[image: image1.png]INSULAR HEALTH CARE

The HMO Subsidiary of Insular Life Assurance Company, Ltd.




AFFIDAVIT OF LOSS

Membership Card No. ____________________________ Issued to:_______________________________

1. Do you have knowledge of anyone having possession of the card now? If so, give the name and address of such person or entity: ______________________________________________________________________________________.

2. (a) Who, to your knowledge, last saw the membership card?_______________________________.

(b) Who was last responsible for its keeping? ____________________________________________.

(c) Where was it kept? _________________________________________________________________.

(d) When was loss first noticed? ________________________________________________________

______________________________________________________________________________________.

3. What efforts have been made to find membership card? ______________________________________________________________________________________.

REPUBLIC OF THE PHILIPPINES)

____________________________________)s.s.

I, the undersigned, being duly sworn in accordance with law, depose and say:

1) That the answers given to the above questions pertaining to the above numbered membership card, issued or assumed by the Insular Health Care, Inc. (herein called “Company”) are true and correct of my own knowledge and belief; 

2) That no party, other than as shown by the records of the Company, has any claim or interest in said membership card;

3) On the basis of the above representations, I would like to request the Company to issue a replacement of the membership card as described above, said replacement to be numbered the same as the original. In consideration of the granting of this request, the undersigned, hereby agrees as follows:

1. That the replacement shall stand in the place and stead of the original membership card for all purposes; and that the original membership card/policy, if still in existence, shall be of no further force and effect.

2. That the original membership card, if later found, should be returned promptly to the Company.

3. To hold the Company free and harmless from any/all loss and injury that may occur as a direct or indirect result of its act of issuing said replacement.

 
            
  ______________________________

           

 Signature of Affiant / Card Owner









        

  ______________






        


   Date 

WITNESSES:

_________________________________                      ____________________________________

    
      Printed Name & Signature


         Printed Name & Signature


SUBSCRIBED and sworn to before me, in the City of _______________, this _____ day of ____________, 2014 by______________________________ with Community Tax Certificate/ SSS/GSIS/ DRIVERS License No.  _____________________________issued at __________________, Philippines, on ________________.

    







      

NOTARY PUBLIC

     
        Commission expires on:

Doc. No.  ______

Book No. ______

Page No.  ______

Series of 2014
Insular Health Care, Inc.


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














