
1. This Application is to: Tick appropriate box

2. Please use BLOCK LETTERS

Join Phoenix Health Fund ............................................

Add/Change Dependant.................................................

Change My Cover .............................................................

Phoenix Member Number (if currently a member) .................

Transfer from Another Fund (complete attached transfer form)

Previous fund name ...................................................................

Previous fund phone ..................................................................

Previous fund member number ..................................................

Title Surname First Name

Home Address – Number & Street

Suburb & State Postcode

Ph: Home Ph: Work Ph: Mobile

Email Address

Second Name Date of Birth M/F

Postal Address (if different from above)

Suburb & State Postcode

For the employees  
of our associated steel  
industry companies.

YOUR EMPLOYER’S DETAILS

Employer’s Name:......................................................................

Address:......................................................................................

...........................................................	 Postcode:......................

Location/Department:.................................................................

Payroll Officer:.............................................................................

PERSONAL DETAILS

Family Name:..............................................................................

Given Names:.............................................................................

Address:......................................................................................

....................................................................................................

Postcode:.................	 Payroll/Clock/Employee No.:...................

I hereby authorise my employer to deduct from my salary/ 

wages the sum of $ .................. per week/fortnight/month, being  

the contribution applicable to my nominated membership, or 

such other amount as may be varied by reason of an alteration  

in the rates of contribution, until cancelled by me in writing.

Signed:................................................  Date:.............................

Please hand this section to your payperson.

A.B.N. 93 000 124 863

PAYROLL DEDUCTION AUTHORITY
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Transferring from  
another fund?    
   
Fill in the details below 
and we will arrange 
your changeover for you.

APPLICATION FOR CLEARANCE LETTER

To:	 ..................................................................................

Address:	 ..................................................................................

Fax No:	 ..................................................................................

	 ..................................................................................
	 (Name and contact details of present fund)

I/we hereby resign from.............................................................

From the following date:............................................................

Please cancel any direct debit authority that may exist 
and refund any contributions paid beyond this date.

Member Number:....................................................................... 	

Name/s:......................................................................................

            ......................................................................................

            ......................................................................................

            ......................................................................................

Address:.....................................................................................

            ......................................................................................

            ...................................................................................... 	

Signed:.......................................................................................

A.B.N. 93 000 124 863

TRANSFERRING FROM ANOTHER FUND
 
YOUNGSAVERS GENERAL INFORMATION

3)	Cosmetic surgery is defined as elective surgery that is  
not covered by an MBS item number. 

	Cosmetic surgery is excluded completely from benefits.
	4) The fund will pay limited benefits for surgical podiatry  
		in hospital for recognised podiatric surgeons only. 

7. PAYMENT OF CONTRIBUTIONS

a)	Payroll deductions: This is only available to employees  
of eligible companies. Check with your payperson who 
will arrange for regular payroll deduction.

b)	By monthly direct debit to your bank, building society  
or credit union debit account.

c)	By quarterly payments in advance. We forward accounts 
to your postal address detailing contributions owing to  
the end of the next applicable quarterly period  
(i.e. Periods ending 31 March, 30 June, 30 September  
and 31 December). 
Refer to the account for payment options, including  
cash, cheque, BPay or credit card. 

8.	PAYMENT OF BENEFITS

	The maximum payment from each table will be as stated  
or the amount of the account, whichever is the lesser.

	Initial consultation benefits are paid only once per person 
per calendar year.

9.	LIMITATION OF BENEFITS

	All limits are per person. In all cases where benefit  
payments are limited to a calendar year the period  
will be from 1st January to 31st December.

10.	SUBMISSION OF CLAIMS

	Members must ensure that all claims are submitted for 
processing within two (2) years from the date of service.

11.	ALTERNATIVE THERAPIES

	Payment of benefits is limited to approved therapies and 
accredited associations. The respective lists are available  
on the fund website, or by contacting the office of the fund.

   
APPLICATION FORM

Weekly         Fortnightly            Monthly

Company/Division Details

Pay Frequency

PHOENIX HEALTH FUND LIMITED ABN: 93 000 124 863

PO Box 156, NEWCASTLE NSW 2300  Ph: (02) 4935 5738 or (02) 4935 5741  Freecall: 1800 028 817  Fax: (02) 4968 2229
Email: enquiries@phoenixhealthfund.com.au  Web: www.phoenixhealthfund.com.au  

5. Payment Method: Tick one

Monthly Direct Debit (please complete form)

Quarterly Account (by cheque, credit card or BPay)

Payroll Deductions (eligible companies only)

3. Dependants – Please use BLOCK LETTERS (advise in writing of additional dependants)

Family Name

1.

2.

3.

4.

5.

Given Names Relationship Date 
of Birth

M/F Where student dependant is 21 years or
over, state name of School/College/Uni

4. Type of Cover: Select one

Amount $ $

Please complete 30% Rebate Form if claiming rebate 
(see over).

Please complete Point 8 – YoungSavers checklist

I acknowledge that ALL of the restrictions and 
excesses listed above apply to YoungSavers cover.

Please also complete and sign Declaration at Point 7.

FamilyTOP COVER
COMBINED

Payroll Number:.................................................................................

Co. Address:...................................................................................... 

6. Member Eligibility: Specify reasons for eligibility

Current Employee of: ...............................................................

Former Employee of: ................................................................

Immediate Family Member of current/former employee

Employee’s Name:

.................................................................................................

Single

$ Wkly    Mthly    Qtly

Amount $

FamilyYOUNG
SAVERS

Single

$ Wkly    Mthly    Qtly

Amount $

FamilyTOP 
HOSPITAL

Single

$ Wkly    Mthly    Qtly

Amount $

FamilyANCILLARY Single

$ Wkly    Mthly    Qtly

Single Parent 
Family

Select Pmt Frequency
circle one only

for OFFICE USE ONLY

GrpScaleNo. Cov Serve Qual?

Date Paid toDate Join T.P.T.

Co. Name: .........................................................................................  
Date Effective.............................................................................

Signature of Applicant...........................................................

Date Signed ................................................................................

1. I declare that these statements are true and complete and agree to be bound by the 
rules of Phoenix Health Fund Ltd and the determinations of the Board. 

2. I have read and understand the rules relating to WAITING PERIODS and 
PRE-EXISTING CONDITIONS / AILMENTS and understand the fund may refuse 
payment of benefits if any of the details supplied herein are false in any respect.    

3. I authorise the deduction from my wages of contributions for the table nominated, as 
may be varied from time to time. Where payroll deductions are not available I agree to 
pay contributions in advance, until membership is cancelled by me in writing. 

4. I agree to make any changes to my payment method in writing. 

5. I consent to collection by the fund of the information in this form and other personal and 
health information required to be collected in connection with the policy, and consent to 
its use and disclosure by the fund in connection with the policy. 

6. I have read and understood the terms and conditions of my Phoenix Health Fund policy. 

7. Declaration

or date Change effective

Restricted Hospital Services   Tick 

Cardiac – Cardio/Thoracic – Vascular......................................

Joint Replacements..................................................................

Major Eye Surgery – Cataract, IOL Surgery.............................

Dialysis .....................................................................................

Rehabilitation............................................................................

Palliative Care ..........................................................................

Obstetrics .................................................................................

Assisted reproductive services e.g. IVF/GIFT etc ....................

Psychiatric ................................................................................

Excluded Hospital Services   Tick 

Cosmetic Surgery – no benefit payable ...................................

Hospital Excess   Tick 

Same Day Hospital          $250.................................................

Overnight Hospital           $500.................................................

8. Phoenix YoungSavers & FamilySavers 
    Hospital Restrictions

1. I have read the information on the Phoenix YoungSavers 
“Hospital Excess” and “Restricted Services” and I understand 
that MINIMAL private hospital coverage is provided for the 
services listed under this category. 

 
2. I understand if I am admitted to a private hospital requiring 

one of these “Restricted Services” I will have a very large 
out-of-pocket expense.   

  
3. I have ticked each Excess and Restricted Service category 

listed to confirm I agree with these conditions.

Signed ...........................................................................................

1. This Application is to: Tick appropriate box

2. Please use BLOCK LETTERS

Join Phoenix Health Fund ............................................

Add/Change Dependant.................................................

Change My Cover .............................................................

Phoenix Member Number (if currently a member) .................

Transfer from Another Fund (complete attached transfer form)

Previous fund name ...................................................................

Previous fund phone ..................................................................

Previous fund member number ..................................................

Title Surname First Name

Home Address – Number & Street

Suburb & State Postcode

Ph: Home Ph: Work Ph: Mobile

Email Address

Second Name Date of Birth M/F

Postal Address (if different from above)

Suburb & State Postcode

Health Fund

 DOB: 

 DOB:

 DOB:

 DOB:

 Date:

Please forward my clearance certificate and details of my 
policy to:	 Phoenix Health Fund Ltd
	 PO Box 156 NEWCASTLE NSW 2300
Or fax to 0249 682229

Health Fund
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For the employees  
of our associated steel  
industry companies.

YOUR EMPLOYER’S DETAILS
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...........................................................	 Postcode:......................
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Family Name:..............................................................................
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Address:......................................................................................

....................................................................................................
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PAYROLL DEDUCTION AUTHORITY
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Transferring from  
another fund?    
   
Fill in the details below 
and we will arrange 
your changeover for you.

APPLICATION FOR CLEARANCE LETTER

To:	 ..................................................................................

Address:	 ..................................................................................

Fax No:	 ..................................................................................

	 ..................................................................................
	 (Name and contact details of present fund)
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Name/s:......................................................................................

            ......................................................................................

            ......................................................................................
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Address:.....................................................................................

            ......................................................................................
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Signed:.......................................................................................
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Monthly Direct Debit (please complete form)

Quarterly Account (by cheque, credit card or BPay)

Payroll Deductions (eligible companies only)
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Family Name
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of Birth

M/F Where student dependant is 21 years or
over, state name of School/College/Uni

4. Type of Cover: Select one
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Please complete 30% Rebate Form if claiming rebate 
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FamilyTOP COVER
COMBINED
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Single
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HOSPITAL
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circle one only

for OFFICE USE ONLY
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Date Paid toDate Join T.P.T.
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Date Effective.............................................................................

Signature of Applicant...........................................................
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1. I declare that these statements are true and complete and agree to be bound by the 
rules of Phoenix Health Fund Ltd and the determinations of the Board. 

2. I have read and understand the rules relating to WAITING PERIODS and 
PRE-EXISTING CONDITIONS / AILMENTS and understand the fund may refuse 
payment of benefits if any of the details supplied herein are false in any respect.    

3. I authorise the deduction from my wages of contributions for the table nominated, as 
may be varied from time to time. Where payroll deductions are not available I agree to 
pay contributions in advance, until membership is cancelled by me in writing. 

4. I agree to make any changes to my payment method in writing. 

5. I consent to collection by the fund of the information in this form and other personal and 
health information required to be collected in connection with the policy, and consent to 
its use and disclosure by the fund in connection with the policy. 

6. I have read and understood the terms and conditions of my Phoenix Health Fund policy. 

7. Declaration

or date Change effective

Restricted Hospital Services   Tick 
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Major Eye Surgery – Cataract, IOL Surgery.............................
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Hospital Excess   Tick 

Same Day Hospital          $250.................................................

Overnight Hospital           $500.................................................

8. Phoenix YoungSavers & FamilySavers 
    Hospital Restrictions

1. I have read the information on the Phoenix YoungSavers 
“Hospital Excess” and “Restricted Services” and I understand 
that MINIMAL private hospital coverage is provided for the 
services listed under this category. 

 
2. I understand if I am admitted to a private hospital requiring 

one of these “Restricted Services” I will have a very large 
out-of-pocket expense.   

  
3. I have ticked each Excess and Restricted Service category 

listed to confirm I agree with these conditions.

Signed ...........................................................................................
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Please forward my clearance certificate and details of my 
policy to:	 Phoenix Health Fund Ltd
	 PO Box 156 NEWCASTLE NSW 2300
Or fax to 0249 682229

Health Fund




