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                                                                     3rd Floor Citystate Centre

                                                                                   709 Shaw Blvd., Pasig City

                                                                                   Trunkline #:(632) 706-4847
                                                                                     (Connecting all Depts.)            
APPLICATION FOR MEMBERSHIP FORM

	Application No.:
	
	Effectivity Date:

	Date Accomplished:
	
	Contract No.:

	INSTRUCTIONS:

Please complete this application using CAPITAL LETTERS either in ink or typewriter. All questions must be answered accurately and completely. You should sign and date your application. Application with no sign or date will be returned. Each member of a family who is applying for membership must complete a separate Application Form. Application for minors must be signed over printed name by parent or guardian. Any MISREPRESENTATION and/or CONCEALMENT of material information that the applicant or his duly authorized representative herein makes shall render his 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.

	APPLICANT’S INFORMATION

	It is agreed that FortuneCare shall not be liable for any medical bills between the time that I accomplished and signed this 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.

It is also understood that Ward and Semi-Private room plans are not entitled to Inpatient and Outpatient benefits at St. Luke’s Medical Center, Cardinal Santos Medical Center and The Medical City, except in cases of emergency where Emergency Provision for Non-Accredited Hospitals shall apply.

	
           NEW              RE-APPLY             PAYOR         DEPENDENT               PHIC w/ DENTAL          PHIC w/o DENTAL             NONPHIC w/ DENTAL           NONPHIC w/o DENTAL



	LASTNAME                                                             FIRSTNAME                                                                         M.I.


	BIRTHDATE

(mmddyyyy)
	
	
	
	
	
	
	
	

	BILLING ADDRESS (No., Street, Brgy, Municipality, City/Province)
	ZIP CODE



	HOME ADDRESS (No., Street, Brgy, Municipality, City/Province)


	ZIP CODE

	MODE OF PAYMENT


           MONTHLY               QUARTERLY               SEMI-ANNUAL              ANNUAL


	PLAN


         600          800         1200        1500         2000

	SEX

                

                MALE             FEMALE
	CIVIL STATUS


          SINGLE              MARRIED                WIDOWER


	PAYOR’S NAME/CONTRACT NO.



	TYPE OF PROGRAM


          SENIOR CITIZEN               INDIVIDUAL            FAMILY              GROUP             CORPORATE


	RELATIONSHIP TO PAYOR

         SPOUSE           CHILD                PARENT

	HEIGHT
	WEIGHT
	SSS/GSIS/PHILHEALTH NO.
	EMAIL ADDRESS


	HOME/OFFICE TELEPHONE NO.



	NAME OF EMPLOYER
	OCCUPATION



	IF NOT EMPLOYED, DO YOU HAVE ANY OTHER SOURCE OF INCOME? IF YES, WHAT IS THE SOURCE OF INCOME?



	HAVE YOU BEEN A MEMBER OF OTHER HMO? IF YES, NAME OF HMO?



	NAME OF DEPENDENTS
	Enrolling? (please encircle)
	DATE OF BIRTH (mmddyyyy)
	AGE
	RELATIONSHIP 

	1.
	YES
	NO
	
	
	

	2.
	YES
	NO
	
	
	

	3.
	YES
	NO
	
	
	

	4.
	YES
	NO
	
	
	

	5.
	YES
	NO
	
	
	

	6.
	YES
	NO
	
	
	

	INFORMATION OF INTERMEDIARY

	POSITION
	NAME
	CODE
	SOLICITED BY:

  ______​​​​________________________

  SIGNATURE OVER PRINTED NAME

	ACCOUNT EXECUTIVE
	
	
	

	AGENCY MANAGER
	
	
	

	GENERAL AGENCY MANAGER
	
	
	



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

· Should this application be approved me/my family’s FortuneCare membership ID Card will bear my coverage effective date.

· I understand that neither my family nor I 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.

· I understand that the enrollment for qualified dependents should follow hierarchy or prioritization as follows:

1.  FOR MARRIED EMPLOYEES:

First Priority – LEGAL SPOUSE from 18 years old up to below 65 years old, as of last birthday

Second Priority - Eldest to youngest CHILD, 3 months to below 21 years old, single and unemployed

          2.  FOR SINGLE EMPLOYEES:

         Parents up to below 65 years old, as of last birthday

          3.  FOR SINGLE PARENTS:

         Eldest to youngest CHILD, 3 months to below 21 years old, as of last birthday, single and unemployed

   

(front)



	  The following questions must be fully answered, otherwise the application will not be processed. For the questions that you answered "Yes", please provide details 

	  of the medical condition including the Diagnosis, Date of First Treatment, Present Course of Treatment, Attending Physician, Hospital, Clinic, at the space provided.

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

	Father
	 
	 
	 
	 
	 

	Mother
	 
	 
	 
	 
	 

	No. of Brothers
	 
	 
	 
	 
	 

	No. of 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

	
	
	
	
	
	
	


I hereby declare and agree that all statements and answers contained herein and in addendum annexed to this application are full, complete and true and bind all
parties to 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 minors/other than the Applicant)


	               Approved
	
	
	
	
	
	BMI = ____________

	               Deferred
	
	
	
	
	
	

	 
	                 For completion of Application Data
	

	 
	                 For Medical Evaluation
	
	

	 
	                  With Waiver for ________________________

	               Disapproved
	
	
	
	
	
	___________________

	
	
	
	
	
	                                  
	      Medical Director


                   

                          





       
Approved

                                          ____________________

                                                 Lay - Underwriter





          (back)

                                                                                                                 cavn as of 022410                                                                                       
MEDICAL DECLARATION





CONDITIONS FOR ENROLLMENT





I HAVE READ THE CONDITIONS OF ENROLLMENT AND AUTHORIZATION STATED ABOVE AND FULLY UNDERSTAND AND AGREE TO THEM.








                                                                       		  _______________________________________                                              


                                                                                 	          SIGNATURE OF APPLICANT / DATE				               


                                                                                                            Signature Over Printed Name	          				                 





										        													








MEDICAL UNDERWRITING





UNDERWRITING DEPARTMENT








cavn as of 041208


