高雄醫學大學教職員工、計畫人員(眷屬)參加全民健康保險轉出申請表

	被保險人
姓    名
	
	員工代碼
	
	身分證字號
	

	※若只有眷屬轉出下列被保險人欄位之停保(轉出)日期、原因請勿填選

	停保(轉出)

日     期
	年  月  日
	停保(轉出)原因   
	· 轉換投保單位   □預定出國六個月以上

· 改變依附對象   □其他            

	眷屬姓名
	
	身份證字號
	
	
	
	
	
	
	
	
	
	
	退保(轉出)原因
	□轉換投保單位

□改變依附對象

· 死亡

· 其他       

	
	
	退保(轉出)日期
	年    月   日
	
	

	眷屬姓名
	
	身份證字號
	
	
	
	
	
	
	
	
	
	
	退保(轉出)原因
	□轉換投保單位

□改變依附對象

· 死亡

· 其他      

	
	
	退保(轉出)日期
	   年    月   日
	
	

	眷屬姓名
	
	身份證字號
	
	
	
	
	
	
	
	
	
	
	退保(轉出)原因
	□轉換投保單位

□改變依附對象

· 死亡

· 其他      

	
	
	退保(轉出)日期
	   年    月   日
	
	

	本校依個人資料保護法第8條規定，於蒐集您的個人資料時告知下列事項：

一、蒐集之機關名稱：高雄醫學大學

二、蒐集之目的：本校蒐集您及眷屬個人資料的目的，係作為您及眷屬之全民健保退保。法定之特定目的為：002人事管理。

三、蒐集個人資料類別：識別類(C001、C003)。

四、利用期間、地區、對象及方式

1、
本校將於台灣地區(包括澎湖、金門、馬祖及連江等地區)利用您的個人資料；利用期間為在職期間。

2、
利用方式及對象：本校將於上述期間將您的個人(眷屬)資料交予健保局進行退保。

五、個人資料之權利及權益：您得依個人資料保護法第3條就您的個人資料行使請求查閱、補充、更正、製給複製本及請求停止蒐集、處理、利用及請求刪除等權利，行使方式請洽本校人事室。

六、本校於蒐集您的個人資料時，如有欄位未填寫，則可能對您及眷屬的健保退保有所影響。

七、填寫人應擔保有權合法提供職眷資料，並轉達上述告知事項予職眷知悉。


本人已詳細閱讀上列告知事項且完全明瞭其內容
簽名：___   __________

日期：   年  　月 　日
  103.12.05修訂  
Application Form for Withdrawal from National Health Insurance for Faculty/Staff and Project Personnel (Dependents) at Kaohsiung Medical University
	Insured Person’s Name
	
	Employee ID No.
	
	National 
ID No.
	

	※If only the dependent is withdrawing, please do not fill in the withdrawal date and reason for 
the insured person below.

	Date of Suspension/
Withdrawal
	Year/Month/Day
	Reason for Suspension/
Withdrawal
	· Change of insurance organization
· Scheduled to go abroad for more than six months

· Change of dependent relationship □other            

	Dependent's Name
	
	National 
ID No.
	
	
	
	
	
	
	
	
	
	
	Reason for Withdrawal/
Transfer out
	· Change of insurance 
organization
· Change of dependent
relationship
· Deceased
· Other____________           

	
	
	Date of Withdrawal/

Transfer out
	YYYY/MM/DD
	
	

	Dependent's Name
	
	National 
ID No.
	
	
	
	
	
	
	
	
	
	
	Reason for Withdrawal/
Transfer out
	· Change of insurance 
organization
· Change of dependent
relationship
· Deceased
· Other____________

	
	
	Date of Withdrawal/

Transfer out
	YYYY/MM/DD
	
	

	Dependent's Name
	
	National 
ID No.
	
	
	
	
	
	
	
	
	
	
	Reason for Withdrawal/
Transfer out
	· Change of insurance 
organization
· Change of dependent
relationship
· Deceased
· Other____________

	
	
	Date of Withdrawal/

Transfer out
	YYYY/MM/DD
	
	

	In accordance with Article 8 of the Personal Data Protection Act, Kaohsiung Medical University hereby informs you of the following matters when collecting your personal data:

1. Name of the Collecting Organization: Kaohsiung Medical University

2. Purpose of Collection: The purpose of collecting personal data of you and your dependents is for the withdrawal from National Health Insurance. The legal specific purpose is: 002 Personnel Management.

3. Categories of Personal Data Collected: Identification Information (C001, C003)

4. Period, Region, Recipients, and Method of Use:
(1)The University will use your personal data within the Taiwan region (including Penghu, Kinmen, Matsu, and Lienchiang). The period of use is during your employment.

(2)The method and recipient of use: During the aforementioned period, your (and your dependent’s) personal data will be submitted to the National Health Insurance Administration for withdrawal processing.

5. Rights of the Data Subject: According to Article 3 of the Personal Data Protection Act, you may request to review, supplement, correct, obtain copies, or request to stop collection, processing, or use, and request deletion of your personal data. Please contact the Human Resources Office at the University to exercise these rights.

6. Consequences of Not Providing Data: Failure to provide the required information may affect the processing of your and your dependent's National Health Insurance withdrawal.

7. Responsibility of the Declarant: The person filling out this form guarantees lawful authority to provide personal information of dependents and must inform the dependents of the above-mentioned notice.


I have thoroughly read and fully understood the above notification.
Signature: _______________
Date: ______ (YYYY) / ______ (MM) / ______ (DD)                            
Revised on 2014-12-05
