that








PROGRAM ESCROW INSTRUCTIONS 


I, the Program participant, direct Altrua HealthShare to hold in
escrow, as escrow agent, all Program monthly shares that I deliver to
Altrua HealthShare and then to distribute all monthly shares pursuant
to the following escrow instructions and in the following order:  


(1) First, to pay the expenses of operating the Program, including all
of Altrua HealthShare’s expenses necessary to provide for the
continued viability of the Program;
(2) then, to pay Eligible Needs pursuant to the Guidelines as modified
from time to time by Altrua HealthShare and as interpreted and
applied by Altrua HealthShare;  
(3) then, in the event the Program is to be terminated,  and after
Altrua HealthShare  determines that the funds held in escrow are
sufficient to pay  for the items listed above, any remaining funds shall
be disbursed to qualified charities, as determined by Altrua
HealthShare. 


Altrua HealthShare may deposit or otherwise hold the escrowed
monthly shares in one or more common bank accounts with escrowed
monthly shares from other Program participants, until they are
distributed pursuant to these instructions.  Interest or other earnings
on the escrowed monthly shares shall become escrowed monthly
shares and shall be held and disbursed pursuant to these instructions.
Altrua HealthShare shall not be obligated to invest the escrowed
monthly shares, provided, however, that if the escrowed monthly
shares are invested, Altrua HealthShare shall not be liable for
substandard returns or for losses. Also, as a condition of receiving and
distributing my monthly shares Altrua HealthShare must report to me
who my monthly shares are given to. 


If I withdraw or am terminated from participation or am prohibited
from participating or cease to participate in the Program for any
reason, any remaining escrowed monthly shares shall be held and
disbursed as escrowed monthly shares together with the escrowed
monthly shares of the remaining Program participants.


This escrow arrangement does not create any rights in or benefits for
Program participants or third parties to any escrowed monthly shares.


I/we hereby authorize the release of any requested medical
information to Altrua Healthshare for the purpose of determining
eligibility for acceptance into the Healthshare program for myself
and any listed family members.  This authorization will be valid for
90 days following the date indicated below.


Member: _______________________________  Date:_________


Spouse: _________________________________  Date:_________


SIGNATURES 


With my signature below, I hereby verify each of the following:
(1) That I am aware of and understand each item under


ACKNOWLEDGMENTS on page 4 of this application.
(2) That I live according to each item under the STATEMENT OF 


STANDARDS on page 4 of this application.
(3) That I commit to each item under COMMITMENTS on page 4 


of this application.
(4) That I issue the ESCROW INSTRUCTIONS on page 5 of this 


application to Altrua HealthShare.
(5) That I have provided a true and accurate medical history in this 


application as directed on the Medical History Questionnaire and 
Medical History Explanation pages.


(6) I hereby authorize and permit true copies or facsimiles of this 
original application to be used in its place.


Applicant name (print)


etaDerutangiS


Spouse name (print)


etaDerutangiS


APPLICATION CHECKLIST


Complete each page


Each adult applying must sign this page 


Enclose annual membership fee:
• One check to “Altrua HealthShare” for $100
• Separate check to "Sharing Alliance" for $25 


(non-refundable tax deductible donation)


Mail to: Altrua HealthShare
P.O. Box 151057
Austin, TX 78715-1057


For questions call: (888) 244-3839


APPLICATION
ESCROW INSTRUCTIONS, SIGNATURES AND


APPLICATION CHECKLIST
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MEMBERSHIP ESCROW INSTRUCTIONS


I, the Membership participant, direct Altrua HealthShare to hold in escrow, 
as escrow agent, all Membership monthly contributions that I deliver to 
Altrua HealthShare and then to distribute all monthly contributions 
pursuant to the following escrow instructions and in the following order:


Altrua HealthShare may deposit or otherwise hold the escrowed 
monthly contributions in one or more common bank accounts with 
escrowed monthly contributions from other Membership participants, 
until they are distributed pursuant to these instructions. Interest or other 
earnings on the escrowed monthly contributions shall become escrowed 
monthly contributions and shall be held and disbursed pursuant to these 
instructions. Altrua HealthShare shall not be obligated to invest the 
escrowed monthly contributions, provided, however, that if the escrowed 
monthly contributions are invested, Altrua HealthShare shall not be 
liable for substandard returns or for losses. Also, as a condition of receiving 
and distributing my monthly contributions Altrua HealthShare must 
report to me who my monthly contributions are given to.


If I withdraw or am terminated from participation or am prohibited 
from participating or cease to participate in the Membership for any 
reason, any remaining escrowed monthly contributions shall be held and 
disbursed as escrowed monthly contributions together with the escrowed 
monthly contributions of the remaining Membership participants.


This escrow arrangement does not create any rights in or benefits for 
Membership participants or third parties to any escrowed monthly 
contributions.


(1)  First, to pay the expenses of operating the Membership, including all 
of Altrua HealthShare’s expenses necessary to provide for the continued 
viability of the Membership;


(3) then in the event the Membership is to be terminated, and after








LEGAL NOTICE:  The Altrua HealthShare Program is not an insurance contract, is not issued by an insurance company, nor is it offered through an insurance
company.  The Program does not guarantee or promise that your medical bills will be paid or shared by others. No other members of the Program will be obligated
to contribute toward the cost of your medical bills.  Whether anyone chooses to pay your bills will be totally voluntary.  You should not consider the Program as a
substitute for an insurance policy.  Whether or not the Program is able to arrange for sharing of part or all of your medical bills, you will remain liable for any unpaid
bills. If you have questions regarding this notice, call Member Services at 888-244-3839.


MEDICAL HISTORY EXPLANATION APPLICATION


6


Question
Number Person Affected


What is it? Date that
it Started


Date of
Recovery


(if applicable)


Was
Recovery


Complete?
Types of Treatment Given, and Medications Prescribed


Condition, Injury, Symptom, or Diagnosis


Begin your medical history explanation on the other side of this page (page 3) and continue on this side. If more space is needed, attach a
separate page.


7101502160/21 VER


LEGAL NOTICE:  The Altrua Healthshare Membership is not an insurance contract, is not issued by an insurance company, not is it offered through an insurance 
company. The Membership does not guarantee or promise that your medical bills will be paid or shared by others. No other members of the Membership will be 
obligated to contribute toward the cost of your medical bills.  Whether anyone chooses to pay your bills will be totally voluntary.  You should consider the Membership 
as a substitute for an insurance policy. Whether or not the Membership is able to arrange for sharing of part or all of your medical bills, you will remain liable for any 
unpaid bills. If you have questions regarding this notice, call Member Services at 888-244-3839.  





