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HR OPERATIONS I Employee Services
	
	
	HMO ENROLLMENT FORM- Single Employee
	
	
	Form 
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Effective Date:

	
	
	(Company Paid / FREE Dependent)
	
	
	
	#2
	
	January 1, 2017

	
	A. EMPLOYEE INFORMATION – Write legibly and do NOT leave anything blank
	
	
	
	

	
	Employee Number
	
	Employee Name (Last Name, First Name, Middle Name)
	
	Site:
	

	
	
	
	
	
	
	
	
	

	
	Gender (F/M)
	
	Civil Status
	
	Date of Birth
	
	Date of Hire
	

	
	
	
	
	
	
	
	

	
	Position Level
	
	Department
	
	Account
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


B. ENROLLMENT

Make sure to read the enrollment guidelines and the list of requirements below before completing this section.

	Name of Mother (Last Name, First Name, Middle Name)
	Civil Status
	Age / Gender
	Date of Birth

	
	
	
	

	
	
	
	

	Name of Father  (Last Name, First Name, Middle Name)
	Civil Status
	Age / Gender
	Date of Birth

	
	
	
	



C. HMO PREMIUM RATES (in Php)
	
	
	
	
	
	
	
	Annual
	
	Total Annual Premium per
	
	
	Employee Share
	

	
	
	
	Total Annual Premium
	
	
	
	
	
	
	(to be deducted from the employee)
	

	
	MEMBER TYPE
	
	
	
	PhilHealth
	
	
	Member
	
	
	

	
	
	
	
	
	
	
	Surcharge
	
	with Philhealth Surcharge
	
	%
	
	Php
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	PARENT for Single employees (Mother first then Father but one FREE dependent only)

	FREE
	
	
	
	N/A
	
	N/A

	
	
	
	N/A
	
	NA
	P

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	*eligible employees who are allowed to enroll are those who attained 1 year and 2 or more years of tenure following the rule of hierarchy.
2 years and Up tenure – 1 dependent will be FREE of charged and premium for additional dependent/s will be 100% shouldered by the employee through salary deduction.

1 year tenure – premium of dependents will be 100% shouldered by the employee through salary deduction.
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	TERMS AND CONDITIONS
	
	
	
	
	

	1.
	That once I submit this form, I will no longer be allowed to retract or cancel the enrollment of my dependents until the next renewal period, except for reasons allowed in the HMO
	

	
	
	policy.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.
	That I have to enroll my eligible dependents in accordance to the hierarchy rule and within the prescribed period as indicated in the enrollment guidelines.
	

	3.
	That if I fail to disclose true and accurate information regarding my dependents, their coverage shall be nullified.
	
	
	
	
	

	4.
	That the enrollment of my dependents will be processed only upon submission of complete documents.
	
	
	
	
	

	5.
	That the effective date of the HMO coverage of my dependents shall be based on the eligibility date.
	
	

	6.
	That the corresponding premium rates shall be based on the approved effective date of coverage and shall be deducted from my salary or final pay.
	
	

	7.
	That in the case of resignation or termination, I hereby authorize the Company to deduct any outstanding indebtedness from my salary, bonuses, and other compensation payable
	

	
	
	to me as an employee of the Company.
	
	
	
	
	
	
	
	
	
	
	
	
	

	8.
	That if any indebtedness shall remain after the deduction set forth in Clause 6 hereof, my liability under this agreement shall continue to be in full force and effect until all balances
	

	
	
	are fully paid and settled.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	AGREED AND UNDERSTOOD
	
	
	
	
	

	
	
	
	___________________________________
	__________________
	
	
	
	

	
	
	
	
	
	Employee’s Signature
	
	Date
	
	
	
	
	

	
	
	
	
	
	
	
	
	FOR HR USE ONLY
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Received by
	
	Date Received
	
	
	
	Submitted complete requirements?  YES    NO (specify lacking
	Effective Date of
	

	
	
	
	
	
	
	
	
	documents)
	
	
	
	
	
	
	Coverage: 01/012017 to 12/31/2017
	



