
BUSINESS ENROLLMENT FORM 
 

________________________________ 
   Your Company Name                                  

 

    Contact Person ( c HR  or  c Owner) ___________________________ _________________    

Email _________________________________________________     Phone _________________________________________ 

Business Address   _______________________________________________________________________________________ 

EIN #  _____________________________________ _______       Fax  _____________________________________________ 

 

# of  INDIVIDUAL Employee Plans  ________  x 1 =  _________ units 

# of  COUPLE  Employee Plans  ________  x 2 =  _________ units 

# of  FAMILY Employee Plans  ________  x 3 =  _________ units 

                                                              Total # of units = ____________  

                                                              Monthly unit cost      x   $75         

                             Total Monthly fee = ____________ 

                                      Registration Fee    +    $50 

                 Total First Monthly Installment = ____________ 

Please be sure that each 
Employee Enrollment Form is 
completed and signed. Submit all 
Employee Enrollment Forms and 
this document to The Doc Shoppe 
along with a check for the first 
monthly installment (total 
monthly fee + $50 registration 
fee). Membership services will 
start after receipt of these 
materials and payment.  

 
Thank You for partnering with us!

Benefits

1704 Forest Dr., Corbin, KY 40701  *  (606) 620-9770  *  FAX (606) 393-6110  *  Staff@TheDocShoppe.SpruceCare.com  *  www.DOCSHOPPE.net

ACH Bank Transfer  Information (Transfers will occur on or after the 5th of the month)  
g Checking Account     - OR-      g Savings Account 

Bank Account Number __________________________   Bank Routing Number (9 digits)  _______________________________ 

Bank Name __________________________________________________   City and State _____________________________ 

Name on account ______________________________________________   Start date of debit(s):________________________ 

           
I hereby authorize The Doc Shoppe to electronically debit the bank account indicated above. This authorization will remain in effect until I 
have provided seven days prior notification of cancellation to The Doc Shoppe in writing (1704 Forest Drive, Corbin, KY ), by phone (606-
620-9770) or email (Staff@TheDocShoppe.SpruceCare.com). This authorization shall extend to include any revised payment amounts 
which result from adding more members to the plan. I understand that the cost of membership(s) may change and I will be notified.  

Name(s) please print_________________________________________________________________________________________ 

 

Signature _____________________________________________________  Date _____________________________________

The 

DOC 
Shoppe

12/22


