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Membership Application Identification Form

ACCT:

Master Member

Name (First Middle Last)

SSN

Date of Birth:

Address

City, State, Zip

Phone Number

Mother’s Maiden Name

Email Address

Codeword

To verify identity, provide a word only you would know:

Services Requested

pStatements ATM Card

Online Banking Debit Card (checking only

Checks

Gov’t Issued Photo ID

@Driver’s License Ostate ID OPassport Oother

2" Form of ID

OssN card(® Debit Card O Birth CertificateQ Insurance Card O Other

Proof of Address O My ID has the correct address. (®! am providing proof of correct address
Field of Membership 1 Olive OworkOworship Chattend school  in Owexford OMissaukee OOsceola County.
Beneficiary Information | Name: SSN: DOB:

Address: PH: Relationship:

Joint Owner

Name (First Middle Last)
SSN Date Of Birth:
Address

City, State, Zip

Phone Number

Email Address

Gov'’t Issued Photo ID

Opiriver’s License (Qstate ID OpPassport (other

2" Form of ID

OSSN card QDebit CardQ Birth Certificate O Insurance Card O Other

Proof of Address

OMy ID has the correct address. 1 am providing proof of correct address
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Snip proof of ID and paste below




New Member Account Risk Assessment

The funding of terrorism and money laundering activities, the USA PATRIOT Act requires all financial institutions
to obtain, verify and record information that identifies each person who opens an account. What this means for
you: When you open an account, we will ask for your name, physical and mailing address, date of birth, taxpayer
identification number and other information that will allow us to identify you. We may also ask to see your
driver's license or other identification documents. We will let you know if additional information is required.

Please complete the following questions.

Member Information:

Member Name:

Member Address:

Joint Member Name:

Joint Member Address:

Are you affiliated in any way with the growth or distribution of marijuana whether

for medical or other purposes, or do/will you perform transactions in any way Yes O

affiliated with the marijuana industry through this account?

Will you use Domestic Wire Services? Yes O

If yes, please provide estimates Incoming: Outgoing:

Will you conduct online gambling activities through this account? Yes O

Do you regularly purchase Money Orders or Cashier's Checks? Yes O

If yes, generally what is the amount of your purchase? $

Will there be regular cash deposits? Yes O
$ What is the Source of funds:

If yes, please provide estimates

What is the Source of Opening Deposit Funds?

Initial Deposit Amount: $

| certify the above information is true, and correct to the best of my knowledge.

No

No

No

No O

No

Member Signature Date

Joint Member Signature Date

11/30/19
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