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INSULAR HEALTH CARE




Dear

Magandang Araw!

Thank you for entrusting your health care needs to us for the past year.  We would like to continue providing you with health care benefits with the renewal of your membership for another year.

Please accomplish the Application for Renewal of Membership presented below as well as the attached Summary of Benefits for Individual & Family Plan and return them to us within 7 days from date of receipt with your acknowledgment and signature.

Should you wish to make amendments to your plan, please indicate this in the form.  Please note that amendments to your plan may result to some adjustments in your membership fees.

Your Application for Renewal of Membership will be underwritten and will be subject to acceptance or denial as the case may be.  You shall be notified immediately of our assessment of your application.
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We hope to receive your fully accomplished Application for Renewal of Membership and the attached Summary of Benefits for Individual & Family Plan as soon as possible.  Any delay in the submission of these forms may result in a gap in your health care coverage.


1. Please indicate details of all known illnesses/injuries of Principal/Primary Member and Dependents/Secondary Members (if any):

	Name of Principal or Primary Member and Dependents or Secondary Members
	Chief Complaint or Diagnosis
	Date/Duration/Treatment/Results
	Name/Address of Physician & Hospital

	
	
	
	

	
	
	
	

	
	
	
	


Use separate sheet for more entries
2. Do you and/or any of your Dependents/Secondary Members have a request for any change in your plan?   Yes  
 No
If your answer is yes, please indicate below:    All Members    Principal/Primary Member    Dependents/Secondary Members

	• Room Accommodation
	 Suite
	 Private
	 Semi-Private
	 Ward

	• Mode of Payment
	 Annual
	 Semi-Annual
	 Quarterly 

	• Program Type
	 Plan A (Open Access)
	 Plan B (Preferred Hospital)
	

	• Preferred Hospital (for Plan B only / please state only one):

	• Dental Clinic (please state only one):     Open Door                                 Preferred Dental: _____________________________

	• Additional Dependents/Secondary Members (following hierarchy guidelines; Separate application required)
	Name
	Relationship
	Birthdate
	Room Accom
	Program Type

	
	
	
	
	
	

	
	
	
	
	
	

	• Others (please specify):


Use separate sheet for more entries

3. Principal’s/Payor’s New Address (If applicable) ________________________________________________________________________ email address ______________________________    telephone no.  _____________________    mobile no. ____________________________


AUTHORIZATION TO FURNISH MEDICAL INFORMATION AND 
TO PROCESS PERSONAL AND SENSITIVE PERSONAL INFORMATION

I hereby authorize any person, organization or entity that has any record or knowledge of my health and/or that of my Dependents/Secondary Members (if any) to give to the Insular Health Care, Inc. any and all information concerning my hospitalization, consultation, or treatment.  

I also authorize Insular Health Care, Inc. to access and process my personal and sensitive personal information and/or that of my Dependents/Secondary Members. 

This authorization is in connection with the application for health care coverage with Insular Health Care, Inc. and for other purposes. This authorization shall continue to be valid unless revoked in writing. A photographic copy of this authorization shall be as valid as the original.





       
  Printed Name & Signature of Principal Member/Payor/Legal Guardian          Date Signed                     
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DATE REVISED: 02-2018





APPLICATION FOR RENEWAL OF MEMBERSHIP 





Printed Name and Signature of Dependents/Secondary Members (if any) 
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INLIFE HEALTH CARE  2/F Insular Health Care Building, 167 Dela Rosa corner Legazpi Streets, Legazpi Village, Makati City 1229, Metro Manila, Philippines





Tel: (632) 813-0131              Fax: (632) 813-7856             Email: support@insularhealthcare.com.ph         Website:  http://www.insularhealthcare.com.ph











Printed Name & Signature of Dependents (if any) 








