Ang producicng PNPCare Health Cord ay handog ng PSSLAY upang mapangatagaan ng lubeos ang inyong kalusugan. Ang FortuneCane

- ang kotuwang ng PSSLAI sa proyektong io.

NuknamingrpabandnamgPswwnmmopqommrmmmmouupmgmmkmngp&mmwmomm
nopakababang presyc sa PNPCare Health Card samantalang ong FortuneCoare ang magbibigay ng okiwal na serbisyo para sa Inyong

pangangaliongan pangkatusugon. Samckaluwid, fohot ng katanungan  at impormasyon tungkol sa serbisyong medikol ay dapot
lparating sa ForiuneCare. Maoor slang tawogan sa numerong {Provincial Tolt Fee No. 1-800-10-633-888-8/Manlia  £37-4229) o
mﬂbmmmemgesaWWTM

AVTHORZATION
Ako, aymalavangnagblbigayngpammulcfsaPSSWmibmmulumukmbonptocoodsodl
kwuovsaakingCapUuuPrenﬂumsavaccoumanghdlm( }bﬂmgmuq!pmnﬂumpaumaﬂm(aiaﬂngmm
dependan's}PNPCmsHeoﬂhCard

No&skodnnuum\uwPNPHaoﬁhCufdpumsumgodapemm_snaslm:

Pangolan " Relasyon 7 Kapanganakan Annual Premium

m
ThhlsiomnﬁmNOOBJECﬂONforﬂmdeposﬂofcheckfchechpovableiometothe dccountofFodunaMedcmlnc with account no.,
00520-000108-6

Check detalls as follows: . :
RCBC Mokafl Ave, Date:
Check No._ Poyee.____

t confinn waiver to these checks which sholl be depoﬂtadhihaoccown of FORTUNE MEDICARE, INC.

Signature: |,
Printed Name:
Address:
Contoct No.: |

. .
. . . .

AngprodumongPNPCmHoulthardayhandonngPssulupangmupongalagaannglubosanghyongkom:uuan AngFuﬂunecm
ang katuwang ng PSSLAI sa proyekiong ito.

NulsnamhafpabaﬂdnaauPSSLMwlnsimmemopammemmkﬂouupongmmmangpmd:mmdangmwm
napokatabang prasyo sa PNPCaore Health Card samanialong ang ForluneCare ang magbibigay ng akiwal na serblsyo para sa inyong
pargangaliongan pongkalusugon. Samaokaiuwid, lohat ng kafanungon ot Impormasyon fungkol so serblsyong medikal ay dapat
lporating sa ForfuneCare, "Maaor! silang towagon sa numerong (Provincial Toll Fee No. tmmmmefm\nueaumyo'
pagpapadala ng text message sa 0928-503-4764

AUTHORZATION ‘
Ako, ' ' ' ay malayang nagbibigay ng pohintulot sa PSSLAL na ibawas mulka sa oldag loan proceeds o ol

tuyaaysua!dngCapHal}HanﬂumSavingsAccomfonghdamL_,____,Jbﬂcmgannualpremlumpmusualdng{aimm
depandonis)PNPCa'el-huﬂhCmd .

MoiskorhmkwuhnngPNPHeaﬂhCardpumsomgadapendonlsmma:
Pangaion ' R‘e!osyon Kaopanganokan 'AnnuaI_Premkm

/ = | WAVER
hithoconﬂnnNoosJEcnONmmedeposhofchecklcheckspayable fometoihaaccounto( Foriung Medicare Inc. with accounf no.
0520-000108-4

“heck deiaiis as lollows: : .
RCBC mMaokat! Ave. ' Date:

’ Check No. Payee, ______ .
oon&mwdvenommedcswhlch shall be deposited mmeuccoum of FORTUNE MEDK:ARE INC,
ignature:
winted Name:

\ddress:
sontact No.;
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PUBLIC SAFETY SAVINGS AND LOAN ASSOCIATION (PSSLA) INCORPORATE
Application for 2009 HMO Coverage

| hereby apply for FortuneCare Healthcare Program membership and agree that | shall abide by the provisions of the membership
agreement and FortuneCare regulations to which | commit, agree and undertake to be bound by the conditions thereof. |
understand that there shall be no coverage in effect unless my application is processed and approved by FortuneCare and
membership card is issued and hence, that FortuneCare will not be liable for any medical bilis between from the time that | sign
this application form and effective date of coverage is approved and membership cards issued and delivered to me.

NOTE: TO FACILITATE PROCESSING OF THIS APPLICATION, PLEASE ACCOMPLISH THIS FORM IN FULL. KINDLY WRITE
IN BLOCK LETTERS AND CHECK THE APPROPRIATE BOX WHERE APPLICABLE.

PRINCIPAL/IPAYOR

mm dd yy

LASTNAME FIRSTNAME IMIDDLE NAME DATE OF BIRTH AGE | SEX CIVIL STATUS
Region Telephone No./ Local
Branch Mobile Number

QUALIFIED DEPENDENTS

FULL NAMES OF DEPENDENTS (ALL) IF APPLYING RELATIONTO THE | poc loex| CVIL | BIRTHDAY
|{(Arrange Name Chronologicaﬂy Based on Age) (Please encircle ) PAYOR STATUS {MM-DD-YYYY)
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

- Unless my application is processed and approved by the Underwriting Department of Fortune Medicare, Inc. will not be eligible
for coverage.

- lunderstand that neither my family nor | wil be eligible for benefits should there be false or withheld data, and that my
dependents' coverage may be revoked based on misrepresentations or non-disclosure.

- lunderstand that the enroliment for qualified dependents should follow hierarchy or prioritization as follows:

1. FOR MARRIED MEMBERS:
First Priority - Legal Spouse, 18 years old up to 65 years old, as of last birthday _
Second Priority - Eldest child, second eldest child and so on, 3 months old and not over 21 years old as of |ast birthday
Single and unemployed
2. FOR SINGLE MEMBERS:
Parents up to 65 years oid, as of last birthday; siblings at least 3 months old but not over 21 years old as of last
last birthday ( parents must be enrolled first followed by eldest brother/sister and so on)
3. FOR SINGLE PARENTS:

Children from 3 months and not over 21 years old; Hierarchy must be followed: Eldest child, second eldest
Child and so on

IN WITNESS WHEREOF, | have hereunto affixed my signature this day of
2008 in , Philippines.

(Signature over printed name of applicant)
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BACK PAGE

NOTE:
- Parents of single member below 65 years old will be considered as Quaiified Dependents (QD): in case of hospilaliz:
and no Philhealth form is filéd, member will pay the Philhealth poition of the hospital bill and professional fee.
- Al Employee, Dependents and Extended Family Member must file claim for Philhealth during confinement, ol
members will pay Philhealth portion of the hospital bill and profé:ssional fees,
| hereby declare that the foregoing statements are true and corredt 1o the best of my knowledge and ability.
IN WITNESS WHEREOF, | have hereunto affixed my signature this ‘ day of
2008 in . Philippines. !

{Signature over printed name of applicant)



