
 

 

 

 

 

 

 

PCI Tribal Members Health Insurance Plan 

Health Insurance Acknowledgement 

 

I, the undersigned, being of lawful age and an enrolled member of the Poarch Band of 
Creek Indians, attest to the following facts: 

1. I currently have no health insurance benefits available to me through my 
employer or my spouse’s employer. 
 

2. I am not eligible for any government sponsored health plan. 

 

 

_______________________________       __________________________    

Tribal Member Signature                             Social Security Number                 

 

 ______________ 

 Date 

 

  

 

 


