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                                                APPLICATION FOR HEALTHCARE COVERAGE

MEMBERSHIP FORM

 

                        NEW APPLICATION         RE-APPLICATION                                                              


                               

                                                                                                        PAYOR         DEPENDENT                                

                                                                                                                                                                                                                                                                                              





The following questions must be fully answered, otherwise the application will not be processed. For the questions answered with   "Yes", please provide details of the medical condition including the diagnosis, date of first treatment, present course of treatment, attending physician, and hospital / clinic at the space provided.





 
 Family Medical History  
    Age Range
     If Alive, State of Health  
      Age Range
      Cause of Death  

Father
 
 
 
 
 

Mother
 
 
 
 
 

Brothers
 
 
 
 
 

Sisters
 
 
 
 
 



A. Have you been diagnosed/treated/consulted

    pertaining to:
  YES
   NO
          Diagnosis
 Date of 1st Treatment/

       Confinement
  Present Course

    of Treatment
   Doctor
    Hospital/

       Clinic

    Brain, Mental or Nervous System
 
 
 
 
 
 
 

    Lungs or Respiratory System 
 
 
 
 
 
 
 

    Kidney or Urinary System
 
 
 
 
 
 
 

    Heart or Disease of Blood Vessels
 
 
 
 
 
 
 

    Stomach or Abdominal Organs (Liver/Pancreas/

    Gallbladder and Colon)
 
 
 
 
 
 
 

    Disease or Disorder of Skin
 
 
 
 
 
 
 

    Disease or Disorder of back, spine, joint, muscle
 
 
 
 
 
 
 

    Cancer, Tumor or Blood Disorder
 
 
 
 
 
 
 

    Disease or Disorder of eyes, ears, nose, throat
 
 
 
 
 
 
 

    Hypertension or High Blood Pressure
 
 
 
 
 
 
 

    Diabetes Mellitus
 
 
 
 
 
 
 

    Hernia of any kind, Varicocele
 
 
 
 
 
 
 

    AIDS or HIV Infection
 
 
 
 
 
 
 

    Any miscarriage or complication of Pregnancy or Delivery
 
 
 
 
 
 
 

    Any physical deformity, defect, abnormality
 
 
 
 
 
 
 

B. Chromosomal Disorder (Down Syndrome, 

    Cerebral Palsy, Juvenile DM and Mental  

    Development Disorder)
 
 
 
 
 
 
 

C. Operation or Surgery
YES
   NO
    Diagnosis
   Date of Operation
          Surgical Procedure
      Doctor









FOR LOVELIFE PROGRAM ONLY:

Following illnesses shall be treated as PERMANENT EXCLUSIONS upon enrolment requiring the applicant to execute a voluntary permanent waiver as a condition precedent to the approval of the application: 1) Any form of CANCER, including liver cirrhosis 2) Diabetes Mellitus, whether or not insulin-dependent 3) Connective tissue diseases-Systemic Lupus Erythematosus(SLE), Rheumatoid Arthritis, Anti Phospholipid Syndrome, etc. and 4) Central nervous system-Epilepsy, Seizure Disorder, Post Measles Subacute Sclerosing Panencephalitis(SSPE), Tumors, Cerebral Palsy. 

I/we hereby declare and agree that all statements and answers contained herein and in addendum annexed to this application are full, complete and true and binding to all parties in interests under the agreement herein applied for. That there shall be no contract of healthcare coverage unless and until an agreement is issued on this application and the full membership fee according to the method of payment applied for is actually paid during the good health of proposed member(s).  That the healthcare coverage of any member shall take effect only on the effective date as indicated in the issued agreement or healthcare contract.

IMPORTANT REMINDERS:

1. Payment of Membership Fee must be after the approval of Application Form and issuance of Invoice. No Invoice, no payment.

2. Payment can be made at FortuneCare Head Office or Branch Offices nationwide, or through our various payment facilities.

3. When paying through our Representative, always ask for the Official FortuneCare Provisional Receipt (PR). FortuneCare will not be held liable for any servicing or legal liability arising from the transaction without the Official FC Provisional Receipt.

                               Signed this _________ day of ________________ 20_____.

  __________________

___________________________
        ______________________
        Signature of Witness
                 Signature over printed name of Payor                                      Signature of Applicant

                                                           (for minor/other than the applicant)












 Standard Rating

            without permanent exclusion

            with permanent exclusion______________________



 
              






 Substandard Rating A                without permanent exclusion

                                     

                                                    with permanent exclusion______________________


 Substandard Rating B                without permanent exclusion

                                             

                                                    with permanent exclusion______________________ 

For Medical Evaluation                                                           Approved             Disapproved    

                                                                                    ___________________________

                                                                                                        LAY-UNDERWRITER










PAYMENT RECEIVED BY:
DATE:
O.R. NO.:
AMOUNT:
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RESIDENCE TEL NO.�
�
__OFFICE ADDRESS/__BILLING ADDRESS�
�
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�
MOBILE NO.�
�
OCCUPATION/JOB TITLE





�
NATURE OF BUSINESS�
NAME OF EMPLOYER





�
TIN�
�
BIRTHDATE (MM/DD/YYYY)





�
PLACE OF BIRTH�
CITIZENSHIP:   


                                                  


                               FILIPINO                    OTHERS ________________________�
SEX


        FEMALE            MALE�
�
AGE�
HEIGHT�
WEIGHT�
CIVIL STATUS:


                        SINGLE                    MARRIED                     WIDOWED                   SEPARATED


�
NO. OF CHILDREN, SINGLE & BELOW 21 Years Old�
�
PART II�
�
TYPE OF PROGRAM





          PRESTIGE              LOVELIFE                    INDIVIDUAL            FAMILY              GROUP              SCP


�
�
      


       PRESTIGE 250 





       


       PRESTIGE 500                     �
                        


     LOVELIFE 150                   LOVELIFE 250                                 


 ___ Ward>1000                 ___ Ward>1000                      


 ___ Semi-PR>2000           ___ Semi-PR>2000 


 ___ Small PR>3000           ___ Small PR>3000            


 ___ Large PR>3500           ___ Large PR>3500�
        


        IFG                                                  


             


             WD>600       SP>800         PR>1200








             DL>1500       ST>2000                                                                                              �



       SCP


       


           WD>600       SP>800         PR>1000


    





           DL>1200        ST>1500   �
�
MODE OF PAYMENT                                               


                                                                                                                            


         ANNUAL            SEMI-ANNUAL         QUARTERLY           MONTHLY�
ADDITIONAL BENEFIT DESIRED


                                                                                                                            


       W/ DENTAL        W/O DENTAL          W/ PHILHEALTH        W/O PHILHEALTH


                                                               


                                          PHILHEALTH NO.:________________________�
�
E-MAIL ADDRESS


�
HAVE YOU BEEN A MEMBER OF OTHER HEALTH MAINTENANCE ORGANIZATIONS (HMO)? IF YES, NAME OF HMO:�
�



NAME OF DEPENDENTS�



Enrolling? (please encircle)�



DATE OF BIRTH (mmddyyyy)�



AGE�



RELATIONSHIP�
�
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NO�
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NO�
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NO�
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PART III                                                                                                         �
�
CONDITIONS FOR ENROLMENT


Any MISREPRESENTATION or CONCEALMENT of material information that the applicant or his duly authorized representative made herein shall render this contract VOID from the beginning. Receipt of payment by FortuneCare does not constitute acceptance of the applicant as a FortuneCare program member. FortuneCare reserves the right to reject any application.


I/we understand that neither my family nor I/we will be eligible for benefits should there be false or withheld data and that my coverage may be revoked based on misrepresentations or non-disclosure.


Unless my application is processed and approved by the Underwriting Department of Fortune Medicare, Inc. within the enrolment period as specified in the Healthcare Agreement, my dependents and I will not be eligible for coverage.


FortuneCare shall not be liable for any medical bills between the time that I accomplished and signed the application and the time of approval and delivery of the Contract and membership ID card.


I hereby agree and undertake as my obligation to obtain from FortuneCare the current copy of the Healthcare agreement and to acquaint myself with all the provisions, terms and conditions of the program.


It is understood that there is no coverage in effect unless my application is approved and FortuneCare contract is delivered and accepted by me together with FortuneCare ID. I agree that any payment I sent together with this application shall be returned except for the processing fee in case of rejection or disapproval of my application.


�
�
CERTIFICATION


I certify that I have been personally interviewed by my servicing agent and he/she was able to explain the benefits and limitations of the product to me. I warrant that I am in actively-at-work health condition and I am not physically impaired or undergoing major treatments upon filing of this application, that my signature appearing on the application form is true and genuine, that all my declarations contained therein are true and correct and that I have not given my agent any other information which may otherwise cause FortuneCare to deny the application.





                     _________________________________                                      ______________


                           Signature over Printed Name of Applicant                                                                            Date�
�
LETTER OF UNDERTAKING


As the soliciting agent(s), I hereby attest that I have personally interviewed the applicant and explained the benefits and limitations of the product to him/her. I warrant that the applicant is in active-at-work health condition and is not physically impaired or undergoing major treatments upon filing of this application, that the applicant’s signature appearing on the application form is true and genuine, that all the declarations contained therein are true and correct to my personal information and that I have no information in my knowledge and possession which may otherwise cause FortuneCare to deny the application.





In view of this, I consent to be held solidarily liable to FortuneCare for any damage, liability, expense, claim and judgment in connection with this application.





                     _________________________________                                      _____________________________


                        Signature over Printed Name of Servicing Agent                                                          Signature over Printed Name of AM/GAM





                            ________________        _____________                                                                    _________________         ____________


                                       Date                              CODE                                                                                       Date                               CODE


�
�



MEDICAL DECLARATION





UNDERWRITING ACTION


(To be filled up by FC Underwriter)











APPLICATION NO.__________________________





DO NOT FILL-UP: FOR HOME/OFFICE USE ONLY:





CONTRACT NO.:____________________________





EFFECTIVE DATE:__________________________








