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Membership details

O New member O Change to existing membership Membership no. (if known)
Your details
Title Family name Given names O Male O Female Date of birth / /

Employee number

Residential address Postcode
Postal address (if different to above) Postcode
Home Ph. ( ) Work Ph. ( ) Mobile Ph. Email

Identification type (please choose one and supply number)

O Passport O Driver's Licence O Medicare card O Birth certificate Identification Number

O | have current private health insurance Name of current fund Member No.

Paid until /7 O In the past | have had private health insurance My Certified Entry Age is:

Your partner's details

Title Family name Given names O Male O Female Date of birth /7

Identification type (please choose one and supply number)

O Passport O Driver's Licence OO Medicare card O Birth certificate |dentification Number
O | have current private health insurance Name of current fund Member No.
Paid until / / O In the past | have had private health insurance My Certified Entry Age is:

Dependants

| | | |
|| H [
| || H ||

All dependants will be covered on a family membership until the age of 17. Full time student dependants can be covered up to the age of 25.

| would like to choose one of the following covers:

Hospital Cover Options Extras Cover Options

O Corporate Hospital Top Level 2 O Premier Extras O Your Choice Extras (list your 4 choices below) [ Basic Extras
O Corporate Hospital Intermediate Level 2 O General Extras 1. 2. 0 General Dental
O Corporate Hospital Saver Level 2 O Standard Extras 3. 4.

Membership required

O Single O Single Parent O Family O Family Plus Please commence my cover on: / /

Declaration

Do you or any person on this membership have an existing illness, injury or medical aiment?

O If yes, please provide details

| am transferring from another fund (Please present current membership record)

Name of fund Level of cover Membership No.

Date joined: / / Date paid until: / /

| accept the rules of HBA/Mutual Community and | understand the conditions regarding the pre-existing rule, Waiting Periods, exclusions and Restricted Benefits. |
hereby declare that the information provided is true and correct. | have read and understood, and have made the other people on this application aware of the
information in the Privacy Disclosure Statement (overleaf). | acknowledge that, where practicable, information is provided with consent of the individual to whom it
relates and | confirm that | have the authority to act on behalf of the person named on this application form. | understand that if my employer pays premiums on my
behalf, it is my responsibility to ensure that premiums are paid, for example during periods of unpaid absence or if my employment ceases. | hereby authorise HBA/
Mutual Community to obtain details of any previous membership on my behalf from other health funds as applicable.

Signature Date / /

Continued overleal









