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EMPLOYER ACCEPTANCE LETTER

ENROLLER NAME ___________________________________________   ENROLLER #_________________________ 

thank you for providing ameriPlan  benefits to your employees.  as members of ameriPlan, you employees and their
households will enjoy reduced cost for their healthcare needs. 
you will recieve your group’s monthly invoice on or about the 10th of each month or you may access your account through
the group Portal. 

Name of Company or Firm: ___________________________________________________________________________

Company Contact: __________________________________________________________________________________

Mailing Address (must be street address. no P.o. boxes.): __________________________________________________

City: __________________________________  State: _______  Zip: ____________ Telephone: (        ) ______________

Effective Date: _____________________________  E-Mail Address: __________________________________________

Number of Applications:_________________________  Amount Enclosed with Application:  $____________________

By: _______________________________________________________________________________   Date: _________
signature & title

credit card:        q Visa                  q mastercard                 q discover                q american express

card #:_____________________________________   expiration date: ________________/__________

signature of cardholder:_________________________________________________________________

5000 legacy drive suite 300 • Plano, texas 75024
(469) 229-4500

i, the undersigned employer, do hereby state that a full and complete explanation of the discounted fees and Plans have
been given to me, and that i fully accept and subscribe to all the terms and conditions contained in this letter.  we assume
no responsibility to ameriPlan after the termination of any employee.  it is further agreed that ameriPlan may, upon notice
to me and to my employees, discontinue ameriPlan benefits as a whole.  i acknowledge that as the employer, it is my duty
to explain the Plan(s), the discounted fees and the services to my employees, and that any employee may voluntarily
discontinue participation in the Plan by providing written notice to ameriPlan , 5000 legacy drive suite 300, Plano, texas
75248, attn:  group benefits dept.

i hereby request and authorize ________________________________ (depository bank) to pay drafts in such amounts
as may now or hereafter be payable to ameriPlan provided there are sufficient funds in said account to same upon
request.  this authority shall remain in full force and effect until ameriPlan and/or depository (bank) have received
written notification from me of its termination in such a manner and time as to afford ameriPlan and/or depository (bank)
a reasonable opportunity to act on it.  i agree to notify ameriPlan of any changes to my savings/checking account
number or bank.  i agree that ameriPlan shall have no liability whatsoever except to the extent created by my payment.

by: _____________________________________________________________________  date: _____________
authorized signature and title

q company monthly list bill 

(each month ameriPlan will send an invoice listing
all employees and fees to be paid.)

q company bank draft / credit card

(company agrees to pay for employee’s monthly

membership fees by either bank draft or credit card.)

Payment options

BANK DRAFT AUTHORIZATION

YOU MUST ENCLOSE A VOIDED PRE-PRINTED COMPANY CHECK IF USING BANK DRAFT

q Dental Plus – includes, dental, Vision, Prescription and teleHealth discounts. q Deluxe Plus – includes all discount programs

q TeleHealth Plus – includes, teleHealth, Prescription and in office doctor visit   

discount  programs

AmeriPlan are NOT insurance

Payment Processing will be administered by ameriPlan
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