
Please include annual check or complete credit card 
information below or bank draft information section.   

I authorize Chiro Access to take a one-time annual payment. 
 

__Check  (One payment of $72) 

__Credit Card (One payment of $72) 
 
__Credit Card (Two consecutive monthly payments of $36) 

 
Please complete the following credit card information. 

Amex__Visa  __Mastercard  __Discvr____ 
 

Card #_______________________________Exp________     
 
Signature _______________________________________                   

ANNUAL: 

MONTHLY BANK DRAFT : 

Bank Draft Authorization Agreement 
 

I hereby authorize Chiro Access to initiate 

electronic debit entries to my bank account and I 

authorize the bank to debit the entries initiated by 

Chiro Access. I am including my check  for $7.95 

for the 1st month from the account to be drafted.  

Thereafter a payment of $7.95 will be drafted 

from this account every month and will remain in 

effect until I notify Comprehensive Health Group 

to cancel the bank draft. 
 

 

Customer Name 

Date of Monthly Draft:   __5th of Month   __20th of Month 

 

 

METHOD OF PAYMENT 

The Cornerstone of Chiro Access is 
Affordable Access to Chiropractic Care  

for You and Your Family 

CHIROPRACTIC CARE 

Regular chiropractic wellness and preventive 
care is an important part of keeping your family 
healthy.Your chiropractor is a part of a national 
network of qualified chiropractic practitioners 
which is operated by Comprehensive Health 
Group. 

Membership in Chiro Access allows you: 

No Charge... 

 For your initial consultation 

Save 50% On... 

 All diagnostic services 

 All necessary X-rays (except Colorado) 

Save 30% On... 

Unlimited access to care with NO LIMITS on 
the number of visits.  Payment is due at the 
special rates at the time of treatment.  Chiro 
Access is not an insurance policy and is 
not intended to replace any health insurance 
coverage you may have. 

Exclusions: 

Services of a non-participating chiropractor 
Supplies (collars, lifts, supports) 
Orthotics 
Spinal Decompression 
Laser Therapy 
Auto insurance claims* 
Workers’ compensation claims* 
Any applicable chiropractic insurance coverage 
 
* Must be handled by the respective insurer 
 
 

Application 
for  

Membership 

Affordable 
Chiropractic 

Care 
For Your 
Whole 
Family 

 
Allied Health Benefits, Inc.                
6470 East Johns Crossing 

Suite 170 
Duluth, GA  30097 

(800) 669-8682 
(770) 448-4677 

Fax: (770) 448-4749 

___________________________ 
Name of Chiropractor 

Signature 

 All other services from your chiropractor 

NOT INSURANCE 

Automatic Renewal Program       

___Yes, I would like to enroll in the Automatic Renewal 

Program and Authorize the National Better Living Asso-

ciation to Charge my Credit Card with the above men-

tioned fee Annually/Semi Annually to the above men-

tioned credit card. 

Signature__________________________Date_________ 



 I hereby acknowledge that I have read, under-      
stood and agree to all provisions of the Chiro        
Access Membership Agreement as stated.  I 
understand this is not health insurance.Please 

print name and address below:  

__New member  __Renewal 

 

__________________________   ___________ 

Name                                                  DOB 
 

______________________________________ 

Address 
 

______________________________________ 

City 
 

___________________       ______________ 

State                        Zip Code 
 
 
(____) ________________     (____) _________ 
Home Telephone                       Work Telephone 
 
 
 
_______________________________________ 
 

Email  Address 
    
 
 
_____________________________    ________ 
Signature                     Date 

 

 

List all family members who will be included under  

the plan (please print).  Two cards will be issued per 

family.  Additional cards may be purchased for  

$5.00 each. 

 

_______________________________________ 

Spouse / Partner Name   
 
 
_______________________________________ 
Name 
 
 
_______________________________________ 
Name 
 

 MEMBER INFORMATION CHIRO ACCESS 

Save $$ on Necessary 
Health Care Services 

Portable 
 Same savings apply when you travel 

or if you move.  You must verify that 
chosen chiropractor has continued to 
be in our network.  Please call mem– 
ber services with any question. 

Long Term Care 
 A ―Safety Net‖ of lower cost care 

exists when your insurance doesn’t 
cover visits, modalities, etc. or if you 
are uninsured. 

Unlimited Access 
 Unlimited access to care from any 

network chiropractor at up to 50% off 

Savings & Simplicity 
 Low monthly fees of $7.95. 
 No deductibles or limits on the 

number of visits. 
 No insurance hassles. 
 No age limits  
 Includes all family members (as long 

as the members joining under your 
card are direct family members, i.e. 
spouse and children, or are living in 
your household). 

 
 

Program provided by Allied Health Benefits, Inc. 
 

DMPO—CAREINGTON INTL. CORP 

MEMBERSHIP AGREEMENT 

 
ANNUAL:  Make check payable to NBLA or use your 
credit card.   
 
TWO PAYMENTS:  You can split the payment into 
two consecutive monthly payments on your Visa, 
Discover, Amex or Mastercard.   
 
MONTHLY BANK DRAFT:  You simply pay the first 
month’s membership fees ($7.95) with a check 
payable to Chiro Access.   We will begin drafting your  
checking account on the 1st or the 15th of the month. 
 
Membership is on a month to month basis.  You may 
terminate your membership at any time by notifying 
Chiro Access in writing at the address listed on this 
application. There is no charge if cancellation occurs 
in the first ten (10) days.  If you have paid annually or 
with two credit card payments and you wish to 
terminate your membership, there is a $15 penalty. 
This penalty will be debited from any remaining credit 
you may have for unused time.  Chiro Access will 
refund the outstanding credit within thirty (30) working 
days of written notification of termination.  Chiro 
Access reserves the right to change the Chiro Access 
membership fees at its sole discretion upon 30 days 
prior notice.  Upon receipt  of this notice of change of 
fees, you may cancel your membership by written 
notice to Chiro Access.  By execution of this 
agreement, you hereby acknowledge that the sole 
privilege of membership in Chiro Access is referral to 
Providers in the  Provider Network at the reduced fee 
for services, when paid at time of service. 
 
Chiro Access makes no representations or warranties 
with regard to the accuracy of rates identified to you 
as being the usual and customary rates charged by 
any Provider referred to you by the Chiro Access or 
regarding the qualifications or competence of any of 
the Providers in any of the Networks who may be 
referred to you.  Further, you hereby release Chiro 
Access from any liability, cost, claims, damages, or 
causes of action (including court costs and attorney’s 
fees) arising out of or in connection with the provision 
of service by any Provider who is referred to you 
through your membership in Chiro Access. 
 
Chiro Access is not an insurance policy, is not 
intended to replace any insurance coverage you 
may have, and cannot be used simultaneously 
with any chiropractic insurance. It may be used 
after benefits have become exhausted.  Any 
disputes can be resolved by contacting us at the 
address/telephone/fax/email on the other side of 
this brochure. 
 

_______________________________________ 
 Name of Your Chiropractor 


