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  Company Name: ________________________________________ 
Billing No.: ______________  Due Date: ___________
ADDITIONAL MEMBERS

	NAME OF MEMBERS
	BIRTHDAY
	SEX
	CIVIL STATUS
	EFFECTIVE DATE
	MEMBERSHIP TYPE
	ROOM ACCOMMODATION


	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


CHANGES (for Renewal Only) / CORRECTIONS

	NAME OF MEMBERS
	FROM
	TO


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


RESIGNATIONS / DELETIONS

	NAME OF MEMBERS
	DATE RESIGNED
	REASON


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


     BY:  ____________________________________________________      _________________________________________
Date: __________________________________  

                           Printed Name                                                                Signature


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











RENEWAL / SUCCEEDING ADJUSTMENT FORM





  IMPORTANT : Please attach the following: 1. Endorsement Letter signed by the Contact Person   2. Application for Corporate Membership


                             Form for Additional Members   3. Membership Card/s of Resigned/Deleted Member/s














