
Private Health Insurance Evaluation Form 
 
 Please return your completed form to: 
 Health Insurance Brokers Pty Ltd 
 Reply Paid 484 (no stamp required) 
 Darlinghurst   NSW   1300 
 
 Or Fax: 02 9211 7790 
 
 Call Toll Free: 1300 366 603 for any assistance. 

Section 1- Personal Details of Applicant 

Mr / Mrs / Ms / Miss / Dr / Prof 
Surname First Name(s)  
Sex:  Male  Female Marital Status Age Date of Birth / /  
Mailing Address  
Suburb State Postcode  
E-mail Current Occupation  
Phone: Home (      ) Work (      ) Mobile  
 
Section 2 - Persons to be covered (excluding applicant) 
 
Relationship        Sex  M/F Age DOB 
Husband/Wife/Partner       / /  
Child 1       / /  
Child 2       / /  
Child 3       / /  
Child 4       / /  
Child 5       / /  
 
Section 3 - Current Details 
 
I/We have the following Medicare Status: 

 Full Cover – (Most permanent residents of Australia)  
 Visitors – (Temporary residents on a working permit or visa) 
 RHCA – (Reciprocal Health Care Agreement – emergency cover only) 

I already belong to a Private Health Fund: If yes the type of cover I have is: 
Applicant   Yes  No Applicant   Hospital  Extras/Ancillary  Ambulance Only 
Partner  Yes  No Partner   Hospital  Extras/Ancillary  Ambulance Only 

I have held continuous hospital cover since 1st July 2000: 
Applicant   Yes  No 
Partner  Yes  No 
Applicant – The Health Fund, level of cover & membership # is:   
Partner – The Health Fund, level of cover & membership # is:   
I/We are currently paying $  monthly  /  quarterly  /  half-yearly  / yearly 
This includes the Federal Government 30% Tax Rebate:  Yes  No 
My/Our current budget for Health Insurance is around $   monthly  /  quarterly  /  half-yearly  / yearly 
 
The following question relates to the additional Medicare levy surcharge of 1% and will indicate the maximum level of hospital excess 
and also indicate of any Taxation penalties should you not have Hospital cover.  
As a single person my taxable income exceeds $50,000  Yes  No 
As a couple or family our taxable income exceeds $100,000  Yes  No 
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Section 4 - Health Cover Requirements 
 
Hospital Cover Options 
I/We require the following level of Hospital cover: 

 Private & Public Hospital Cover – (Covers you in both Public & Private Hospitals as a Private Patient)  
 I/We are willing to pay a Hospital Excess of $_______________ 

 
I/We require our hospital policy to cover the following services: 

 Obstetrics / Pregnancy 
 IVF / GIFT (fertility programs for women) 
 Open Heart Surgery 
 Hip and / or Knee Replacement 
 Cataract / Glaucoma Surgery 
 Cosmetic Surgery 
 Psychiatric Conditions 

 
Ancillary / Extras Cover Options 
I/We would like to be covered for the following services: 
(The following are ‘Low Cost Services’ (The following are ‘High Cost Services’ (The below services are not covered 
and will not increase your membership fees and will increase your membership fees by all Funds however please select 
excessively) accordingly) the services you require cover for) 

 Optical  Major Dental  Vitamins & Health Supplements 
 General Dental  Orthodontics  Herbalism 
 Chiropractic / Osteopathy  Hearing Aids  Reflexology 
 Physiotherapy  Home Nursing  Iridology 
 Acupuncture  Speech Therapy  Kinesiology 
 Naturopathy  Occupational Therapy  Myotherapy 
 Homeopathy  Blood Glucose Monitor  Aromatherapy 
 Remedial Massage   Psychology 
 Gym Membership    Audiology 
 Sporting Goods   
 Pharmaceutical 
 Dietetics 
 Podiatry 
 Others (please list):   

 

Section 5 - Additional Information 
  
  
  
  
 
 
Section 6 – How did you hear about Health Insurance Brokers Pty Ltd 
 

 Yellow Pages  White Pages  TV  Radio 
 Internet  Friend  Health Insurance Ombudsperson  Other 
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