# Health Maintenance, Inc.

The PIONEER & FIRST in Prepaid Healthcare

AMENDMENT FORM

Date:

PLEASE ATTACH MEMBERSHIP CARD AND ACCOMPLISH LEGIBLY AND COMPLETELY.

ast irst iddle ontract No.:
NAME:
Month Day Year
Month Day Year EFFECTIVITY:
BIRTHDATE: | | | l AGE: EXPIRY DATE:
If dependent, state name of active principal Member/Contract No.: Relationship:

PLEASE AMEND: FROM

TO

1. Membership Type:

. Franchise Marketing Arm (FMA):

Conforme: (Former FMA)

. Account Type: (Corp/Grp/Ind/Family)

Approved by:

. Mode of Payment:

. MSU (Hospital) PIC:

. DSU (Dental):

2
3
4
5
6
s

. Marital Status
(State Full Name):

8. [ Billing [ ] Residence Address

9. Others:

Signature of Member/Date:

Signature of Payor/Guardian:

Signature of AE/FMA: FMA/AE Code:

FOR HMI USE ONLY

PAYMENT VERIFICATION:

Cashier:

MPU

D Record purpose only (for file)

[]

Amendment reflected in M.L.

Processed by:

Noted by:

Approved by:

Card/SA Rec'd by:

Date:




