2012 Community-Supported Anthroposophical Medicine Patient Organization 
Membership Application and Agreement

NAME _____________________________________________________________________________________________

ADDRESS __________________________________________________________________________________________

CITY __________________________________________ STATE ____________ ZIP ______________________________

TELEPHONE (home)  (             )


(work)  (             )    



If you want to receive notices by e-mail, please give your e-mail address 



(To save resources, we will not send notices by mail to those who request e-mail notification.)

Please list all participating family members including date of birth:

Please check both your membership type and payment level. 

The sliding scale is intended to broaden the spectrum of people able to be involved in the Patient Organization. 

Each member decides what they can best afford. 

If you can pay at a higher level, you will help other members who can afford less. It is essential that we help each other to better our world.


Payment option:
____ I enclose 12 checks postdated for each of the successive months of the contract.



____ I enclose 1 check for the lump sum of my year’s contributions. 

Please make checks payable to CSAM-PO



____ Please debit my credit card  
□  monthly      □ yearly








□ Visa □ MC □ Discover 

Card Number:   ________________________________________         Exp. Date: _____________    

Cardholder name: ______________________________________         Billing Zip Code: _________


Membership Involvement:

All members must select one option. See the next page of this agreement for details.

____ minimum 6 hours of time

____ minimum $60 (Please enclose a separate check with “membership involvement” in the memo line.)

Initial Physician Visit Obligation: $240 for individual membership/up to $480 for family membership

Initial Mistletoe Infusion Therapy Obligation: $900 per membership if used (See the specific policies on next page of agreement)

My 12-month membership will start the first day of ___________ and end the last day of _____________________.

                                                                                (month & year)                                                       (month & year)

I agree to the provisions for membership:

Signature

Date

Signature for the Patient Organization

Date

If you do not wish to renew your membership, please inform us by signing below and sending the agreement to the CSAM office.

Signature

Date

Community-Supported Anthroposophical Medicine, 1825 W. Stadium, Ann Arbor, MI 48103

PATIENT ORGANIZATION MEMBERSHIP AGREEMENT

This agreement confirms my support of the goals and aspirations of the Community Supported Anthroposophical Medicine Patient Organization.

· Fees must be paid (12 checks postdated for each of the successive months of the contract or in a lump sum) or alternative arrangements for payments made with the membership committee before the membership contract is effective or members receive services. Membership is effective retroactively to the first day of the month in which the member joins.

· Members agree to choose one of the following membership involvement options.

(1) Minimum six hours of time: There are a number of areas where we need your help, for example, attending or helping with membership meetings, contributing to the newsletter, care of the CSAM office, photocopying, serving on a committee, making phone calls, etc. If you would like to support the community in one of these ways, please fill out the enclosed membership involvement survey, and watch the CSAM Web site (www.steinerhealth.org) for announcements about involvement opportunities. This option can easily be fulfilled by simply attending three membership meetings during the year!

(2) Minimum $60 contribution.

· Members agree to abide by the bylaws.

· Members agree to a 12-month term of membership.

· Members are responsible for the payment of the equivalent of the initial visit for each adult member and for the first $900 of mistletoe infusion therapy charges if used.

· The membership contract may be terminated before the end of the 12-month term if the member moves out of the area. The member may receive a refund of fees for the remaining months by requesting a refund from the treasurer.

· Members who allow their membership to lapse must pay either the lapsed months or a rejoining fee, which is the equivalent of the initial physician visit obligation ($240/individual; $480/family), whichever is less, to renew membership.

· Members agree to let the treasurer know if the bank account against which they have written their fee checks is closed or has insufficient funds and to make alternative payment arrangements.

· A member’s right to receive medical services under CSAM-PO membership will be suspended if the member fails to adhere to the terms of this agreement.

· Membership fees are re-assessed each calendar year. If fees are increased during the member’s 12-month term, the member may choose to pay the increase to maintain membership for the remaining months of the membership term. Members also agree to pay special assessments as provided in the bylaws.

· A family membership is meant to include only immediate family, rather than extended family. A family membership may not include more than two adults unless the additional adults are tax dependents of the two adults who are representing themselves as the primary partners of the family. Anyone who meets these criteria and feels that they represent themselves in the community at large as a family may join the patient organization under a family membership.

· Services available to members through Patient Organization membership are governed by the contract(s) in force between CSAM and the CSAM-PO at the time. Details of the services available to members and members’ participation in the Patient Organization will be made clear at meetings and through written materials.

· Services covered by Patient Organization membership may not be billed to insurance. CSAM will provide Patient Organization members with any documentation needed to facilitate coverage for referrals.

I have read and understand the conditions of membership.

Initials ____________ Date ___________

2012 Community-Supported Anthroposophical Medicine Patient Organization 
Membership Time Involvement Survey

1825 W. Stadium, Ann Arbor, MI 48103


NAME ________________________________________________________________________________

ADDRESS ____________________________________________________________________________

CITY ____________________________ STATE ____________ ZIP ______________________________

TELEPHONE (home)  (             )


(work)  (             )    



If you want to receive communications about membership involvement opportunities by e-mail, please give your e-mail address________________________________________

If you have chosen to contribute time for your membership involvement requirement, please indicate which activities below you might be able to help with: 

___ Membership involvement coordination

___ Contract negotiation committee

___ Health Center tasks

___ Benefit gala/ dinner/ theater production

___ Facilitating or taking minutes at a membership meeting

___ Providing refreshments for meetings

___ Providing childcare for meetings

___ Membership committee

___ Membership mailings

___ Phoning members

___ Helping in the CSAM office (for example, inventory, unpacking supplies, laundry, cleaning) 

___ CSAM office maintenance (helping with repairs, improvements, grounds)

___ Scrip sales

___ CSAM newsletter

___ Computer support

___ CSAM office bookstore

___ Web site

___ Fundraising

Are there other talents you’d like to offer or activities you’d like to help with?

____________________________________________________________________________________

Please return this form with your membership agreement or bring it to the CSAM office.

COMMUNITY SUPPORTED ANTHROPOSOPHICAL MEDICINE 

1825 W. Stadium Blvd., Ann Arbor Michigan 48103

Phone: (734) 222-1491    Fax: (734) 222-1492

csam@SteinerHealth.org

www.SteinerHealth.org

· Mondays, Thursdays and Fridays:  9:00 AM – 5:00 PM  (closed from 12:00 – 2:00)

· Tuesdays:  9:00 AM – 12:00 noon   Wednesdays: 9:30 AM-5:00 PM

· Services provided by Dr. Molly McMullen-Laird, MD Dr. Quentin McMullen, MD 

LIST OF AVAILABLE SERVICES - 2012

Evaluation and treatment of acute and chronic internal medicine problems with a holistic approach developed through anthroposophy. General pediatric consultation. Examples of covered services include:

· Certain dermatological problems such as rashes, poison ivy, skin biopsies for suspicious moles or warts

· Suture of wounds if uncomplicated, usually urgent services are recommended

· Wound checks and skin infections

· Urine dipstick evaluation, Home-based stool occult blood testing with newer technology

· Referral to appropriate specialists as needed (outside services are not covered by patient organization membership fees)

· Developmental aspects of pediatrics and general acute and chronic pediatric problems 

· Rapid strep screens

· Crutches, knee immobilizer, wrist splints if available, with a deposit

· Adjunctive psychiatric treatment

· Adjunctive prenatal and postnatal counseling

· Complete camp or school physical as needed

· Women’s health check-up, pap, endometrial biopsy and ultrasound if needed

· House calls in the Ann Arbor area if determined necessary by the physicians

· In-house ultrasound evaluation for some conditions

· Infusions for cancer patients after the annual deductible for infusions is fulfilled.

The following miscellaneous services and education are also provided as available:

· All PO members receive a 10% discount on in-house medicines produced by anthroposophical pharmacies. 

· Educational meeting opportunities as announced through the PO email announcements.

←  SUPPORTING OTHERS               SUPPORTED BY OTHERS  →             





                                 ____ Individual:  ____ $52/month   ____ $47/month    ____ $42 minimum/month





          ____ Family: ____ $102/month   ____ $97/month     ____ $94.50/month ____ $92/month ____ $87 minimum/month











