[image: ]
APPLICATION FORM FOR MediCard MEMBERSHIP

Please answer the following in block letters:

	EMPLOYEE DATA
	

	NAME

Last Name                     First Name                          M.I.
	Date of Birth(mm/dd/year)

	Employee Number
	Civil Status
	Designation

	Gender

 □ Female                 □ Male
	Date of Hire



	
To be filled out by HR only:
		Room & Board Plan	: ____________________
		Effectivity Date		: ____________________



To be filled out by the Employee:
DEPENDENTS DATA:		Type of Advice		:____ New	____ Update
			Room & Board Plan	: ___________________

	Names of Dependents
(Spouse/Children/Parent / Siblings)
	Gender
	Birthdate
	Relation
	Maximum Benefit Limit

	
	
	
	to Employee
	

	N/A
	
	
	
	

	[bookmark: _GoBack]N/A
	
	
	
	






Dependents Membership Eligibility:
Spouse	: not more than 65 years old (for married employees)
Children	: 30 days old up to 21 years old (for married and single solo parent)
Parents	: not more than 65 years old (for single & single solo parent)
Siblings	: 30 days old up to 21 years old (for single employees)


-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------


I hereby declare that all the foregoing are complete and true and correct to the best of my knowledge.  I understand that should I or my qualified dependent become confined in a MEDICard-accredited facility, amounts not covered under the MEDICard HMO Plan, including, but not limited to the excess Room & Board Plan, and disqualified expenses, shall be collected from me prior to discharge.  

I hereby understand that I am accountable for the share of my dependents’ premium and I hereby authorize LDB HR to deduct from my salary the corresponding premiums for my dependents.

Employee’s Signature:__________________________________________		Date: ___________________
				(Signature over printed name)	
image1.png




