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Re: GAP Cover Application

Comments:

1.
2.
3.

4.

Instructions:

Print this document.

Fill in the application form and cover letter.
Fax the form to us on 086 627 7012 or scan and email it to

forms@medicalaidcomparisons.co.za

Sit back while we do all the complicated stuff.

Save time and hassle with your medical aid application and make sure it gets the best possible chance of success




Q14A
AMBLEDOWN APPLICATION FOR GAP COVER

APPLICANT - Must be the principal member of the medical aid

SURNAME: DATE OF BIRTH

FIRST |

NAMES: D NO: | | ‘ |

PHYSICAL/POSTAL ADDRESS MEDICAL AID DETAILS
MEDICAL AID NAME
OPTION
POSTAL
‘ CODE: | ‘ | ‘ MEMBER NUMBER

TELEPHONE NUMBERS:

WORK: | | CELL: | HOME: | |

EMAIL:

MEDICAL QUESTIONNAIRE
1. DO YOU OR ANY OF YOUR DEPENDANTS SUFFER FROM A CHRONIC OR RECURRING ILLNESS OR SERIOUS AILMENT2 LES/
2. DO YOU OR ANY OF YOUR DEPENDANTS EXPECT TO BE HOSPITALISED DURING THE NEXT 12 MONTHS2 LEOS/
3. ARE YOU OR ANY OF YOUR DEPENDANTS CURRENTLY PREGNANT2 LES/
4. HAVE YOU OR YOUR DEPENDANTS SUFFERED FROM ANY AILMENT/S OR BEEN HOSPITALISED WITHIN THE LAST 12 MONTHS2 LEOS/

F*"YES” TO ANY OF THE ABOVE PLEASE SPECIFY THE CONDITION FOR WHICH HOSPITALISATION WAS NECESSARY INCLUDING MEDICATION WHICH IS TAKEN REGULARLY

DEPENDANT DATE HOSPITALISED CONDITION/REASON FOR HOSPITALISATION/TREATMENT

NAME OF BANK
ACCOUNT HOLDER ©

ACCOUNT NUMBER BRANCH

BRANCH CODE ACCOUNT TYPE CURRENT TRANSMISSION SAVINGS

| hereby authorise the insurer or its representative, on acceptance of my application for cover to debit my account with the premiums payable under the above plan, on the
first day of each month in accordance with the Debit Order System. Such authorisation shall remain in force and effect until cancelled by myself in writing, subject to two
calendar months’ notice. The narrative which will appear on your bank statement is “AMBLEDOWN”.

Bank accountholder authority Date Activation date

DECLARATIONS BY APPLICANT FOR MEMBERSHIP

| hereby declare that | have not withheld any information and | accept that this application and declaration shall be the basis of the contract of insurance
between myself and Constantia Insurance Company Limited (CICL) which will become effective on the first day of the month for which premiums are
paid. | confirm furthermore that | am currently a full-time member of staff*/self-employed*/retired* (*please delete 2 of these options) and irrevocably
authorise the Administrators to collect from my employer/myself (as appropriate, per the debit order above) the monthly premium as quoted.

| hereby declare furthermore that the foregoing statements (and any other supplementary forms as requested by CICL), whether in my handwriting or
not, are true and correct and shall be the basis of the contract and | agree that it is a condition precedent to the payment of any proceeds of claim that no
fact, judged to be material solely in CICL’s opinion, has been withheld, misstated or concealed by/ from me. l/we, the client, have requested and
instructed the broker not to complete a financial needs analysis. I/we further understand and acknowledge that this instruction not to proceed with a full
financial needs analysis could have the effect that all my financial needs may not be properly addressed. Lastly, | fully understand that a full 3 month
waiting period is a condition of individual membership of my proposed application.

Signature of Applicant Initials and surname in Block Capitals Date

For office use only

Membership No: IHS




