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Fortune Life Insurance Co., Inc.

Fortune Life Bldg., 162 Legazpi Street, Legazpi Village 

1229 Makati City, Philippines

Tel. Nos.: 892-9841 to 49 (connecting all departments)

Fax No.: 892-3297 / 891-3343  Telex No.: 23255 Basic PH

E-mail Address:  fortlife@fortunelife.com



APPLICATION FORM FOR MEDICAL EXAMINER

Name  : ____________________________________________________________________



  Surname


   First Name


   Middle Name

Nickname  : _________________________________________________________________

Residence Address  :__________________________________________________________

Residence Tel. No.  :_______________________________

Clinic Address  :______________________________________________________________

Business Tel. No.  :_________________________ Cellphone No.: ______________________

Birthdate  : _______________________________  Birthplace  : ________________________

Citizenship  : ______________________________ Civil Status    : ______________________

Dependents  : ________________________________________________________________

Language Spoken  : ___________________________________________________________

Area of availability of Medical Examiners  : _________________________________________

EDUCATIONAL BACKGROUND :



    SCHOOL/UNIVERSITY

YEAR GRADUATED
HONOR RECEIVED

SECONDARY ____________________
_________________
_________________

COLLEGE
  ____________________

_________________
_________________

DOCTORATE ____________________

_________________
_________________

RESIDENCY  ____________________

_________________
__________________

FELLOWSHIP ___________________

_________________
__________________

BOARD CERTIFICATION







   YEAR RECEIVED

______________________________________________________
__________________

______________________________________________________
__________________

JOB EXPERIENCES


COMPLETE ADDRESS

        DURATION












    (Inclusive Years)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

PRESENT HOSPITAL/CLINIC.

COMPLETE ADDRESS

PRESENT POSITION

LABORATORY AFFILIATIONS


____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

PRESENT MEMBERSHIPS IN MEDICAL ORGANIZATIONS

____________________________________________________________________________


____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

PARTICIPATIONS IN MEDICAL CONVENTIONS/ SYMPOSIA/ CONFERENCES/ ETC. DURING THE LAST THREE (3) YEARS :

PLACE

TOPIC/TITLE

EXCLUSIVE DATES

CME CREDITS

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

REFERENCES : (Do not include relatives)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Are you presently acting as Medical Examiner on other Insurance Companies? If yes, specify : ____________________________________________________________________________

How long have you been a FLIC Medical Examiner? __________________________________

Approximately how many clients have you examined during the past year? _________________

Any comments that you want to make : _____________________________________________

____________________________________________________________________________

DATE : _________________________



       ________________________










     SIGNATURE OVER PRINTED NAME









*TIN

: __________________________









*PRC LIC. NO.
: __________________________









*PTR

: __________________________

* Please submit Photocopy

DO NOT WRITE BELOW THIS LINE :

-----------------------------------------------------------------------------------------------------------------------------------------------------------

COMMENTS : 
[  ] 
Approved Physicians may start examining clients.





Notify Branch Office




[  ] 
All required documents on file




[  ]
For completion of required documents

ACTION TAKEN : 
[  ] 
Others : ________________________________________________




[  ] 
Send Guidelines/Conforme/ Sample FME form










____________________________











   Medical Director










____________________________












DATE

