Central Provident Fund Board MSHF1

79 Robinson Road, CPF Building, Singapore 068897
Website: www.cpf.gov.sqg CPF Call Centre: 1800-227 1188

Application for MediShield
This form may take you 5 minutes to complete.

Important Notes:

1. The last entry age of MediShield is 75 years. Please ensure that the application form reach us before your 75"
birthday.

n

Please do not use correction fluid/tape. Please signh against any amendments you have made on the form.

w

Please send the original signed form to CPF Board.

4. The declared health condition(s) (if any) of yourself and/or of your dependant(s) is deemed to be true and correct as at
the date this form is received by the Board. During the waiting period you and/or your dependant(s) are required to
keep the Board informed of any change in health status before the commencement of your cover(s). The Board will
not consider claims, if you have given false or misleading information, or have withheld relevant information in any of
the health declaration(s). Similarly, the Board will not consider claims from the Insured if the claims arose from a pre-
existing medical condition before the commencement of the cover. For such cases, your MediShield cover(s) may be
cancelled.

5. If youlyour dependant(s) are currently covered under a Medisave-approved Integrated Shield Plan with a private
insurer and wish to switch to be covered under MediShield only, kindly contact your private insurer.

General Information on MediShield

1. CPF members and their dependants (Singaporeans or Permanent Residents), who are below 75 years of age (upon
receipt of the form by CPF Board) and in good health, may apply for MediShield.

2. “Dependants” refer to spouse, children, parents and grandparents only. Each dependant can only be insured by one
payer at any point in time.

3. You are required to declare your health condition(s) and/or that of your dependant(s) before MediShield cover
commences. MediShield cover is extended to members subject to good health.

4. You and/or your dependant(s) may be required to submit a medical report or undergo a medical examination. Such
costs incurred shall be borne by you.

5. There will be a two-month waiting period. Your/your dependant(s)’ MediShield cover will start on the first day of the
third month after your application is approved, subject to successful payment of the premium.

6. MediShield does not cover hospitalisation expenses that are incurred before you/your dependant(s) are insured by
MediShield. Please refer to our website for more information on treatments and expenses excluded from
MediShield.

7. After the commencement of the MediShield cover, if the payer has insufficient Medisave savings to pay for
subsequent renewal premiums, the premiums will be deducted from the dependant’s Medisave Account if he/she
has sufficient balance.

8. For more information on MediShield, please visit www.cpf.gov.sg > General Information > Other CPF Schemes &
Services > Meeting Your Healthcare Needs > MediShield.
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PART | - PARTICULARS OF CPF MEMBER (PAYER)

(As in NRIC) *Delete where applicable For
. NRIC/CPF % Official
Name: Account: ST - Use
Contact No.: (Home) (COffice) (Mobile)
I am applying MediShield for: D D D
(Please tick one box only) Self only Dependant(s) only Self and Dependant(s)
PART Il - PARTICULARS OF DEPENDANT(S) TO BE INSURED
) NRIC/CPF "
1. Name: Account: SIT - v N
Relationship to Payer: | [] Spouse [J Parent/Child [] Grandparent D D
i NRIC/CPF "
2. Name: Account: SIT - v N
Relationship to Payer: | [] Spouse [J Parent/Child [] Grandparent D D
i NRIC/CPF "
3. Name: Account: SIT - v N
Relationship to Payer: | [] Spouse [ pParent/Child [] Grandparent D D
PART Il - DECLARATION OF HEALTH OF PAYER AND DEPENDANT(S)
Please answer the following questions if you are applying for MediShield: Payer Dependant 1 | Dependant 2 | Dependant 3
1. Have you ever suffered or been treated for, or do you now suffer from
cancer, growth, tumor of any kind (including fibroids) or other [ Yes [ Yes [ Yes [ Yes
malignancies, high cholesterol, high blood pressure, chest pains, heart
disorder, stroke, asthma, respiratory disorder, disease of the muscles or I No I No O No O No

bones, spine disorder, kidney disease, gout, diabetes, anemia, blood
disorder, fits or disease of the brain or nervous system, liver disease,
hepatitis, sexually transmitted disease, HIV infection (AIDS), thyroid gland
disorder, mental disorder or any other ailments and impairments (including
physical or mental incapacity) not mentioned here?

2. In the past 5 years, have you ever been hospitalised or undergone any [ ves [ ves [ ves [ ves
surgery or operations? [ No [ No [ No [ No
3. Have you been advised or scheduled by any medical professionals to go [ Yes [ Yes [ Yes [ Yes

for any surgical treatment or are you intending to go for any surgery in the

next 12 months? [ no [ no [ no [ no
4. Is there any other information regarding your health besides those you [ Yes [ Yes [ Yes [ Yes

have declared above? [ No [ No [ No [ No

If any of your answer(s) to the questions above is "Yes", please provide details in the space provided below or in a separate sheet of
paper and countersign against it.

Name of Payer/Dependant(s) | Medical Condition/ Diagnosis/ Type and result of tests Date of last treatment/ test

PART IV- DECLARATION

| agree and authorize: (a) any medical source, insurance company, organization or person to release any medical information to Central
Provident Fund Board concerning the person to be insured or the insured; and (b) the Board to refer to any medical information released
at any time under any Central Provident Fund scheme to the Board by any medical source, insurance company, organization or person,
for purposes of assessing the application to be covered under the MediShield Scheme, assessing the coverage and/or making a claim|
under the MediShield Scheme. A copy of this authorisation shall be deemed as effective and valid as the original.

Please deduct the premium(s) from my Medisave Account in accordance with the provisions of the Central Provident Fund Act (Cap
36) and the Central Provident Fund (MediShield Scheme) Regulations, as amended from time to time and subject to all terms and
conditions as may be imposed by the CPF Board from time to time.

| declare that the information furnished in this form is true and accurate. In addition, | understand that legal actions could be taken
against me in the case of false declaration.

Signature/Right Thumbprint of CPF Member (Payer) and Date
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