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PATIENT CHANGE OF CONTACT DETAILS

2  CONTRIBUTOR DETAILS (COMPLETE RELEVANT BOXES BELOW INDICATING CHANGE. PLEASE USE CAPITAL LETTERS AND A BLACK PEN)

 Address

 
 Suburb  State Postcode

   
 Phone - home  Phone - work Phone mobile

    
 Email

  @
  

.
  

.
 

OFFICE USE ONLY

The Hospitals Contribution Fund of Australia Limited 
ABN 68 000 026 746 AFSL 241 414

HCF House 403 George Street, Sydney, NSW 2000 
Postal Address: GPO Box 4242, Sydney NSW 2001

hcf.com.au

Return to:
Dental Clinic Reception

or email to:
membersupport@myhcf.com.au

1  YOUR PERSONAL DETAILS (PLEASE USE CAPITAL LETTERS AND A BLACK PEN)

 Title First name  Middle initial 

   

 Surname    

 

HCF Membership No.   

 Name of dental centre

 User ID: Date processed in WHICS: Processed by:/ /

 Date (DD MM YYYY)

 

 Signature of contributor*

 
* Please note: It is HCF policy that the Policy Holder (Contributor) must sign this form.

For enquiries please contact 02 9290 0555

Please use this form for HCF members only

mailto:membersupport%40myhcf.com.au?subject=

