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IT IS IMPORTANT TO FIL UP THE FORM WITH ACCURATE DETAILS. WRITE N.A. IF NOT APPLICABLE. ONLY COMPLETELY FILLED UP FORM WILL BE PROCESSED.


7/F The Linder Suites, 37 San Miguel Avenue

Ortigas Center, Pasig City 1600 Philippines

   Tel. No.: (02) 6381598   Fax No.: (02) 6316557 
              APPLICATION FORM NO.

	

	HEALTHSECURE PLAN APPLICATION FORM

	(Block Letter) SURNAME

     
	GIVEN NAME

     
	MIDDLE NAME

     
	 FORMCHECKBOX 
M     
	 FORMCHECKBOX 
F
	Birthdate

     
	HealthSecure Plan:

     

	Address/No./Street

     
	Brgy.

     
	City/Town

     
	Province

     
	Zip Code

     
	Place of Birth:

     
	Age:

     

	Civil          FORMCHECKBOX 
 Single           FORMCHECKBOX 
 Separated

Status

                 FORMCHECKBOX 
Married          FORMCHECKBOX 
 Widow (er)
	Height:

     
	Weight:

     
	Residence Phone No.:

     
	IN CASE OF EMERGENCY PLS. CONTACT:

     

	
	
	
	Mobile Phone No.:

     
	Phone No./Mobile Phone No. of Contact Person:

     

	Name of your Spouse:

     
	Spouse’s Date of Birth:

     
	Age:

     

	List down name(s) of your children:

     
	Sex:

     
	Date of Birth

     
	Age:

     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	HOBBIES AND INTEREST

Please list your sport interests, hobbies and preferred leisure activities

     

	PERSONAL STATEMENT

	FAMILY RECORD
	AGE
	STATE OF HEALTH

(Ay heart disease, diabetes, or hereditary disorder)
	CAUSE OF

DEATH
	AGE OF DEATH

	Father’s  Name:

     
	     
	     
	     
	     

	Mother’s Name:

     
	     
	     
	     
	     

	Name(s) of Brother(s):

     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Name(s) of Sister(s):

     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	FOR MEDASIA USE ONLY

	Application Form:
	Date Received:
	Released to (IP):
	OR No.:

	MA Phils. Card:
	Date Received:
	Released to:
	Date Released:

	Insurance Policy:
	Date Received:
	Released to:
	Date Released:

	MPC Card No.:
	
	Released to:
	Date Released:

	Bill No./OR No. (Collection): 
	Bill No.:
	OR No.:
	

	Bill No./CV No. (IP Payment):
	Bill No.:
	OR No. (IP):
	

	Account of:


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

	ACKNOWLEDGMENT RECEIPT

	Applicant’s Name:
	Application Form No.:

	Applicant’s Contact Number:
	HealthSecure Plan.:

	Agent’s Name:
	Agent’s Code:

	Amount Paid:                        (    ) Cash                      (    ) Check No.
	Bank:

	Note: This acknowledgment receipt does not bind MedAsia Phils. unless an Official Receipt is issued. Please contact 

MedAsia Phils. within one (1) week to confirm your enrollment and follow-up your official receipt.

MedAsia Phils. 7/F The Linden Suites, 37 San Miguel Avenue, Ortigas Center, Pasig City 1600 Tel. No.: (02) 6381598



	PERSONAL STATEMENT

	1. In the past 5 years have you:

a. Been treated or examined or consulted any physician or practitioner?

b. Ever submitted yourself to any form of diagnostic tests such as electrocardiogram, blood studies? Specify when, why and results?

c. Ever been in a hospital, clinic, sanitarium, or institution for observation, diagnosis, operation or treatment?

d. Been told you had AIDS, AIDS related complex or AIDS related conditions?

e. Received advice or treatment in connection with any of the categories mentioned in statement d?

f. Been tested positive for anti-bodies to the AIDS virus?

2. Do you have abnormality, deformity, disease or disorder, or are you receiving treatment or taking medication of any kind for such?

3. To the best of your knowledge and belief, have you sought advice for or ever had:

a. Dizziness, tainting spells, epilepsy, nervous breakdown, severe headaches or any disease or disorder or the brain or nervous system?

b. Asthma, have fever, chronic cough, spitting of blood, tuberculosis, or any disease or disorder of the lungs or respiratory system?

c. High blood pressure, chest pain, shortness of breath, heart murmur, or any disease or disorder of the heart or the circulatory system?

d. Any disease or disorder of the stomach, intestines, or bowel, rectum, appendix, liver, or gall bladder?

e. Nephritis, kidney stone, or disease of the kidney, bladder or prostate?

f. Arthritis, rheumatism, or any disease or disorder of the back, spine, bones, joints, or muscles?

g. Gout, diabetes, or sugar, albumin or blood in the urine?

h. Cancer, or tumor or ulcer of any kind, or syphilis?

i. Varicose veins, varicose ulcers, or phlebitis, or hernia of any kind?

j. Any disease or disorder of the eyes, ears, nose or throat?

k. Any other serious illness, disease, injury or undergone surgery, not mentioned above?

4. In the past 5 years, have you ever used alcoholic beverages to excess/ intoxication?

5. Do you smoke cigars/cigarettes? How many sticks do you smoke in a day?

6. have you ever used barbiturates, sedatives or tranquilizers morphine or any narcotic drugs habitually?

7. did you gain or lose more than 10 pounds ( or 4.5 kilos) in the past two years?

8. Additional questions for women – to the best of your knowledge and belief:

a. ever had or have tumor or disease of the breast, uterus, or ovaries?

b. Ever had any miscarriage or complications of pregnancy?
c. Are you pregnant now? If so pls. Specify  
 FORMCHECKBOX 
1st
 FORMCHECKBOX 
2nd
 FORMCHECKBOX 
3rd trimister


	YES    NO

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

 FORMCHECKBOX 
         FORMCHECKBOX 

	Give full details of all YES answers.

(Specify conditions, severity, date, duration, frequency of attacks, after effects; name and address of each hospital, medicines prescribed.)


	I hereby declare that, to the best of my knowledge and belief, the foregoing answers and statements are complete and true and no material circumstance or information has been withheld concerning my past or present state of health. I also authorize any physician, hospital, clinic or any medically related facility that has records of my health, to provide MedAsia Phils. / Insurance Provider any such information in connection with my application for medical insurance only.

Dated at                                        this                      day of                      2008
______________________________________

                                                                                                                                                Signature over printed name of applicant
	


