
On the Clock for Your Family 24/7 

don’t have to be. We offer you
information needed to properly care for your family and those you love. In addition, 
be sent an e-alert when the card is used.               DocuBank keeps you in t
you are.

EVERY DAY AND EVERY EMERGENCY 
Each Family Service includes two Emergency Cards: one 
that fits in your wallet and one that you pass along to 
your loved one or their care provider. These DocuBank 
cards are the link to their crucial information such as 
pre-existing conditions, allergies, medications, 
emergency contacts, and healthcare directives (Health 
Care Power of Attorney, HIPAA release and more).

access your loved one's

photos. With SAFE, you can share as much or as little 
information as you like with others. 

SERVICE SELECTION Minors Matter	
(Select only one) CHILDREN UNDER 18	

 / 

	 	 	 	  Peanuts  

PERMANENT MEDICAL CONDITIONS (Do not list medications)

	

	



  State: 	

Home #:   Cell #:  Email:

	
	

	


 	

	



	 	
	 	

	


 	

	






 	

rd.ENROLLMENT FORM
PROTECTING YOUR FAMILY IS SIMPLE: Follow the instructions at the bottom of this page.

DOCUBANK FAMILY SERVICES

The card that keeps 
them covered.

The SAFE that keeps 
you sane.

OUR FAMILY OF SERVICES OFFERS YOUR FAMILY THE FOLLOWING: 

For Young Children: 

Minors Matter

For College Students:  

ICE (In Case of Emergency)

For Special Needs Adults: 

SNAP (Special Needs  

Access Program) 

ENROLL Today for Portable Protection, SAFE Storage & Coordinated Care. 

Simply fill out the enrollment form on the back of this brochure. 

ADDITIONAL DOCUMENTS STORED (Notation will appear on member’s card)

MEMBER STATEMENT: I have chosen to enroll my minor child or ward in DocuBank to help make their emergency information available promptly. To ensure
prompt access, I authorize that my child or ward’s, document(s), emergency contact and health information stored with DocuBank be accessible to anyone who 
provides the member number and PIN on the DocuBank member card. All documents have been completed of my own free will and I will notify DocuBank promptly of changes 
in any of the stored information, and also of the revocation or replacement of any document(s). I understand that: DocuBank is not responsible for the validity or 
accuracy of any information stored by DocuBank, including the health information that also appears on the member card; by accepting a card I have verified and confirmed the 
accuracy of all information on the card before carrying or distributing it; I am granting DocuBank permission to alert the contacts as indicated on this form; if I provide an email 
or cell phone for the emergency contact(s), I am granting DocuBank permission to contact these persons and provide them with member information. I understand that my 
DocuBank membership includes the optional use of the DocuBank SAFE, which provides online access to my personal documents. I understand that DocuBank does 
not provide legal advice; and that I may cancel this service in writing at any time by written request to DocuBank.

DATE: SIGNATURE: 
(parent/legal guardian)

TO ENROLL: Send this completed form, your payment and the relevant emergency documents (e.g. Guardianship Forms, Temporary 
Health Care Power of Attorney, and more). You can also include an additional Emergency Information Form and Medication List, which 
are available at docubank.com/forms.  

MAIL TO: 
DocuBank 
P.O. Box 629
Springfield PA 19064

 EMAIL TO: 
joindocubank@docubank.com 

FAX TO: 
610-667-1483

QUESTIONS?  
Call 1-866-829-0993 or 
visit DOCUBANK.COM

CNS OLIDATE 
YOUR WHAT IF’S

CARD that offers 24– 
hour access to crucial 
healthcare information.

SAFE place for your 
important documents.

SIMPLE way to have 
peace of mind.

DocuBank Family Services

Home #: 

 1 year          5 years

Medication List                                      Health Insurance Information     

EMERGENCY CONTACTS (optional) If information is not available now, you can update it when you receive your card.

REFERRAL SOURCE (Optional: Name of firm and/or professional that referred you to DocuBank)

  Firm/Provider Name: 

MEMBER INFORMATION (The name that will appear on the card. For Minors Matter, this is the child’s info) 

Name: DOB: (MM/DD/YY)  / 
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