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Welcome to the ministry
It’s an honor for all of us at Christian Healthcare Ministries (CHM) to serve you. What we do is not 
about ourselves; it’s about helping each other.

The first recorded act of the Christian Church was to gather their resources to provide for each 
other's needs. That is exactly what this ministry does. That (Acts 2, 4) God-inspired system worked 
for the early Church, and it works today.

As a CHM member, you have selected one of three programs: Gold, Silver, or Bronze. Your 
monthly financial gifts are shared with those of your fellow members to satisfy medical bills.

Each month you will receive a Member Gift Form billing statement with your financial gift 
amount information and instructions on sending funds to the CHM office. The Gift Form contains 
a different letter each month containing important information about CHM and its programs. You 
also will receive a monthly magazine.

As you review this material, please know that we are here to serve you and to be a blessing 
in your life. You will be blessed knowing that you are assisting other Christians even as your 
membership in this ministry helps you with the critical life need of meeting healthcare costs.

In this booklet:
question  How to use the CHM  

Member Portal

  CheckEase Direct Giving 
information  
and enrollment form

  Medical consulting  
information and form

  Brother’s Keeper program  
information and application

CUBES The right program for you

  The sharing request packet 
which contains the forms to 
use if and when you have a 
medical need

  How to share CHM 
with others and a 
Member Application 
for you to pass along

  A Checklist of 
Understanding: The only 
form you need to submit 
to the CHM office at this 
time is the Checklist of 
Understanding. Other forms 
can be completed and 
submitted as the need arises.
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SINCE

Galatians 6:2

NAME:  

ADDRESS:  

 

CHM#:  

Level:  Gold  Silver  Bronze

Start Date:     /     /    

Brother’s Keeper:  Yes  No

Christian Healthcare Ministries (CHM):
• Has shared members’ medical bills since 1981
• An eligible option under the healthcare law
• CHM members should receive 

consideration in pricing and 
discounts; please bill 
patients directly.

chministries.org  or 
call 800.791.6225

$  Below is your CHM membership card (front and back): 
This is NOT your permanent membership card. Your confirmation number can be written below until you receive 
your printed Welcome Pack from CHM that includes your permanent member number and membership card(s).

!  A discount 
prescription card

@  A copy of the most recent CHM 
monthly magazine Heartfelt

#  A copy of the CHM 
Guidelines

 (The items listed below are not included in this digital Welcome Pack; however, they are included in the Welcome 
Pack that is being mailed to you.)



MY MEMBERSHIP

Submit Checklist of Understanding

Update Membership Address

Update Email Address

Update Phone

Add Person to Membership

BILLING

Make Online Payment

View Online Payment History

MEDICAL NEEDS

Submit Medical Need Online

View Documents Submitted Online

Sample Medical Bill Log

MISC

Download Sharing Request Form

Download CHM Guidelines

Bring-a-Friend

Letter to Health Care Providers

ONLINE ACCOUNT SETTINGS

Change Password

Change Email 

Log Out

STEP 1: DOWNLOAD FORMS

Important: These forms are PDF documents that you can save to your computer, print, and fill out. Please note that the Sharing Request Form 
and the Medical Release Information (HIPAA-compliant) Form must be signed. All forms must be scanned back into digital format before you 
can complete Step 2 below. These actions are necessary to comply with HIPAA law.

• Sharing Request Form

• Medical Bill Worksheet

• Medical Release Information (HIPAA-compliant) Form

• Letter of Explanation

• Prayer Page Request Form (for pre-existing conditions)

STEP 2: UPLOAD FORMS & ITEMIZED BILLS (PDF ONLY)

Sharing Request Form:

No file chosenChoose File

PAYMENT INFORMATION

Payment Type caret-down

BILLING INFORMATION

First Name  Last Name 

Address  City 

State caret-down  Zip 

Member Portal
The secure CHM Member Portal (portal.chministries.org) is your one stop 
shop for making one-time financial contributions and instantly submitting 
medical bills. You can also send membership-related forms to CHM and 
download helpful tools such as a sample medical bill log and information on 
CHM letterhead that you can give to your healthcare providers.

How to complete your Member 
Portal one-time registration:

1. Find your CHM member number and 
portal access code on your monthly 
Member Gift Form billing statement.

2. Go to portal.chministries.org and click 
the  button.

3. In the appropriate fields, enter your
• member number
• portal access code
• valid email address
• and password of your choice.

4. Click 

Make payments, submit bills and take 
advantage of more helpful tools

M
EM

BER PORTAL
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Christian Healthcare Ministries (CHM):
• Has shared members’ medical bills since 1981
• An eligible option under the healthcare law
• CHM members should receive 

consideration in pricing and 
discounts; please bill 
patients directly.

chministries.org  or 
call 800.791.6225

http://chministries.org/members


continued on page 3

CheckEase direct giving
CheckEase direct giving is a valuable tool 
available to every Christian Healthcare 
Ministries (CHM) member. CheckEase simplifies 
your monthly gift-giving.

CheckEase is dependable, flexible, convenient 
and easy. It allows you to contribute monthly 
CHM gift amounts automatically from your 
checking or savings account.

Taking advantage of this free service does not require any change in your banking 
relationships. Each monthly gift is withdrawn automatically on the date you specify. 
Proof of your gift contribution appears on your bank statement. 

Advantages include:

• No fees for members or CHM
• It saves time (fewer checks to write)
• It’s convenient (no envelopes to mail  

or postage to pay)

• It makes monthly gifts even when 
you’re on vacation or out of town

• Enrollment and cancellation are 
quick and easy

CheckEase also frees up CHM employees' time and resources, which translates into faster, 
more efficient service to members.

To take advantage of CheckEase, please complete and submit the CheckEase Direct Giving 
Enrollment Form enclosed in this Welcome Packet booklet.

Group health programs
Christian Healthcare Ministries (CHM) has hundreds of participating 
groups—all of which are Christian organizations with an all-Christian 
staff. Furthermore, all group members meet other CHM membership 
requirements.

Advantages of CHM group membership:
• Significant savings on healthcare costs (some groups save as much 

as 50 percent compared to their previous healthcare plan)
• Employee out-of-pocket expenses are often significantly less
• Single-bill option for the group
• More advantages are online at  

chministries.org/how-it-works/how-to-join 
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CHM’s solutions will help you create a program that affordably satisfies ACA requirements. However, 
your group's healthcare must be set up properly or you can be heavily fined. Therefore, 
all groups should seek guidance from attorneys and CPAs knowledgeable about the law’s 
requirements. CHM can provide referrals to reliable, independent professionals.

It’s important to understand that because of the specific requirements of the Affordable Care Act 
(ACA), it’s often not practical for for-profit organizations to pursue an ACA-qualified group plan with 
CHM.

Getting started

For a cost analysis, please email us at groups@chministries.org with the following information  
(* indicates required information) or visit chministries.org/groups:

!  Group name*
@  Complete mailing address*
#  Contact name*
$  Phone number*
%  Valid email address*

^  Total number of all singles, 
couples and families to be 
included in the plan

&  Current plan's deductibles
*  Current plan’s monthly cost

(  Current plan's monthly 
contributions to Health 
Savings Accounts (HSAs) by 
the employer

BL  What month do you hope to 
make a plan change?

We’ll respond with an email overview and can also set up a webinar presentation at your 
convenience. Please note that you’ll also need to consult your tax and employee benefit 
professionals on this topic.

continued from page 2
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continued on page 5

The right program for you
Please take a moment to check your enclosed membership card(s) to be sure you 
received a card for each participating family member. Review your CHM program and 
make sure it’s the one that best meets your needs. If not, please don’t wait to switch. 
You can change your program by calling the CHM Member Services department at 
330-848-1511, extension 5993. (Please note that if you switch while a medical incident is 
underway, your bills will be authorized at the lower participation level.)

Gold program: $150 per membership unit, per month 
Please note: Beginning April 1, the Gold level is $172 per unit, per month.

The Gold program provides members with the ministry’s most extensive financial support. 
At the Gold level, CHM shares 100 percent of bills for any medical incident exceeding $500 
as long as all other Guidelines are met. You can receive assistance up to $125,000 per illness.

Gold plus Brother’s Keeper*: If you join at the Gold level and also join Brother’s Keeper, you 
will have unlimited financial assistance available to you for all eligible medical bills. More 
information about Brother’s Keeper—including cost info—is online at chministries.org/
catastrophicbills. Please see the next page for an illustration.

We recommend Gold to all members, but especially if:
• You have a history of health issues or a family 

history of health problems.
• You have a pre-existing condition(s). (See Guidelines 

Z and AA at chministries.org/guidelines.)
• You’re a woman who may become pregnant.

Silver program: $85 per unit, per month 
Please note: Beginning April 1, the Silver level is $118 per unit, 
per month and Personal Responsibility is $2,500 per unit, per 
incident. Also, maternity expenses will be eligible on the Gold 
level only. Women must be Gold members for at least 300 days 
before their estimated due date for expenses to be eligible for sharing on the Gold level; for women 
who switch to Gold, please allow 30 days for the change to take effect.

At the Silver level, you have a $1,000 Personal Responsibility per incident. In other words, you 
need to pay $1,000 (or receive at least $1,000 worth of discounts on your medical bills) per 
medical incident before CHM helps share your expenses. You can receive assistance up to 
$125,000 per illness.

The Silver program includes only inpatient or outpatient hospital incidents and surgery 
performed in a certified surgery center. Testing and treatment performed outside a hospital 
are not eligible for sharing.

Silver plus Brother’s Keeper: Signing up for Brother’s Keeper provides an additional 
$100,000 of cost support. With each annual Brother’s Keeper renewal, members receive an 
additional $100,000, accruing up to $1 million per illness. You can sign up by submitting 
the Brother’s Keeper application enclosed in this booklet.
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We recommend Silver only if:
• You’re comfortable spending $1,000 out-of-pocket for any medical incident that arises (CHM steps 

in to help after you have met your $1,000 Personal Responsibility).
• You’re comfortable paying for all treatment that occurs outside a hospital and all prescriptions.

Bronze program: $45 per unit, per month 
Please note: Beginning April 1, the Bronze level is $78 per unit, per month. 

At the Bronze level, you have a $5,000 Personal Responsibility per incident. In other words, you need 
to pay $5,000 (or receive at least $5,000 worth of discounts on your medical bills) per medical incident 
before CHM helps share your expenses. You can receive assistance up to $125,000 per illness.

The Bronze program includes only inpatient or outpatient hospital incidents and surgery performed in a 
certified surgery center. Testing and treatment performed outside a hospital are not eligible for sharing.

Bronze plus Brother’s Keeper: Signing up for Brother’s Keeper provides an additional $100,000 of cost 
support. With each annual Brother’s Keeper renewal, members receive an additional $100,000, accruing 
up to $1 million per illness. You can sign up by submitting the Brother’s Keeper application enclosed in 
this booklet.

We recommend Bronze only if:
• You’re comfortable spending $5,000 out-of-pocket for any medical incident that arises (CHM steps 

in to help after you have met your $5,000 Personal Responsibility).
• You’re comfortable paying for all treatment that occurs outside a hospital and all prescriptions.

*To sign up for Brother’s Keeper, submit the application enclosed in this booklet.

continued from page 4
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W
HAT TO DO W

HEN YOU NEED M
EDICAL CARE

NON-EMERGENCY
! “ Shop around” for the best self-pay patient price using tools such as:

a. Healthcarebluebook.com
b. Hospitalcostcompare.com

c. Newchoicehealth.com
d. mdsave.com

e. fmma.org/shophealth
f. surgerycenterok.com

@ You (or the person responsible for your care) should follow the steps outlined in the “Step-by-step guide 
for submitting bills” on the next page to submit your medical bills to CHM for sharing. Expecting mothers: 
Please reference “Maternity” on the next page for additional steps.

EMERGENCY
! Call 9-1-1 if the situation is life-threatening or consider an urgent care for conditions that are 
less serious but require immediate treatment (less expensive and shorter waiting times).

@ You (or the person responsible for your care) should follow the steps outlined in the “Step-by-step guide 
for submitting bills” on the next page to submit your medical bills to CHM for sharing.
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What to do when you 
need medical care

comments  Approaching your providers can seem daunting,  
but it doesn’t have to be. Here’s what to say when providers ask for 
your insurance card: “I’m a self-pay patient and ask that you bill me 
directly. I’d also like to learn about discounts and financial assistance 
available to me and set up a minimal monthly payment plan.” 



INTERACTING WITH PROVIDERS:

dollar-sign  Contact the Member Services department if: 
• You have difficulty obtaining a significant discount for your area 

(often times 15 to 40 percent) on bills totaling more than $1,000.
• If the provider requests upfront payment, date-of-service 

payment or sets a discount deadline.

money-bill-alt Request itemized bills. For an explanation of an itemized 
bill, go to chministries.org/glossary. For members of Medicare 
only: Please submit your Medicare Summary Notice in lieu of 
itemized bills (We also need a copy of the EOB from any health 
insurance plan you have). The only exceptions—situations in which 
you’d need to send itemized bills—are prescriptions and any bills 
from non-Medicare participating providers.7

Step-by-step guide for submitting medical bills
Use the enclosed forms to request sharing support for your medical incident. 
These forms include:

• Sharing Request Form 
• Medical Bill Worksheet
• Medical Release Info.  

(HIPAA-compliant) form

• Letter of Explanation
• and the Prayer Page Request Form (this form 

should be sent to CHM if there’s any chance your 
condition may be deemed pre-existing).

Make copies of your itemized medical bills (even if a discount is still pending). 
If a pending discount has a deadline, please put a note on the bill and include the 
discount amount and due date. Please send all bills as soon as you can; you can let CHM 
know later when a discount has been approved. Waiting to send these delays the time it 
takes to share your medical bills.

Ask for discounts. Asking for a discount (or financial assistance, when available) is 
asking for the same consideration that other patients receive. Also, any discount you 
obtain on an eligible bill applies toward your personal responsibility, thereby reducing 
your out-of-pocket costs.

Set up a payment plan. Setting up a payment plan with providers strengthens your 
relationship and shows that you’re eager to pay your medical bills. Additionally, this 
prevents you from paying the bills upfront or from providers mistakenly sending your 
bills to collections while CHM processes your bills. Members receive reimbursement for 
payments they’ve made to providers.

Promptly pay your provider(s) when you receive funds from CHM. Use the funds 
from CHM to pay your medical bills or to reimburse yourself for payments made to the 
appropriate healthcare providers. If you receive further discounts, promptly return the 
amount of the overpayment to CHM.

2018 reduction statistics
CHM members saved

$8,000,000
IN FINANCIAL ASSISTANCE

$347,461,467
IN DISCOUNTS

$388,722,857
REMAINING SHARED BY CHM MEMBERS

40  REDUCTION
ON THE TOTAL COST OF MEDICAL BILLS!

THAT’S A

Please note: Return completed forms and copies of your itemized medical bills to CHM within six months of the date-of-service. You may submit  
them online via the Member Portal (portal.chministries.org), fax (330.848.4322) or by mail (127 Hazelwood Ave., Barberton, Ohio 44203).

MATERNITY: A helpful brochure for Gold members is available at chministries.org/maternityguide.

comment-dollar Ask for a prepayment agreement on 
your clinic/hospital/doctor’s letterhead. These 
charges are often bundled as a one or two-day stay 
(sometimes called a “global fee” or “stork package”) 
and are significantly less expensive than being 
admitted to a facility when it’s time to give birth. 
The estimate should indicate services provided, 
CPT codes, and estimated charges (along with any 
requirements or stipulations to the agreement).

envelope-open-text Submit the prepayment 
agreement, itemized bills, or 
both to the CHM office. Notify 
the CHM office immediately if your 
healthcare provider sets a time limit 
for reduced charges (seven months 
is common.) You may upload these 
items to the Member Portal (portal.
chministries.org).

flask Any charge (lab, sonogram, etc.) 
incurred after the original prepayment 
agreement/bills are submitted should 
be sent to the address above as a 
“maternity add-on” to the initial amount. 
Please note that even if you submit a 
prepayment agreement, CHM still requires an 
itemized bill to complete the sharing process.

ACCIDENTS: Please visit chministries.org/accidents for additional steps if your medical bills were incurred as the result of an accident.



INTERACTING WITH PROVIDERS:

dollar-sign  Contact the Member Services department if: 
• You have difficulty obtaining a significant discount for your area 

(often times 15 to 40 percent) on bills totaling more than $1,000.
• If the provider requests upfront payment, date-of-service 

payment or sets a discount deadline.

money-bill-alt Request itemized bills. For an explanation of an itemized 
bill, go to chministries.org/glossary. For members of Medicare 
only: Please submit your Medicare Summary Notice in lieu of 
itemized bills (We also need a copy of the EOB from any health 
insurance plan you have). The only exceptions—situations in which 
you’d need to send itemized bills—are prescriptions and any bills 
from non-Medicare participating providers.

Sharing the message through  
Bring-a-Friend
More members join Christian Healthcare Ministries through the Bring-a-Friend program 
than through any other method.

For every new membership you bring into CHM, you will receive a free month of 
membership after your friend submits their third monthly financial gift. Those who bring a 
friend each month can be a part of CHM for free!

How to bring a friend:
1) Tell your friend about CHM. Your personal 

testimony is a great place to start! Many 
other tools also are available. The online 
Member Portal (portal.chministries.org) 
enables you to send an email invitation to 
your friends and can automatically fill in your 
member number on their application when 
they sign up online. You can “share” CHM by 
regularly visiting and interacting with the 
posts on our Facebook page  
(fb.com/iheartchm) and on Instagram 
(instagram.com/iheartchm). A third option 
is to request free Information Packs to send 
or give to your friends.

2) Provide your friend with a Member 
Application. An extra application is included 

in mailed Welcome Packs. Make as 
many copies as you wish or suggest 
that your friend joins CHM online  
(join.chministries.org).

3) Make sure your friend knows to 
put your name and CHM member 
number in the sponsor section of their 
application. This is important because 
it is the only way our staff will know 
that you are the one who referred your 
friend.

4) Enjoy your free month of membership 
after your friend submits their third 
monthly financial gift.

Someone you know does not have a way to meet healthcare costs. It may be the person 
sitting next to you in your church service, Bible study, Sunday School class, small group or 
some other church function.
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 View some talking points for 
sharing CHM on page 9

Step-by-step guide for submitting medical bills
Use the enclosed forms to request sharing support for your medical incident. 
These forms include:

• Sharing Request Form 
• Medical Bill Worksheet
• Medical Release Info.  

(HIPAA-compliant) form

• Letter of Explanation
• and the Prayer Page Request Form (this form 

should be sent to CHM if there’s any chance your 
condition may be deemed pre-existing).

Make copies of your itemized medical bills (even if a discount is still pending). 
If a pending discount has a deadline, please put a note on the bill and include the 
discount amount and due date. Please send all bills as soon as you can; you can let CHM 
know later when a discount has been approved. Waiting to send these delays the time it 
takes to share your medical bills.

Ask for discounts. Asking for a discount (or financial assistance, when available) is 
asking for the same consideration that other patients receive. Also, any discount you 
obtain on an eligible bill applies toward your personal responsibility, thereby reducing 
your out-of-pocket costs.

Set up a payment plan. Setting up a payment plan with providers strengthens your 
relationship and shows that you’re eager to pay your medical bills. Additionally, this 
prevents you from paying the bills upfront or from providers mistakenly sending your 
bills to collections while CHM processes your bills. Members receive reimbursement for 
payments they’ve made to providers.

Promptly pay your provider(s) when you receive funds from CHM. Use the funds 
from CHM to pay your medical bills or to reimburse yourself for payments made to the 
appropriate healthcare providers. If you receive further discounts, promptly return the 
amount of the overpayment to CHM.

Please note: Return completed forms and copies of your itemized medical bills to CHM within six months of the date-of-service. You may submit  
them online via the Member Portal (portal.chministries.org), fax (330.848.4322) or by mail (127 Hazelwood Ave., Barberton, Ohio 44203).

MATERNITY: A helpful brochure for Gold members is available at chministries.org/maternityguide.

comment-dollar Ask for a prepayment agreement on 
your clinic/hospital/doctor’s letterhead. These 
charges are often bundled as a one or two-day stay 
(sometimes called a “global fee” or “stork package”) 
and are significantly less expensive than being 
admitted to a facility when it’s time to give birth. 
The estimate should indicate services provided, 
CPT codes, and estimated charges (along with any 
requirements or stipulations to the agreement).

envelope-open-text Submit the prepayment 
agreement, itemized bills, or 
both to the CHM office. Notify 
the CHM office immediately if your 
healthcare provider sets a time limit 
for reduced charges (seven months 
is common.) You may upload these 
items to the Member Portal (portal.
chministries.org).

flask Any charge (lab, sonogram, etc.) 
incurred after the original prepayment 
agreement/bills are submitted should 
be sent to the address above as a 
“maternity add-on” to the initial amount. 
Please note that even if you submit a 
prepayment agreement, CHM still requires an 
itemized bill to complete the sharing process.

ACCIDENTS: Please visit chministries.org/accidents for additional steps if your medical bills were incurred as the result of an accident.

http://chministries.org/members
http://fb.com/christianhealthcareministries
http://instagram.com/christianhealthcareministries
http://chministries.org/application


 Talking points for sharing CHM

• CHM is affordable and compassionate
• The ministry is an eligible option under the law
• The longest-serving health cost sharing 

ministry, CHM has served members since 1981
• The ministry is a Better Business Bureau 

Accredited Charity
• It’s the only healthcare sharing ministry heard 

on The Dave Ramsey Show
• Choose your own healthcare providers
• No one is dropped or denied membership due 

to health conditions, nor are costs adjusted 
based on medical conditions or history

• CHM has had no cost increase since 2008. 
• Administrative expenses are about one percent 

annually.
• Bill discounts often eliminate out-of-pocket 

expenses; this feature is unique to CHM
• One free month for each new membership you 

bring to CHM
• Generous maternity program at the Gold level 

(at no additional cost)
• Knowing that each financial gift goes to help a 

fellow Christian as other Christians stand by to 
help you!

In addition, there are many helpful videos you can recommend your friends watch on our website at 
chministries.org/videos. 

Please note: CHM is a nonprofit ministry, not insurance. It therefore cannot be bundled with 
insurance products or “sold” by insurance agents or other professionals. Likewise, we cannot offer 
remuneration to individuals who promote CHM in their profession. However, any individual who joins 
CHM can participate in the Bring-a-Friend referral program and earn free months of membership as a 
result of their efforts. See chministries.org/bringafriend.
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Meet Dr. Jacobson,  
CHM medical director
Dr. Michael D. Jacobson has served as medical director for 
Christian Healthcare Ministries since 1995. He helps CHM 
members gain insight on relevant health issues from a 
biblical perspective. His articles are featured in the monthly 
magazine.

Dr. Jacobson is part of CHM’s free medical consulting 
service and assists members in making wise medical 
choices and controlling skyrocketing healthcare costs. 
This free consulting service has saved members many 

thousands of dollars and is 
especially valuable before 
you experience significant 
expense.

Our purpose is not to replace 
your primary physician, but to 
be a resource to you (and your 
doctor).

In addition to his CHM duties, Dr. 
Jacobson served in the U.S. Air 
Force until retiring in May 2019. He 
is the author of The Word on Health 

(© 2000 Moody Press) and co-author (with Dr. Neil Anderson) of The 
Biblical Guide to Alternative Medicine (© 2003 Regal Books).

The best way for CHM members to contact Dr. Jacobson is by emailing 
him at doc@chministries.org. Dr. Jacobson’s articles are available online at 
chministries.org/magazine and chministries.org/blog.

To contact Dr. Jacobson, please email him or complete and submit the 
Medical Information Request Form enclosed in this Welcome Packet.

Above: Dr. Jacobson and family (L-R):  
Nathan, Susie, Jordan, Dr. Jacobson and his brother, Dan
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continued on page 12

Helpful contacts and resources
Find a doctor

• chministries.org/providerlist: Our suggested starting 
point is the CHM Healthcare Providers and Services 
directory. You can search locally or for many health 
services in different states and regions. 

• cmda.org/member-search-terms-and-conditions: 
Use the Christian Medical & Dental Association website 
to search for Christian doctors and dentists in your 
area.

• zocdoc.com and aaps.wufoo.com/reports/m5p6z0/ 

(Association of American Physicians 
and Surgeons): These sites enable you 
to identify doctors who accept self-
pay patients.

• healthgrades.com: Healthgrades is a 
reputable source for choosing quality 
healthcare providers and a great tool for 
learning more about doctors you may 
have found on one of the other websites 
listed above.

Compare healthcare prices

Transparent pricing of medical services keeps healthcare providers accountable and gives you choices and 
negotiating power, saving money for you and fellow CHM members.

• healthcarebluebook.com: Search to find fair 
pricing in your area for medical and dental services, 
procedures and medications.

• hospitalcostcompare.com: Compare many procedure 
costs at U.S. hospitals.

• pricinghealthcare.com and saveonmedical.com: 
Compare medical procedure costs in certain states

• fmma.org/shophealth: Search healthcare 
goods and services by cost from providers 
listed on the Free Market Medical 
Association (FMMA) website.

• newchoicehealth.com: Search to find fair 
pricing in your area for medical services, 
procedures and medications.

Lower prescription costs

Many prescription discount cards and programs are available. Some of the best CHM has found are:

• chmrx.com: The CHMRx card is provided in this 
Welcome Packet and gives up to 60 percent off retail 
prices on certain medications. Generic prescriptions 
offer the highest discounts. Use the online drug 
pricing tool to search pharmacies and prices in your 
area. Note: The CHMRx card is administered by a third 
party, not CHM. Please call the Rx Member Help Desk 
number on the CHMRx card or visit chmrx.com for 
assistance.

• Downtown Drug Co. (937-840-0136; ask for 
Randy Teeter): Located in Hillsboro, Ohio, 
Downtown Drug can ship medications 
throughout the U.S. and helps CHM 
members find the best prices on their 
medications.

• goodrx.com: Compare prescription 
prices and find coupons on numerous 
medications.

• needymeds.org and rxassist.org: These 
sites helps patients apply for Patient 
Assistance Programs (PAPs) offered by 
pharmaceutical companies. You can also 
find coupons, rebates and a discount card 
for medications.

Keep track of your medical bills

For an easy way to log information about your 
medical bills, relevant dates and discount and 
payment information, download CHM’s free sample 
medical bill log at chministries.org/stepbystep 
or through your CHM Member Portal account at 
portal.chministries.org. 
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RESOURCES

http://chministries.org/providerlist
http://zocdoc.com
http://aaps.wufoo.com/reports/m5p6z0/
http://healthgrades.com
http://healthcarebluebook.com
http://hospitalcostcompare.com
http://pricinghealthcare.com
http://chmrx.com
http://goodrx.com
http://needymeds.org
http://rxassist.org
http://chministries.org/stepbystep
http://chministries.org/members


continued from page 11

Get discounted rates on treatment

It’s best to pre-negotiate treatment costs (such as 
surgery) if you can. However, most of the time you can 
still obtain a discount after the fact. Doing so saves 
money for you and fellow Christians by helping to keep 
CHM monthly financial gifts low.

It’s not unusual for CHM members to receive 40 percent 
or more in discounts, especially on large hospital bills. 
For tips on negotiating medical bills and to learn how 
to have the best possible experience interacting with 
your healthcare providers, visit chministries.org/
providerinteraction. 

Learn what to do if you become pregnant

CHM now offers an in-depth, downloadable 
maternity guide for Gold level members at 
chministries.org/maternityguide. Learn what 
types of maternity bills are eligible for sharing, the 
paperwork to request from your healthcare providers, 
what to do when you have questions, and more.

Christian

Ministries
Healthcare 

SINCE 

the original
biblical solution

to healthcare costs
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FORMS
The following Christian Healthcare Ministries forms are color-coded to correspond with the 
pages of explanation in the front of this Welcome Packet booklet.

The only form that you must submit to the CHM office at this time is the Checklist of 
Understanding. Other forms can be completed and submitted as the need arises.

Checklist of Understanding:  
Please complete and return ASAP.

CheckEase Direct Giving Enrollment Form:  
To be used if you’d like to sign up for recurring 
giving via your bank account or credit card. 
Optional; does not need to be returned.

Medical Information Request Form: To be used if you’d 
like to contact Dr. Jacobson, CHM medical director.  
Optional; does not need to be returned.

Member Application: To be given to a friend 
or family member who wishes to join CHM. 
Optional; does not need to be returned.

Return to:   Christian Healthcare Ministries
Attn: Member Services

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE
� portal.chministries.org

Member Application You also can apply online at 
join.chministries.org

Step 1: Your contact information
Last Name:   First:   M.I.  SSN:  DOB (mm/dd/yy):   Male  Female Qualify for Medicare? Yes  No  Medicare A and B? Yes  No  (See Guideline S at chministries.org/guidelines)
Spouse Last:   First:   M.I.  SSN:  DOB (mm/dd/yy):   Qualify for Medicare? Yes  No  Medicare A and B? Yes  No  (See Guideline S at chministries.org/guidelines)
Address:   City:   State:   Zip Code:  Home phone:  Work phone:    Valid email:  
Step 2: Your children Continued on a separate page? Yes  No 
Name:      Joining CHM? Yes  No  (and last if di� erent from above) Male  Female   Social Security Number Date of birth (mm/dd/yy)
If 18 years or over, check all that apply:  Christian living by biblical principles  Single  Reported as a dependent on your income tax formsPlease see the CHM Guidelines for more information on adult children.
Name:      Joining CHM? Yes  No  (and last if di� erent from above) Male  Female   Social Security Number Date of birth (mm/dd/yy)
If 18 years or over, check all that apply:  Christian living by biblical principles  Single  Reported as a dependent on your income tax formsPlease see the CHM Guidelines for more information on adult children.

Step 3: Participation levels and units Step 4: Units participating in Brother’s Keeper programUnits may participate at di� erent levels. Three units are three or more qualifying family members. No family’s monthly � nancial gift exceeds three units, regardless of the number of immediate family members. All dependent children participate as a single unit. See the CHM Guidelines for a detailed explanation of units.

 1st unit
 2nd unit
 3rd unit

Brother’s Keeper membership provides unlimited cost support per illness (Gold 
members) or increases your maximum cost support by $100,000 annually, up to $1 million per illness (Silver and Bronze members). There is a $40 annual fee per family and an average quarterly fee of $25 per unit.

 1st unit: Name:  
  GOLD    SILVER    BRONZE

Gold: $150 per unit, per month; Silver: $85 per unit, per month; Bronze: $45 per unit, per month
 2nd unit: Name:  

  GOLD    SILVER    BRONZE
 3rd unit: Name:  

  GOLD    SILVER    BRONZE

Step 6: Sponsor/Promotion/Group (if applicable)

Sponsor name:  

Sponsor member #:  

Promotion code #:  

Group name and #:  

Step 5: Your start date (choose one)
  Start date to begin on postmark date of envelope in which 
you mail this application.

  I am choosing a future start date:
  Month   Year

This space is reserved for o�  ce use:

Continued on next page 
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Instructions: Please complete and return the enclosed forms and copies of your itemized bills to CHM (even if a discount is pending) to begin the sharing 

process for your medical bills.

Member Information

Member #:  Member name:  

Home phone:   Work phone:   Cell phone:  

Valid email address:  

Patient Information (Please limit to one incident per form.)

Patient name:  
 Date of birth:  Age:  

 
mm dd yy

Physician’s Diagnosis

Physician’s diagnosis:  
 Date symptoms began: 

(Please note: If no diagnosis has been made, please list your primary symptom and/or estimated diagnosis.) mm dd yy

Maternity Only (A helpful guide is available on our website at chministries.org/maternityguide)

Expected due date:  Actual date of birth:  Child’s name:  

Previous Conditions Did you have signs, symptoms, testing, or treatment of this condition before joining CHM? Yes  No  

Important: If you had signs or symptoms before joining CHM–even if you didn’t see a doctor or receive a diagnosis, you must submit the CHM Prayer 

Page Request Form.

Medicare-eligible Members Along with the forms in this packet, Medicare-eligible members should submit their Medicare Summary Notice (MSN) 

form in lieu of itemized medical bills.

Accidents Only Accident occurred at:  Home  Other (specify):  

If the accident occurred on property other than your own, all bills must be submitted to the responsible party’s insurer. Please see CHM Guideline W and 

chministries.org/accidents for additional instructions when submitting medical expenses for sharing.

Primary Payment Sources �      I have primary forms of payment available, such as insurance, Worker’s Compensation, Medicaid, Medicare, etc.

Financial Assistance �      I have applied or am in the process of applying for � nancial assistance in accordance with the CHM Guidelines.

Since Christian Healthcare Ministries members are considered self-pay, we strongly advise that you take advantage of any � nancial assistance programs that you might be eligible to 

receive. This information is provided in order to facilitate timely � ling for these programs and to lessen the burden of rising medical costs on fellow members. If any 

other source will pay all or any part of your bills for this incident, you must send documentation verifying payments (See Guideline N).

I understand that CHM members participate out of a desire to share one another’s burdens, and it would be an abuse of their trust if I use the money I 

receive for a shared need for some purpose other than payment of that need. If I have prepaid or made payments, I will consider funds received from 

CHM as reimbursement. I understand that failure to provide accurate information or failure to use the money for the submitted bills will be a violation 

of Christian Healthcare Ministries Guidelines (chministries.org/guidelines).

By signing below, I attest that the participating ADULT members included in my membership are Christians living by New Testament principles, attend 

group worship regularly (health permitting), follow scriptural teaching with regard to alcohol, and do not use tobacco or use drugs illegally. I also 

attest that all information provided herein is true to the best of my knowledge.

Signed:  
 Date: 

Continued on next page...

Sharing Request Form

Return to:   Christian Healthcare Ministries

Attn: Member Bill Processing
�               127 Hazelwood Ave.

Barberton, OH 44203
� 330.848.1511
� 330.848.4322

� 800.791.6225 TOLL FREE

� chministries.org
1001C

FOR OFFICE USE ONLY

Sharing Request Form, Medical Bill Worksheet, 
Medical Release Information (HIPAA-compliant), 
Letter of Explanation, Prayer Page Request Form: 
To be used if you wish to submit a medical need for 
sharing. Only required if you have a medical need.

Return to:   Christian Healthcare Ministries
Attn: Brother’s Keeper

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.798.5993
� 330.798.6100

� 800.791.6225 x5993 TOLL FREE
� info@chministries.org

Brother’s Keeper Application
Step 1: Member information
Your CHM #:  
Make my Brother’s Keeper 
start date (dd/mm/yy): 

Step 2: How many units? (See the CHM Guidelines for a detailed explanation of units.)
 One unit: One qualifying person
 Two units: Any two qualifying immediate family members
 Three units: Three or more qualifying immediate family members

Step 3: Your contact information

Last name:   First name:   M.I.:   M  F  
Home phone:   Work phone:   Email:   
DOB:  SSN:  Address:  
Apt #:   City:   State:   Zip Code:  Spouse participating at this time: Yes  No  Spouse name:  
Spouse DOB:  Spouse SSN: 

Step 4: Your dependent children

Name:   SSN:  DOB:  Yes  No 
Name:   SSN:  DOB:  Yes  No 
Name:   SSN:  DOB:  Yes  No 
Name:   SSN:  DOB:  Yes  No Continued on separate page? Yes  No 

Step 5: Commitment & contribution
You and other Brother’s Keeper participants will be sent a quarterly Brother’s Keeper billing statement. Participants are asked to send a designated amount to the CHM o�  ce’s audited Brother’s Keeper escrow account, from which medical needs are shared.
By signing below, I understand that the quali� cations and guidelines of the Brother’s Keeper program follow the quali� cations and Guidelines established by Christian Healthcare Ministries.

Signed:  
 Date: 

Spouse:  
 Date: 

Note: Brother’s Keeper costs include a $40 annual fee per family and a variable amount each quarter (average quarterly amount is $25 per membership unit).
Please choose one:

 Please charge my credit card:  Visa  MC  Discover 
Card #: 

Exp:   One time only  Recurring quarterly

  I wish to make all contributions in the same manner I give my 
monthly CHM � nancial gift.

 I’m enclosing a check for $40 payable to Brother’s Keeper

Are they attending
college?
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Return to:   Christian Healthcare Ministries

Attn: Member Bill Processing
�               127 Hazelwood Ave.

Barberton, OH 44203
� 330.848.1511
� 330.798.4322

� 800.791.6225 TOLL FREE

� chministries.org

Medical Information Request Form

Dr. Jacobson, CHM medical consultant, will provide free information relevant to your request to the best of his ability. This information may involve procedures or 

treatments that do not meet CHM Guidelines for sharing. In addition, CHM is not responsible for decisions made by members using Dr. Jacobson’s services. 

This information and advice is not intended to replace the services of a physician.

Personal Information

First:   MI:   Last:   Member #: 

Spouse/Parent:   Person this request is concerning (if di� erent):   Age:   

Salutation:  Mr.  Mrs.  Miss.  Child  Status:  Single  Married  Divorced  Remarried

Race:   Height:   Weight:  

Address:   City:   State:   Zip:  

Email:   Secondary email:  

Home: Work: Mobile: Fax: 

Family History  Asthma  Allergy  Diabetes  High blood pressure  Heart  Stroke  Kidney  Cancer

Past medical/Surgical history: (Signi� cant illnesses or surgeries):  

 

Current Problem What is your problem?  

When did it start?  

Details of illness as they occurred?  

 

 

What treatments or diagnoses have you already received for your current problem? (Feel free to attach any test result summaries if you wish.) 

 

Possible contributing factors

Allergies:  

Medications, vitamins, herbs:  

Other relevant factors to consider (e.g. circumstances, diet):  

List your speci� c questions  

 

Additional support Practical information is available on our website. Our e-Magazine is available at no cost.

  Check this box to sign up, or you can visit our website or contact our o�  ce. You also can search our online back issue listing and download or order individual issues.

Our desire is to provide both medical and spiritual support as we realize that physical illness impacts the soul and spirit as well. We would like to pray for any spiritual 

needs that may accompany your medical problem. Please list prayer requests you may have on the back of this form.  Prayer request(s) on back

Visit chministries.org for more information. Please allow 1-2 weeks for a response.
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Return to:   Christian Healthcare Ministries

Attn: Member Assistance
�               127 Hazelwood Ave.

Barberton, OH 44203
� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE

� chministries.org/members

Thank you for becoming a part of Christian Healthcare Ministries (CHM). Your participation is a testimony demonstrating how Christians care for each other. Due 

to various state regulations, it is important that you fully understand that Christian Healthcare Ministries is a group of Christians who voluntarily assist each other 

with certain medical costs. If you have any questions, please call the CHM o�  ce at 330-848-1511 and ask for the Member Services department. Thank you.

Please read and initial each of the following:

1.     I understand that my monthly � nancial gift to Christian Healthcare Ministries enables CHM to help me in the following ways:

• to keep on � le information concerning my membership or my family’s membership

• to receive medical needs and prepare them for consideration for sharing through the Member Escrow Account

• to share medical needs found to be eligible under CHM Guidelines

• to send me a CHM newsletter each month

2.     I understand that Christian Healthcare Ministries is not insurance and no guarantees are given to those who participate.

3.     I understand that my membership is voluntary and that I have no legal obligation to give to the medical needs of other members.

4.     I understand that I have no legal right to receive money from the CHM o�  ce itself or from other participants.

5.      I understand that CHM members desire to know the needs of others and have their own needs shared in a manner based on Scripture, particularly:

• “Carry each other’s burdens, and so ful� ll the law of Christ” (Galatians 6:2).

• “Let us do good unto all men, especially unto those who are of the household of faith” (Galatians 6:10b).

• “...and distribution was made unto every man according to his need” (Acts 4:35b).

6.     I understand that—as stated in the CHM Guidelines—members must be active participants in the Body of Christ according to Hebrews 10:25.

7.      I understand that responsibility for payment of any medical needs or bills remains with me 

regardless of whether other participants send funds to help with payment.

8.      I understand that the risk of payment of any medical bills or needs is not shifted or assumed by Christian 

Healthcare Ministries or any CHM members. The responsibility for payment remains with me.

9.     I understand that if my medical needs are submitted to CHM for sharing, they may be accepted or rejected according to the Guidelines.

10.      I understand that Christian Healthcare Ministries is not approved or endorsed by the Department of Insurance 

in my state and that claims or losses are not protected by the state guaranty fund.

11.     I understand that part of my monthly � nancial gift goes toward a minimal administrative expense to operate the CHM o�  ce.

12.      I understand that participants send money to help one another out of a desire to share one another’s burdens. It would be an abuse of their trust 

and will render me ineligible for membership in CHM if I use money I receive for a shared need for any purpose other than payment of that need.

I attest that my initials represent that I understand the above statements. Membership by me and my adult family members 

re� ects an e� ort to uphold biblical principles. I understand that CHM members involved in a sinful lifestyle are ineligible to 

participate. I understand that CHM upholds the biblical directive that Christian carry each other’s burdens.

Name (print):  
 CHM # (if applicable): 

Signature:  
 Date: 

Continued on next page...

Checklist of Understanding
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Return to:   Christian Healthcare Ministries
Attn: Member Assistance

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE
� billing@chministries.org

Name:  
 Your CHM #: 

I (we) hereby authorize Christian Healthcare Ministries, hereinafter called CHM, and the depository � nancial institution named below, hereinafter called DEPOSITORY, to initiate electronic debit entries, and if necessary, credit entries to my account listed below. I (we) acknowledge that the origination of debit transactions to my (our) account must comply with the provisions of U.S. law.

Complete � nancial institution name

Address

Routing number

Branch

City, State, Zip

Account number

 Checking account -or-  Savings account

This authority is to remain in full force and e� ect until CHM has received written noti� cation from me of its termination in such time and manner as to a� ord CHM and DEPOSITORY a reasonable opportunity to act on it.

Print participant name

Print CHM number

Signature

Date

Please specify:

Monthly gift amount: $    Check if you also wish to use CheckEase debit for your Brother’s Keeper annual fee and quarterly gifts. Note: Brother’s Keeper drafts occur on the 20th of January, April, July & October.

Month/year CheckEase debit to begin:   Date of montly CheckEase debit to occur:  1st  3rd  5thNote that if this date falls on a weekend or holiday, the amount will be withdrawn on the next business day.
PLEASE ATTACH COPY OF VOIDED CHECK (if choosing checking account) OR DEPOSIT SLIP (if choosing savings account).

CheckEase Direct Giving Enrollment Form

210

Brother’s Keeper Application: To be used 
if you did not sign up for Brother’s Keeper 
when you joined CHM and wish to do so now. 
Optional; does not need to be returned.

FORM
S
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Return to:   Christian Healthcare Ministries
Attn: Member Assistance

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE

� chministries.org/members

Thank you for becoming a part of Christian Healthcare Ministries (CHM). Your participation is a testimony demonstrating how Christians care for each other. Due 
to various state regulations, it is important that you fully understand that Christian Healthcare Ministries is a group of Christians who voluntarily assist each other 
with certain medical costs. If you have any questions, please call the CHM o�  ce at 330-848-1511 and ask for the Member Services department. Thank you.

Please read and initial each of the following:

1.     I understand that my monthly � nancial gift to Christian Healthcare Ministries enables CHM to help me in the following ways:
• to keep on � le information concerning my membership or my family’s membership
• to receive medical needs and prepare them for consideration for sharing through the Member Escrow Account
• to share medical needs found to be eligible under CHM Guidelines
• to send me a CHM newsletter each month

2.     I understand that Christian Healthcare Ministries is not insurance and no guarantees are given to those who participate.

3.     I understand that my membership is voluntary and that I have no legal obligation to give to the medical needs of other members.

4.     I understand that I have no legal right to receive money from the CHM o�  ce itself or from other participants.

5.      I understand that CHM members desire to know the needs of others and have their own needs shared in a manner based on Scripture, particularly:
• “Carry each other’s burdens, and so ful� ll the law of Christ” (Galatians 6:2).
• “Let us do good unto all men, especially unto those who are of the household of faith” (Galatians 6:10b).
• “...and distribution was made unto every man according to his need” (Acts 4:35b).

6.     I understand that—as stated in the CHM Guidelines—members must be active participants in the Body of Christ according to Hebrews 10:25.

7.      I understand that responsibility for payment of any medical needs or bills remains with me 
regardless of whether other participants send funds to help with payment.

8.      I understand that the risk of payment of any medical bills or needs is not shifted or assumed by Christian 
Healthcare Ministries or any CHM members. The responsibility for payment remains with me.

9.     I understand that if my medical needs are submitted to CHM for sharing, they may be accepted or rejected according to the Guidelines.

10.      I understand that Christian Healthcare Ministries is not approved or endorsed by the Department of Insurance 
in my state and that claims or losses are not protected by the state guaranty fund.

11.     I understand that part of my monthly � nancial gift goes toward a minimal administrative expense to operate the CHM o�  ce.

12.      I understand that participants send money to help one another out of a desire to share one another’s burdens. It would be an abuse of their trust 
and will render me ineligible for membership in CHM if I use money I receive for a shared need for any purpose other than payment of that need.

I attest that my initials represent that I understand the above statements. Membership by me and my adult family members 
re� ects an e� ort to uphold biblical principles. I understand that CHM members involved in a sinful lifestyle are ineligible to 
participate. I understand that CHM upholds the biblical directive that Christian carry each other’s burdens.

Name (print):   CHM # (if applicable): 

Signature:   Date: 

Continued on next page...

Checklist of Understanding
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CHM is providing this sample for informational purposes only. When 
you receive your printed Welcome Pack in the mail, at that time, please 

complete and return the Checklist of Understanding (using your 
permanent membership number, not your confirmation number) to the 

ministry as soon as possible.

SAMPLE

ONLY



Your church information...
Information about your local church will enable CHM sta�  to communicate more e� ectively with members and will provide an important tool to help us 
grow. Christian Healthcare Ministries will not share, sell, or rent this information to third parties for their marketing purposes, nor will we contact your 
church without your permission.

Church name (please list entire name)  

Church address:   City:   State:     Zip code:  

Church phone: (    )    –      Website (if applicable):  

Church denomination/a�  liation:   Avg. weekly attendance:  

Pastor’s name:  

Are you a member of the church sta� ?  Yes  No If yes, what is your position?  

Your employment information...

Occupation (Please print clearly)  

Check any and all that apply:  Ministry  Self-employed  Christian education

Your spouse’s employment information...

Occupation (Please print clearly)  

Check any and all that apply:  Ministry  Self-employed  Christian education

Please check and make sure you have completely � lled out both sides of this form. Thank you!
The information you have provided will help the CHM sta�  serve you more e�  ciently and e� ectively.
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SAMPLE

ONLY



Return to:   Christian Healthcare Ministries
Attn: Member Assistance

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE

� billing@chministries.org

Name:   Your CHM #: 

I (we) hereby authorize Christian Healthcare Ministries, hereinafter called CHM, and the depository � nancial institution named below, hereinafter 
called DEPOSITORY, to initiate electronic debit entries, and if necessary, credit entries to my account listed below. I (we) acknowledge that the origination 
of debit transactions to my (our) account must comply with the provisions of U.S. law.

Complete � nancial institution name

Address

Routing number

Branch

City, State, Zip

Account number

 Checking account -or-  Savings account

This authority is to remain in full force and e� ect until CHM has received written noti� cation from me of its termination in such time and manner as to 
a� ord CHM and DEPOSITORY a reasonable opportunity to act on it.

Print participant name

Print CHM number

Signature

Date

Please specify:

Monthly gift amount: $    Check if you also wish to use CheckEase debit for your Brother’s Keeper annual 
fee and quarterly gifts. Note: Brother’s Keeper drafts occur on the 20th of 
January, April, July & October.

Month/year CheckEase debit to begin:   Date of montly CheckEase debit to occur:  1st  3rd  5th

Note that if this date falls on a weekend or holiday, the amount will be withdrawn on the next business day.

PLEASE ATTACH COPY OF VOIDED CHECK (if choosing checking account) OR DEPOSIT SLIP (if choosing savings account).

CheckEase Direct Giving Enrollment Form
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SAMPLE

ONLY
CHM is providing this sample for informational purposes only. If 

you wish to set up automatic payments through CHM’s CheckEase 
program, you may complete and return the form once you receive your 

printed Welcome Pack. At that time, you will include your permanent 
membership number (not your confirmation number) contained inside 

your printed Welcome Pack.



Return to:   Christian Healthcare Ministries
Attn: Member Bill Processing

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.4322

� 800.791.6225 TOLL FREE

� chministries.org

Medical Information Request Form
Dr. Jacobson, CHM medical consultant, will provide free information relevant to your request to the best of his ability. This information may involve procedures or 
treatments that do not meet CHM Guidelines for sharing. In addition, CHM is not responsible for decisions made by members using Dr. Jacobson’s services. 
This information and advice is not intended to replace the services of a physician.

Personal Information

First:   MI:   Last:   Member #: 

Spouse/Parent:   Person this request is concerning (if di� erent):   Age:   

Salutation:  Mr.  Mrs.  Miss.  Child  Status:  Single  Married  Divorced  Remarried

Race:   Height:   Weight:  

Address:   City:   State:   Zip:  

Email:   Secondary email:  

Home: Work: Mobile: Fax: 

Family History  Asthma  Allergy  Diabetes  High blood pressure  Heart  Stroke  Kidney  Cancer

Past medical/Surgical history: (Signi� cant illnesses or surgeries):  

 

Current Problem What is your problem?  

When did it start?  

Details of illness as they occurred?  

 

 

What treatments or diagnoses have you already received for your current problem? (Feel free to attach any test result summaries if you wish.) 

 

Possible contributing factors

Allergies:  

Medications, vitamins, herbs:  

Other relevant factors to consider (e.g. circumstances, diet):  

List your speci� c questions  

 

Additional support Practical information is available on our website. Our e-Magazine is available at no cost.

  Check this box to sign up, or you can visit our website or contact our o�  ce. You also can search our online back issue listing and download or order individual issues.

Our desire is to provide both medical and spiritual support as we realize that physical illness impacts the soul and spirit as well. We would like to pray for any spiritual 
needs that may accompany your medical problem. Please list prayer requests you may have on the back of this form.  Prayer request(s) on back

Visit chministries.org for more information. Please allow 1-2 weeks for a response.
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CHM is providing this sample for informational purposes only. If 
you would like to request medical advice from Dr. Jacobson, you 
may complete and return the form contained within your printed 

Welcome Pack using your permanent membership number  
(not your confirmation number).

SAMPLE

ONLY



Return to:   Christian Healthcare Ministries
Attn: Brother’s Keeper

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.798.5993
� 330.798.6100

� 800.791.6225 x5993 TOLL FREE

� info@chministries.org

Brother’s Keeper Application
Step 1: Member information

Your CHM #:  

Make my Brother’s Keeper 
start date (dd/mm/yy): 

Step 2: How many units? (See the CHM Guidelines for a detailed explanation of units.)

 One unit: One qualifying person

 Two units: Any two qualifying immediate family members

 Three units: Three or more qualifying immediate family members

Step 3: Your contact information

Last name:   First name:   M.I.:   M  F  

Home phone:   Work phone:   Email:   

DOB:  SSN:  Address:  

Apt #:   City:   State:   Zip Code:  

Spouse participating at this time: Yes  No  Spouse name:  

Spouse DOB:  Spouse SSN: 

Step 4: Your dependent children

Name:   SSN:  DOB:  Yes  No 

Name:   SSN:  DOB:  Yes  No 

Name:   SSN:  DOB:  Yes  No 

Name:   SSN:  DOB:  Yes  No 

Continued on separate page? Yes  No 

Step 5: Commitment & contribution

You and other Brother’s Keeper participants will be sent a quarterly Brother’s Keeper billing statement. Participants are asked to send a designated amount to 
the CHM o�  ce’s audited Brother’s Keeper escrow account, from which medical needs are shared.

By signing below, I understand that the quali� cations and guidelines of the Brother’s Keeper program follow the quali� cations and Guidelines established by 
Christian Healthcare Ministries.

Signed:   Date: 

Spouse:   Date: 

Note: Brother’s Keeper costs include a $40 annual fee per family and a variable amount each quarter (average quarterly amount is $25 per membership unit).

Please choose one:
 Please charge my credit card:  Visa  MC  Discover 

Card #: 

Exp:   One time only  Recurring quarterly

  I wish to make all contributions in the same manner I give my 
monthly CHM � nancial gift.

 I’m enclosing a check for $40 payable to Brother’s Keeper

Are they attending
college?
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CHM is providing this sample for informational purposes only. If you 
would like to add Brother’s Keeper to your membership, please call  

the ministry at 800-791-6225, ext. 5993.



Instructions: Please complete and return the enclosed forms and copies of your itemized bills to CHM (even if a discount is pending) to begin the sharing 
process for your medical bills.

Member Information

Member #:  Member name:  

Home phone:   Work phone:   Cell phone:  

Valid email address:  

Patient Information (Please limit to one incident per form.)

Patient name:   Date of birth:  Age:  
 mm dd yy

Physician’s Diagnosis

Physician’s diagnosis:   Date symptoms began: 
(Please note: If no diagnosis has been made, please list your primary symptom and/or estimated diagnosis.) mm dd yy

Maternity Only (A helpful guide is available on our website at chministries.org/maternityguide)

Expected due date:  Actual date of birth:  Child’s name:  

Previous Conditions Did you have signs, symptoms, testing, or treatment of this condition before joining CHM? Yes  No  
Important: If you had signs or symptoms before joining CHM–even if you didn’t see a doctor or receive a diagnosis, you must submit the CHM Prayer 
Page Request Form.

Medicare-eligible Members Along with the forms in this packet, Medicare-eligible members should submit their Medicare Summary Notice (MSN) 
form in lieu of itemized medical bills.

Accidents Only Accident occurred at:  Home  Other (specify):  
If the accident occurred on property other than your own, all bills must be submitted to the responsible party’s insurer. Please see CHM Guideline W and 
chministries.org/accidents for additional instructions when submitting medical expenses for sharing.

Primary Payment Sources �      I have primary forms of payment available, such as insurance, Worker’s Compensation, Medicaid, Medicare, etc.

Financial Assistance �      I have applied or am in the process of applying for � nancial assistance in accordance with the CHM Guidelines.

Since Christian Healthcare Ministries members are considered self-pay, we strongly advise that you take advantage of any � nancial assistance programs that you might be eligible to 
receive. This information is provided in order to facilitate timely � ling for these programs and to lessen the burden of rising medical costs on fellow members. If any 
other source will pay all or any part of your bills for this incident, you must send documentation verifying payments (See Guideline N).

I understand that CHM members participate out of a desire to share one another’s burdens, and it would be an abuse of their trust if I use the money I 
receive for a shared need for some purpose other than payment of that need. If I have prepaid or made payments, I will consider funds received from 
CHM as reimbursement. I understand that failure to provide accurate information or failure to use the money for the submitted bills will be a violation 
of Christian Healthcare Ministries Guidelines (chministries.org/guidelines).

By signing below, I attest that the participating ADULT members included in my membership are Christians living by New Testament principles, attend 
group worship regularly (health permitting), follow scriptural teaching with regard to alcohol, and do not use tobacco or use drugs illegally. I also 
attest that all information provided herein is true to the best of my knowledge.

Signed:   Date: Continued on next page...

Sharing Request Form

Return to:   Christian Healthcare Ministries
Attn: Member Bill Processing

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.848.4322

� 800.791.6225 TOLL FREE

� chministries.org1001C

FOR OFFICE USE ONLY

CHM is providing this sample for informational purposes only. In the 
event that you incur medical expenses prior to receiving your printed 

Welcome Pack, you may download the sharing request packet at 
chministries.org/needsforms and return them by mail.

SAMPLE

ONLY

http://chministries.org/needsforms


M
edical Bill W

orksheet 
Sharing Request Form

, page 2

Patient Nam
e:  

 
Date of birth: 

 
M

em
ber#: 

Instructions: Com
plete each colum

n on this worksheet and subm
it it along with copies of your item

ized bills for each line item
. W

hen a discount is received, please m
ake sure your item

ized bill re� ects 
the reduced am

ount. Com
pleted form

s and item
ized bills m

ust be received by CHM
 w

ithin six m
onths of the date of service.

DATE
of service

PROVIDER
doctor, hospital, pharm

acy, etc.
ORIGINAL

charge
REDUCTIONS*

PAYM
ENTS

m
ade by m

em
ber

1.
$

$
$

2.
$

$
$

3.
$

$
$

4.
$

$
$

5.
$

$
$

6.
$

$
$

7.
$

$
$

8.
$

$
$

9.
$

$
$

10.
$

$
$

11.
$

$
$

12.
$

$
$

13.
$

$
$

14.
$

$
$

15.
$

$
$

16.
$

$
$

Is this worksheet an add-on** to a previous incident? 
 Yes 

 No 
If  “yes”, which incident?  

TOTALS
$

$
$

* Reductions should include discounts you’ve received from
 your provider, funds awarded through � nancial assistance and any paym

ents m
ade by other prim

ary sources of paym
ent 

(ie. W
orker’s Com

pensation, M
edicaid, insurance com

panies, etc.).
**An add-on is a bill, form

 or letter related to an incident for which item
s have already been subm

itted.
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Return to:   Christian Healthcare Ministries
Attn: Member Bill Processing

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.848.4322

� 800.791.6225 TOLL FREE

� chministries.org

SECTION A: (PLEASE PRINT)

Patient name:  

Date of birth:  CHM#: 

SSN: 

Address:  

 

Phone #: 

I understand that Christian Healthcare Ministries is a not-for-pro� t medical cost sharing organization that coordinates assistance for its members’ eligible 
medical bills. Christian Healthcare Ministries is not an insurance company, nor is it o� ered through an insurance company. 

I hereby authorize any medical practitioner, hospital, health facility, insurance company or any other person or entity that has medical records or 
knowledge of the medical records of the undersigned and/or the dependents listed herein to disclose my protected health information to Christian 
Healthcare Ministries for the purpose of facilitating the eligibility and sharing process by Christian Healthcare Ministries and also negotiating medical bills 
on the undersigned’s or dependent’s behalf.

I further authorize Christian Healthcare Ministries to discuss any and all health information related to my records described in this authorization with 
healthcare providers, healthcare facilities, health plans or any other agency involved in my healthcare or payment for healthcare.

SECTION B: PLEASE INITIAL ONE OF THE OPTIONS BELOW

     I consent that all medical records be disclosed (complete health record plus records regarding all bills, billing codes, diagnosis codes, and other billing information).

      I DO NOT consent that my medical records be disclosed. IMPORTANT: CHM must have your consent in order to present this form to healthcare providers before 
they can legally discuss with us discounts on any of your medical bills. If providers cannot discuss your bills with us due to your refusal to complete this form, 
your medical bills cannot be shared by CHM.

SECTION C: By signing below, I understand that:
• this authorization shall expire upon the expiration of one (1) year, or until revoked by me in writing, whichever comes � rst.
• this authorization is voluntary and that I may revoke the authorization in writing addressed to Privacy O�  cer at 127 Hazelwood Ave, Barberton, OH 44203.
• this authorization may not be revoked where Christian Healthcare Ministries has already reasonably acted in reliance upon this authorization.
• the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected by federal or state law.
• a copy of this form, including a facsimile, may be used in place of the original.

Signature of patient or authorized representative Print name of patient

*Authorized representative’s relationship to patient Print name of authorized representative

* Required if patient is under the age of 18 or is incapable of signing for themselves. If patient is incapable of signing for themselves, please include power of attorney documents.

Today’s Date:  IMPORTANT:  This form must be signed and dated or it will be invalid and CHM may not be able to share your medical bills.

— PROVIDE COPY TO MEMBER & COPY TO FILE —
This form is certi� ed HIPAA compliant.

Medical Release Information (HIPAA-compliant) Form
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Return to:   Christian Healthcare Ministries
Attn: Member Bill Processing

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.848.4322

� 800.791.6225 TOLL FREE

� chministries.org

BRIEF LETTER EXPLAINING THE CIRCUMSTANCES OF YOUR INCIDENT
(Maternity needs: No letter is necessary unless you have experienced complications.  All other conditions: This letter is a 

requirement to process your medical bills for sharing.  Failure to submit it will result in a delay in sharing your bills.)

Letter of Explanation

ADDITIONAL INFORMATION:  
 
 
 
 

WHO:   MEMBER #: 

WHAT:  
 
 
 
 
 
 
 

WHERE Please list your location when symptoms occured (home, school, etc.). 
If an accident, please visit chministries.org/accidents for more information. 

 
WHEN:  
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Return to:   Christian Healthcare Ministries
Attn: Member Bill Processing

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.848.4322

� 800.791.6225 TOLL FREE

� chministries.org

Patient name:

Member #:

  YES, I would like my bill(s) to be considered for listing on the 
Prayer Page. Editor’s note: To see if your medical bills are eligible for 
Prayer Page sharing, please see CHM Guidelines Z and AA.

What is the condition(s) you would like listed on the Prayer Page?
(Listings may be edited for length or grammar.)

Signed: Date:

Prayer Page Request Form
What is the Prayer Page?
The Prayer Page appears in CHM’s monthly Heartfelt 
Magazine. The Prayer Page is an additional means 
by which CHM members help other Christians. It lists 
members’ names, mailing addresses, and information 
about their medical conditions so that other readers can 
be informed of their needs and step forward to help them 
through voluntary giving (above and beyond regular 
monthly fi nancial gifts to CHM.)
Upon determination that your bill(s) are eligible for listing 
on the Prayer Page, our staff  will email you to answer any 
questions you have and to guide you through the process 
of listing your need. At that time, you will be notifi ed when 
your listing will appear on the Prayer Page.

To be eligible for the Prayer Page, medical bills 
must meet the following criteria*:
1. Bills must be from treatment of pre-existing conditions 

and treatment must follow all other CHM Guidelines for 
sharing eligibility, including Guidelines regarding your 
participation level (Gold, Silver, or Bronze).

2. Bills must have been incurred after you joined Christian 
Healthcare Ministries. Bills incurred prior to joining are not 
eligible for listing on the Prayer Page.

3. Medical bills cannot be shared if, at the time you 
join CHM, the bills are for pre-existing conditions for 
which you’ve experienced any signs or symptoms, 
or those for which you’re undergoing any testing or 
treatment other than with maintenance (routine) 
medications. After the incident is over and your doctor 
states that you are on a maintenance treatment regimen, 
bills for any new incident related to the pre-existing illness 
are eligible for sharing either through the regular CHM 
program (Gold members only) or through the Prayer Page 
(Gold, Silver, and Bronze members).

4. If you join CHM while pregnant, bills for that pregnancy 
are not eligible for sharing through the Prayer Page. Bills 
for pregnancy are eligible when the mother joined CHM 
at least 300 days before the doctor’s estimated due date. 
Please see Guideline R for more information.

* For complete information about pre-existing conditions, please see 
Guidelines Z and AA.

INSTRUCTIONS: Please complete this form if there’s any chance your 
condition may be deemed pre-existing. A pre-existing condition is any 
medical condition for which you experience signs, symptoms, testing or 
treatment before joining CHM–even if you have not been diagnosed.

$398,411
$493,901

$417,617
$541,047$509,080

$605,079

$487,871$506,802
$590,248

$379,976
$475,520

$999,103 Amount shared for
Prayer Page needs in 2018 $6,404,655
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Return to:   Christian Healthcare Ministries
Attn: Member Services

�               127 Hazelwood Ave.
Barberton, OH 44203

� 330.848.1511
� 330.798.6100

� 800.791.6225 TOLL FREE

� portal.chministries.org

Member Application You also can apply online at 
join.chministries.org

Step 1: Your contact information

Last Name:   First:   M.I.  

SSN:  DOB (mm/dd/yy):   Male  Female 
Qualify for Medicare? Yes  No  Medicare A and B? Yes  No  (See Guideline S at chministries.org/guidelines)

Spouse Last:   First:   M.I.  

SSN:  DOB (mm/dd/yy):   
Qualify for Medicare? Yes  No  Medicare A and B? Yes  No  (See Guideline S at chministries.org/guidelines)

Address:   City:   State:   Zip Code:  

Home phone:  Work phone:    Valid email:  

Step 2: Your children Continued on a separate page? Yes  No 

Name:      Joining CHM? Yes  No  
(and last if di� erent from above) Male  Female   Social Security Number Date of birth (mm/dd/yy)

If 18 years or over, check all that apply:  Christian living by biblical principles  Single  Reported as a dependent on your income tax forms
Please see the CHM Guidelines for more information on adult children.

Name:      Joining CHM? Yes  No  
(and last if di� erent from above) Male  Female   Social Security Number Date of birth (mm/dd/yy)

If 18 years or over, check all that apply:  Christian living by biblical principles  Single  Reported as a dependent on your income tax forms
Please see the CHM Guidelines for more information on adult children.

Step 3: Participation levels and units Step 4: Units participating in Brother’s Keeper program
Units may participate at di� erent levels. Three units are three or more qualifying family members. 
No family’s monthly � nancial gift exceeds three units, regardless of the number of immediate family 
members. All dependent children participate as a single unit. See the CHM Guidelines for a detailed 
explanation of units.

 1st unit
 2nd unit
 3rd unit

Brother’s Keeper membership provides unlimited cost support per illness (Gold 
members) or increases your maximum cost support by $100,000 annually, up to $1 
million per illness (Silver and Bronze members). There is a $40 annual fee per family 
and an average quarterly fee of $25 per unit.

 1st unit: Name:  

  GOLD    SILVER    BRONZE
Gold: $150 per unit, per month; Silver: $85 per unit, per month; Bronze: $45 per unit, per month

 2nd unit: Name:  

  GOLD    SILVER    BRONZE

 3rd unit: Name:  

  GOLD    SILVER    BRONZE

Step 6: Sponsor/Promotion/Group (if applicable)

Sponsor name:  

Sponsor member #:  

Promotion code #:  

Group name and #:  

Step 5: Your start date (choose one)

  Start date to begin on postmark date of envelope in which 
you mail this application.

  I am choosing a future start date:

  Month   Year

This space is reserved for o�  ce use:

Continued on next page 
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CHM is providing this sample for informational purposes only. Do you 
know of someone who is looking for affordable, biblical healthcare? 

When you share CHM with friends and family, encourage them to join 
online at chministries.org/application and write your name in the 

sponsor field. After they submit their third monthly gift amount, you 
receive one month of CHM membership FREE!

http://chministries.org/application


Step 7: Health history
List ALL health conditions for which any applying member of your family has had signs, symptoms, or treatment. Your membership will not be denied 
based on the health information you provide. Certain bills for pre-existing conditions (incurred after joining) are eligible according to the CHM Guidelines.

Name Condition/Symptom/Treatment/Medication Date

   
   
   

 Continued on a separate page?

Step 8: Tell us how you heard about us! (please choose all that apply)
  A current CHM member
Name:  
Member #:  

  Magazine
Name:  
 

  Internet
Website:  
 

 A friend (non-member)

  Convention
Name:  

  Radio/TV  Commercial -or-  Program
Station:  
City/State:  

  Other (please specify):
 
  

Step 9: Bring-a-Friend program Give us the names and addresses of three Christian families or single adults and you could get one free month for each 
one who becomes a Christian Healthcare Ministries member! (Christian Healthcare Ministries values your personal privacy and will never share, sell, or rent information 
to third parties for their marketing purposes.)

1.) Name:  
 
Address:  
 
Phone #:  

2.) Name:  
 
Address:  
 
Phone #:  

3.) Name:  
 
Address:  
 
Phone #:  

Step 10: Commitment Final total
# Gold units # Silver units # Bronze units Add $40.00 if joining 

Brother’s KeeperFrom Step 3 From Step 3 From Step 3
X $150.00 + X $85.00 + X $45.00 = $

Contribution method

Credit Card (choose one):  Visa  Master Card  Discover I want to contribute with this credit card:  this time only  each month

Card Number:  Exp. Date (mm/yy): 

CheckEase direct bank withdrawal  Checking -or-  Savings Financial institution name:  

Routing #:  Account #: 

 I am enclosing a check made out to Christian Healthcare Ministries.   this time only  each month

By signing below, I attest that the participating ADULT members included herein are Christians living by biblical principles, attend 
group worship regularly (health permitting), follow scriptural teaching with regard to alcohol, and do not use tobacco or use 
drugs illegally. I also attest that all information provided herein is true to the best of my knowledge.

Signed   Date 

Spouse    Date 
(Only if joining at this time)

Mail this application to:
Christian Healthcare Ministries

127 Hazelwood Ave.
Barberton, OH 44203
Or fax both sides to:

330.798.6100

After you submit this form, you will receive a New Member Welcome Packet in the mail within several weeks.
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