Health Insurance Fund of W.A. Ltd (HIF)

H I’ MEMBERSHIP T evasty g
r APPLICATION A registered private health insurer
‘ 60-62 Stirling St, PERTH WA 6000
HIF, GPO Box X2221, PERTH WA 6847
Phone: 1300 134060 Fax: (08) 9228 4058
E-mail: join@hif.com.au Web: www.hif.com.au
Date Cover is to commence(dd/mm/yy):| | | | | | |
A. PRIMARY MEMBER DETAILS
e | [ | [ | eweme[ [ [ [ [ [ [ [ [T [T[TT[TITITTITTITT]T]T]
ageess (| | [ [ [ [ [ [ ][]/ TQ LTI LI TI LTI T[]
Suburb | | | | | | | | | | | | |State| | | |POStCOdeDj:ljBiﬂhDatE(dd/mm/yy)| | | | | | |
bome | | [ [ [ [ [ [ [ | Jwk[ | [ [ [ [ [ [ [ ][ Jwooie] [ [[ ][ [ ]]]]]
emat | | [ [ [ [ [ [T TTIPITIITIT LTI LT T[]

ONLINE ACCESS | |Yes

By ticking the yes box and providing your email address, we will create your online access to the members centre on the HIF website.
This will allow you to view the change details of your membership 24 hours a day. If you do not want this setup, leave the box blank.

Preferred method of contact:

Post D

Email D

B. TO RECEIVE THE FEDERAL GOVERNMENT REBATE AS A REDUCED PREMIUM

Are all persons listed on the Application form permanent Australian residents and eligible for FULL Medicare benefits?D Yes |:| No

Do you wish to receive the Federal Government rebate as a reduced premium? (Note: HIF quotes include rebate)

|:| Yes |:|No

You cannot apply for the rebate until you are entitled to receive full Medicare Benefits. Contact HIF to discuss alternative cover.

Medicare Card No:

Name on Card:

Valid to: (mm/yy) D:I:Ij

First Name

Middle Initials

C. ALL OTHER PERSONS TO BE COVERED

Surname

9D | First Name Middle Name Surname Birth Date (dd/mm/yy)
HEEREEN HEEREEEEEEEEEEEEEN
M/F| Relationship to Member | |
3 First Name Middle Name Surname Birth Date (dd/mm/yy)
[ [ LT[ []] [ [ [ ] [ [ [T [ ][]
M/F ReITtionThipto Me|mbe|r | | |
If Student and 21+: Name of Tertiary Institution | | | | | | | | | | | | | | |This declaration applies for the year:| | | | |
4 | First Name Middle Name Surname Birth Date (dd/mm/yy)
[ [ [T [ []] [ [ [ [] [ [ LT[ []]
M/F Rele|1ti0n:|shipto Meimbe|r | | |
If Student and 21+: Name of Tertiary Institution | | | | | | | | | | | | | | |This declaration applies for the year:| | | | |
B | First Name Middle Name Surname Birth Date (dd/mm/yy)
[ [ LT[ []] [ [ L[ [ ] [ [ LT[ []]
M/F RethionThipto Meimbe|r | | |
If Student and 21-+: Name of Tertiary Institution | | | | | | | | | | | | | | |This declaration applies for the year:| | | | |
© | First Name Middle Name Surname Birth Date (dd/mm/yy)
[ [ [T [ []] HEEEEEEEEEEEEEEEEN
M/F| Relationship to Member

If Student and 21+: Name of Tertiary Institution

| |Thisdeclaration appliesfortheyear:| | | |

Last updated April 2010
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D. TYPE OF COVER

Choose your Hospital Cover Choose your Ancillary Cover

Top with Private Room Top with Extras

D GoldStar Hospital (No Excess) H3 D Premium Options A5
D GoldStar Excess 200/400 R3 Top

D GoldStar Excess 400/800 R4 D Super Options A
D GoldStar Excess 500/1000 R5 Intermediate

Top with Shared Room D Special Options Al
D Gold Hospital (No Excess) H2 Basic

D Gold Excess 100/200 R2 D Saver Options A2
[ ] Gold Excess 200/400 R6

[ ] Gold Excess 400/800 R7

Intermediate Overseas Visitors Hospital and Medical

D GoldSaver Hospital Excess 200/400 GS D Overseas Visitors Hospital and Medical (No Excess)
Basic D Overseas Visitors Hospital and Medical Excess 200/400
D GoldStarter Hospital Excess 200/400 GR

Ex Dependents Only

PreviousHIFmembershipNumber| ‘ ‘ ‘ ‘ ‘ ‘ ‘ I

| wish to have the same cover as my former membership D

Proof of Age

Under the provisions of the Government’s “Lifetime Health Cover” legislation, all premiums for hospital insurance, for persons over
30 years, may be subject to an age loading. When completing your application to join HIF or add an adult dependant, proof of age is
required. Please attach a copy of one of the following documents for all persons over the age of 21 on your policy.

e Passport

e Driver’s Licence

e Birth Certificate

e  Proof of Age Card

E. TRANSFERRING FROM ANOTHER FUND

If you are transferring from another health fund, HIF can arrange to cancel your existing membership. Simply complete the section below
and return to us. If you and your partner are transferring from separate health funds, you will each need to complete a transfer request.
(Extra forms can be found on the HIF website. www.hif.com.au)

e [ [ [ [ | eweme| [ | [ [ [ [[[[[TTTTTTTTT T[] [T]T]

CurrentteattFund | | | [ [ | | [ [ [ | [ [ [ | [ [ Imemerwol [ | | [ [ | ][] ]]]

Please be advised | wish to cancel my membership from (dd/mm/yy) | ‘ ‘ ‘ ‘ ‘ |

This will necessitate the cancellation of all payment arrangements pertaining to this cover. If applicable, any refund of contributions paid
in advance of the cancellation date should be sent to the member named above. The Interfund Clearance Certificate should be forwarded
to: HIF, GPO Box 2221, PERTH WA 6847.

Please provide information to HIF about: D Myself D My partner D My dependents

Signature of person
requiring transfer Date: (dd/mm/yy)‘ ‘ ‘ ‘ ‘ ‘
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F. DIRECT DEBIT

Complete this form if you would like to pay by direct debit. Other payment options are on the next page.

Activation payments

To activate your membership we require one month’s payment.
You can make the activation payment by credit card, cheque or money order.

Please use my credit card to activate my membership but direct debit my bank account for all future payments. |:|
Please use my credit card to activate my membership and for all future payments. |:|
Cheque/Money order enclosed. D

Frequency of payments (tick one)

[ |Fortnighty [ |Monthly | |Quarterly | ]SixMonthly [ | Annually

Direct Debit Date

You can choose any day to have your direct debit processed. When a direct debit falls on a weekend or public holiday we will direct
debit the monies on the first business day after your chosen date.

Date direct debits are to be processed

LT LT ] ] commy)

Credit Card

For automatic payment by credit card, please advise Card Type: |:| Visa |:| Mastercard |:| Diners Card |:| AMEX

caatumbers [ [ [ [ ] [T 1] (11 1] (I 1]] espryosteiomsm[ [ [ ]

CarchotdersName: | | [ | | [ [ [ | [ [ [ [ [ [T/ ][]/ ][] T [[[]]]

Bank Account

If unsure of any details, please contact your financial institution. Direct Debit is not available on the full range of accounts.

Bank/Society: (L LI TP [T} eanen] | [ [ ][] ][[1 ][]

BSB Number. HEESEEN AccountNo:| [ | | [ [ [ [ [ [ [ ][] []]]

Account Narme: HNEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

Would you like to have your claims benefits paid directly into this account? |:| Yes |:| No

e [ [ [ [ | Fsthame:| [ | [ [ [ [ [ [ [ [ [ Jswname| | | [ [ ] ][ [[[]T]]

I/we have read the Direct Debit Service Agreement (as found on www.hif.com.au) and agree to its terms. This request is to remain in force
until cancelled, deferred or otherwise altered in accordance with the terms of the Direct Debit Service Agreement.

Signature Date: (dd/mm/yy)| | | | | | ‘

Signature Date: (dd/mm/yy)| | | | | | ‘

(if more than one signature required for bank account)
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G. MANUAL INVOICE

Activation payments

To activate your membership we require one month’s payment.
You can make the activation payment by credit card, cheque or money order.

Credit Card D (please complete credit card information below)

Money order/Cheque enclosed D

Credit Card

For automatic payment by credit card, please advise Card Type: D Visa D Mastercard D Diner’s Card D AMEX

caranumbes [ [ [ [ ] (11 1] (L1 1] [11]] exousmmm ] ]

CardhoidersName: | | [ [ [ [ [ [ [ [ [ [ [ [[ T[] T[] T[T ][I ][]

Cardholders Signature Date: (dd/mm/yy)l ‘ ‘ ‘ ‘ ‘ I

Frequency
Please send me my invoice every:

D Month D Quarter D Six Months D Year

Payroll

Please contact the fund for further information.

DECLARATION

PRIVACY

| acknowledge that personal information provided herein will be used by HIF to deliver the products and services of my membership. All information will remain confidential.
This information may be disclosed to third parties and authorised Government Agencies to deliver services associated with my health insurance. Failure to provide personal
information may result in the failure to process or deliver the service requested. | confirm that the information supplied on this application form is provided with the consent of
those individuals listed on this form and includes consent from those individuals to act on their behalf.

GOVERNMENT REBATE

The information provided in this form will be used for the purpose of registering you for the Federal Government Rebate on Private Health Insurance. Its collection is authorised
by law and information collected will be disclosed to the Department of Health and Ageing, Medicare Australia, and the Australian Taxation Office. By completing section B,
you acknowledge that you understand that there are penalties for giving false or misleading information, and that all persons listed on your policy must be eligible to receive
full Medicare benefits for you to receive a rebate.

APPLICATION

| declare that all details are true and correct and agree to be bound by the rules of HIF. | understand the Pre-Existing Ailment Rule, Waiting Periods and Benefit Limitations may
be applied to my membership. | declare that students aged 21 to 25 years on this membership are attending a full-time course. | certify that any dates of birth shown on this
form are correct. | understand if a date of birth has been stated incorrectly and this resulted in incorrect premiums being paid, HIF reserves the right to deduct the additional
premium from the next claim benefit entitlement or to adjust my next payment amount.

Signature Date: (dd/mm/yy)l \ \ \ \ \ ‘

Referedby | | [ | | [ [ [ [ [ [ [ [ [ [[ ] ] wemernof [ | [ []]]]

SPOUSAL AUTHORITY | |Yes

| hereby authorise the person identified as my Spouse or Partner on this application form to make any changes or alterations to my HIF Membership on my behalf, and claim
for benefits on my behalf. However, there is no provision for cancellation of this membership by the Spouse / Partner named. Leave yes box blank if you do not want to grant
spousal authority.
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