
MEMBER INFORMATION CHANGE FORM

Name ____________________________________________________________

Date ______________________

Effective Date ___________________________

I WOULD LIKE TO CHANGE OR UPDATE MY:

Form of Payment:

 CREDIT CARD:

   Number on Card ____________________________

Name on Card ___________________________________

Expiration Date: ________________________

3 Digit Code from Back of Card: _________________

Billing Address: 
____________________________________________________

____________________________________

Frequency of Payment:

  I would like to change the date of my payment to the: 

 10th

 25th

  I would like to change the frequency of my payment to:

 Annually
 Quarterly
 Monthly



Additional Members:

I would like to add the following patients to my membership 
account:

Name: ________________________________ Rate: _________

Name: ________________________________ Rate: _________

Name: ________________________________ Rate: _________

 Withdraw Members from my Insurance, Membership or Wellness Program: 
(please circle one):

I would like to remove the following members from my account:

Name: ________________________________ 

Name: ________________________________ 

Name: ________________________________ 

 
Withdraw Membership in its Entirety:

 I would like to withdraw my membership in its entirety.  This 
withdrawal includes me and any other members under my plan if 
applicable.

________________________________________________________________________

Signature Date

Hirsch Holistic Family Medicine

Hirsch Holistic Family Medicine
3525 Ensign Road Suite N, Olympia, WA 98506

Phone: 360.464.9965


