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                                                                                                                                              C & C FORM # 003-95 B

3rd Floor Citystate Centre

709 Shaw Blvd., Pasig City

Trunk Line: 706-4847

Hotline:        706-4849 (Metro Manila)


    1-800-10-633-8888 (Provincial)
            


 NO. _________________

APPLICATION FOR REINSTATEMENT

I,________________________________________ , wish to apply for reinstatement of my CONTRACT NO. ________________,  which under its terms is now lapsed. As a basis for considering and approving such reinstatement, I hereby make the following statements;

1. That my present occupation is ____________________________________________________________________________________________

____________________________________________________________________________________________

( name, address and kind of business of employer )

2. That during the last twelve (12) months, I HAVE NOT had an illness or injury which needed consulting a  physician/specialist or confinement in a hospital. (Write down exceptions, if any, including dates of consultation/ confinement__________________________________________________________________________________

____________________________________________________________________________________________

3. That I am with temperate habits and now in good health, free from any disease or deformities. (Write down all exceptions, if any ______________________________________________________________________________________________

4. (For women only) THAT I HAVE NOT: a) had an abnormality of menstruation or disorder of the reproductive organ or breast; b) had an abortion miscarriage or caesarean operation. (Write down all exceptions, if any) ______________________________________________________________________________________________


5. That I have paid, in connection with this application, the sum of _____________________________________with O.R .#

6. That my Contract lapsed because   


I hereby represent that all of the above statements are correct and true and that I fully stated all exceptions to each of the statements. I agree that if no exceptions are listed in the blank space provided for such items, it shall have the same force and effect as if the word “NONE” were written therein.

I also agree that the said contract shall not considered reinstated until the lapse of seventy two (72) hours from the date of the approval of this application and all the other company requirements for the reinstatement thereof shall have been complied with. If this application is disapproved, I agree to accept the refund of my payments in connection herewith, without interest, and to surrender the receipts issued for such payments. 

Furthermore, I understand and agree that any misrepresentation or concealment made in connection with this application as to the true condition or status of my present health shall entitle the company to nullify my membership reinstatement not withstanding any lapse of time before misrepresentation or concealment is discovered.
Done at _______________________________________ on 


Signature of applicant

(For Fortune Care Use Only)

	CREDIT AND COLLECTION
	DEPARTMENT
	MEDICAL DEPARTMENT

	  ___ With Utilization

  ___ w/ o utilization

  Verified by:

  ________________________

  Name & Signature


	   No. of lapsation ____________

  Total amount for payment

                        P __________

  Verified by:

  _______________________

  Name & Signature
	  ____ Approved

  ____ For Medical Evaluation

  ____ Dissapproved

  ____ Others ___________________

                        ___________________

  by:

 _____________________________                                             Signature                          Date     


