Application to receive the Federal Government

medibank

30% Rebate as a reduced premium

Complete this registration form and lodge it with Medibank Private to apply to receive the Federal Government Rebate as a reduced premium.

This form is applicable for the 30%, 35% and 40% Rebates.

This application must be completed in black pen using block letters.
All the people listed on the policy must be eligible to claim Medicare for you to receive the Rebate as a reduced premium.
If at any stage you wish to stop receiving the Federal Government 30% Rebate as a reduced premium, you must notify Medibank Private

as soon as possible.

Name of private health fund issuing the policy to which this application relates: Medibank Private

Membership number

L ‘D Are you covered by this policy? [ JYes [ JNo

You may register for this scheme if the policy is only for your dependent child and you are the parent of the child.

Your Medicare card details

\\\\\\\\\‘Va“dto

Number

Your full name as it appears on your Medicare card ‘

Your current postal address ‘

Suburb/City ‘

e Jostcode| | | |

Your residential address ‘

Suburb/City ‘

e Jostcode| | | |

Your daytime phone number (should we need to contact you)

Work ‘\H\\\H\\\‘

[ IMale

Date of birth | D D ||MM][Y, Y Y Y]

Home‘\H\\\H\\\‘

MObile‘\\\\\\\\\‘

[ ]Female

Details of all people covered by the policy (do not include yourself)

Family name Given namels) Date of birth Sex Dependent child
| | Lo o) MMy Y Y Y Ow O Oy O
| | Lo o) MMy Y v Y Ow O Oy O
| | |lo o[y vy v Y Ow OF Oy O
| | Lo o) mpmlly Y Y Y Ow O Oy O
| | Lo o) mm]ly Y Y Y Ow O Oy O
| | Lo o) MMy Y Y Y Ow O Oy O
| | Lo of[mmlly vy v Y Ow OF Oy O

A child is dependent if:

e the child is under the age of 18 years, or a full-time student
under the age of 25;

e the child is covered by your insurance policy and your health
fund accepts the child as a dependent child on the policy;

e the child is not the partner of another person.

Are all the people on the policy listed on a Medicare card or
entitled to a Medicare card? [ ]Yes [ |No

You are entitled to a Medicare card if you are a person who
lives in Australia and are:

e an Australian citizen;

* a holder of a permanent resident visa;

¢ a New Zealand citizen or, in some cases, an applicant for
permanent resident visa.

Any inquiries about Medicare eligibility can be made at any

Medicare office or by phoning 132 011 for the cost of a local call.

Print form Reset form

Declaration

| declare that the information | have provided is correct. | understand that there
are penalties for giving false or misleading information.

Signature

pate DD M M[y v, vy

The information provided on this form will be used for the
purpose of registering you for the Federal Government 30%
Rebate. Its collection is authorised by law and information
collected may be disclosed to the Department of Health and
Ageing, Medicare Australia and the Australian Taxation Office.

FEDERAL GOVERNMENT REBATE

ON PRIVATE HEALTH INSURANCE

Please send this registration form to your Private Health Insurance fund:
Medibank Private GPO Box 9999 in your capital city or fax to 07 3026 0557.

Medibank Private Limited ABN 47 080 890 259
GPO Box 9999 in your capital city

Telephone 132 331

medibank.com.au
MPLM17170711E
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