
 

 
 

 
 

 
 

  
 

 

 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

    

 

 

 

 

YMCA  Club Membership  Form  

Email filled out form to: ExtraBenefitsGeorgia@caresource.com 

*ONE FORM PER FAMILY* 

Who should fill out this section? The member or Member’s parent or guardian. Please 
print. 

Member’s Name: 

Street:

City: State: County: 

Phone Number: Email: 

ID number: Date of Birth: 

 

 

_______________________________________________
 

 _____________________________________________
 

_______________________ _________ _________________________
 

________________________   _________________________
 

_______________________  _____/____/_________
 

Club you want to join: 

Club’s Street: 

City: State: 

________________________________________________________
 

__________________________ _______________________________
 

Who should fill out this section? The provider or provider’s office must fill out this 

section. * Please print.
 

Dental Provider  Name:  NPI Number:  

Office Street: 

City: State: County: 

Provider Signature or Stamp: 

Wellness Provider Name:  NPI Number: 

Office Street: 

City: State: County: 

Provider Signature  or Stamp:

________________________ ____________________
 

_________________________________________
 

_______________________ _________ _________________________
 

________________________________   


________________________ _________________
 

_____________________________________________
 

_______________________ _________ _________________________
 

 __________________________________________________
 

mailto:ExtraBenefitsGeorgia@caresource.com


     

    

     

        

 

 

     

  

Care Given: 

Medical:  

Well Visit   Date:

Prenatal Visit  Date:

Postpartum Visit  Date:

Dental:  

Exam  Date:

THANK YOU!  

GA-MED-M-2062450b  DCH Approved: 7/18/2024  

___ ____________________________ 

___ ____________________________ 

___ ____________________________ 

___ ____________________________ 
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