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Company Name | | Telephone No

Contact Person

Medaccess Details and Personal Details

Initial Membership

Initial Date

Membership Number

Membership Begins
Membership Expires
Child 1 Child 2 Child 3 Child 4
Surname
First names
Date of birth
Occupation
Passport nationality
Passport number
Passport expiry date
Remark
Residential address Postal address
Telephone no home Telephone work
Fax no Cell Number
E-mail address
Radio call sign Radio channel/freq
Airstrip Details
Nearest airstrip Length
Co-ordinates Surface
Next of kin
Name Telephone Home
Residential Address Telephone Work
Fax Number
Cell Number
e-mail address




= Medaccess: Insurance Details

Medical Insurance
Group Contract Details

Medical Insurance Telephone No.
Member number

Policy Type

Group Name Fax No

Group Number Cell no.
Certificate number e-mail address
Start Date Contact Person
Renewal Date

Individuals covered
Member 1 Member 2 Member 3 Member 4 Member 5 Member 6
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Member Surname

o
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Member Name

Member Number

Product Purchased

Start Date

Renewal date

Endorsement

Gaurentee of Pavment
Company Details

Company Name Address
Telephone Number

Fax Number

e-mail address Postal Address

Authorised Contact Person

Name Position Telephone Home Telephone work Cell Number e-mail Address
Maximum Amount Remark:
Date until valid




Confidential Medical Questionnaire

Please complete a separate form for each individual being applied for.

Surname: Forenames:

Age: Date and place of birth:

Nationality: Passport no:

Passport nationality: Passport date of issue:

Passport expiry date: Passport place of issue:

Next of kin: Next of kin relationship:

Next of kin tel no: Personal doctors name:

Height: Personal doctors tel no:

Weight: Blood group:

Nearest airstrip: Airstrip co-ordinates:

Allergies: Previous medical history:

Previous surgical history: Are you presently taking any medications?
If so, please specify:

DECLARATION BY THE APPLICANT:

To the best of my knowledge and belief | am in good health and free from physical defect or infirmity except where the condition has been

disclosed herein on the medical questionnaire.

| am not aware of any reason for the above Health Plan to be cancelled or curtailed and | have not withheld any material facts.

| understand that non-disclosure or misinterpretation of material fact will entitle the SES to void this Health Plan .

| declare that | have been provided with a copy of the Terms and Conditions of this Health Plan and have read and understand the
contents thereof.

| understand that Health Plan starts from the date of issue of the subscription and therefore no refund of subscription will be allowed if this

Health Plan is cancelled.

Signed: Date:




	Medaccess
	MedAccess Page 2.pdf
	Medical cover

	MedAccess Page 3.pdf
	MedAccess insurance detials.pdf
	Sheet1





