APPLICATION FOR MEMBERSHIP 

(HELP CARD PROGRAM)

Family Name _______________________________________________________________________________

First Name ___________________________________________________ MI ___________________________

Billing Address : (   )  Home    (    ) Office

__________________________________________________________________________________________

__________________________________________________________________________________________

E-Mail Add _______________________________________ Cell # _____________________________________

Birthday (mm/dd/yy) _________/_________/________/  Sex  (   ) M   (   ) F

Height _____________  Weight  _____________

Civil Status   (   )  Single    (   ) Married  (   )  Widow/Widower  (   ) Separated

Occupation :  (   ) Maid  (   ) Driver  (   ) Security Guard  (   ) Gardener

                      Other (pls specify ) __________________________

Name of Employer ___________________________________________________________________________

Occupation _________________________________________________________________________________

Home Address/ Tel No ________________________________________________________________________

__________________________________________________________________________________________

Office Address/ Tel No ________________________________________________________________________

Beneficiary _________________________________________________________________________________

Relationship to member _______________________________________________________________________

(The legal beneficiary is the nearest kin of the member.)

I hereby declare and agree that all statement and answer contained in this application are complete and true and bind all parties in interests under 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 is actually paid during the good health of proposed member; and that the healthcare coverage of any member shall take effect only on the effective date as indicated in the issued Agreement of healthcare contract.

_______________________                       ________________________

Employer’s Signature                                 Applicant’s Signature

Note:  Please mail, fax (706-48-44 or 706-42-29) or deliver  the accomplished form together with the annual payment of P2,800.00 to THE MARKETING & SALES DEPARTMENT, Fortune Medicare, Inc. 2nd Floor, Citystate Centre, 709 Shaw Blvd, Pasig City.

