
MedBronze MedSilver MedGold Individual Group
Annual Short-term Others Family From to

Surname First Names Date of Birth Passport No. Occupation
Principal Member
Spouse
Child 1
Child 2
Child 3
Child 4 (extra)
Residential address Telephone no. (home):

Fax no.:

Cell No:

Postal address: Telephone no. (work):

Fax no.:

Radio call sign / e-mail:

Next of kin name: Relationship:

Next of kin address: Telephone no. (home):

Telephone no.(work)

Fax no.:

 Please mark with an X if you compete/ participate in anyone of the following activities:

     Flying Motor X  Hunting Equestrian Events Other
Do you have any other health plan?        Are you covered by a specific or annual travel insurance policy?
Please give details
Have you received treatment for any disease, sickness or chronic illness in the last 12 months?
If so kindly have the form filled in by your medical practitioner
Declaration by medical practitioner: (if applicable)
I hereby declare that the above persons have received the following treatment during the last 12 months

Medical condition

Treatment

Signed

Declaration by applicant:
To the best of my knowledge and belief all persons enrolled are in good physical health and free from physical
defect or infirmity except where the condition has been disclosed herein on the medical questionnaire.
I am not aware of any reason for the above health plan to be cancelled or curtailed and I have not withheld any material facts.
I understand that non-disclosure or misinterpretation of a material fact will entitle SES to void this medical plan.
I declare that I have been provided with a copy of the terms & conditons and have read myself and on behalf of those 
for whom I seek to enrole on your health plan.
I understand that this health plan starts from the date of issue of the health plan and therefore no refund of subscriptions 
will be allowed if this health plan is cancelled.

Signed Date

For office use only

Subscription fee: Receipt No.: Membership No.:

MEDTOUR APPLICATION

P.O.Box 31500, Lusaka, Zambia
The Grove, Kafue Road, Lusaka

Tel:(2601) 273302 - 7
Fax: (2601) 273181 / 273301

E-mail: med@zamnet.zm

yes No

Specialty Emergency Services
Med Rescue
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    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 I am in good health and free from physical defect or infirmity except where the condition has been 

disclosed herein on the medical questionnaire. 

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

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

I declare that I have been provided with a copy of the Terms and Conditions of this Health Plan and have read and understand the 

contents thereof. 

I 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: 



Medical Insurance

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 

Member 1 Member 2 Member 3 Member 4 Member 5 Member 6

Member Surname 0 0 0 0 0 0

Member Name 0 0 0 0 0 0

Member Number 

Product Purchased 

Start Date 

Renewal date 

Endorsement

Gaurentee of Payment
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 

Maximum Amount Remark:

Date until valid 

e-mail Address

Individuals covered

MedTour: Insurance Details

Group Contract Details



   
MEDTOUR APPLICATION FORM 

 
 

 
 
Name of Group: ……………………………………………………. 
 
Postal Address: ……………………………………………………. 
 
Physical Address: ……………………………………………………. 
 
Telephone: ……………………….   Fax: ………………………. 
 
e-mail:  ……………………….  Other: ……………………….. 
 
Authorized 
Contact Persons  Position  Address   Telephone 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
……………………..  ………………. ………………………….. ………………. 
 
Payment per employee:  ……monthly  ……quarterly  ……annually 
 
Guarantee of Payment:  ……Company/Corporate ……..Bank 
(please tick where applicable) 
 
Maximum Amount of GOP   US$………………………. 
 
Note:  Premiums paid are transferable 
 
It is understood that the services provided by Specialty Emergency Services only become available in 
terms of MedTour on receipt of a completed application form for each member and the first payment 
 
Signed at: ……………………….  On  …………………………. 
 
By:  ……………………….  Signature: ……………………….. 
 
 
 
 
 



 
MEDTOUR MEMBERSHIP LIST 

 
 
 
 
 
 
List of persons covered by MedTour: 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 
 
………………………………………………………. ……………………………………………………… 

OFFICE USE ONLY 
 

No. of members at sign on: …………………………………………………. 
Guarantee of payment approved: …………………………………………………. 
Payment Method:  …………………………………………………. 
Date:  …………………………….  By: ………………………………………………… 
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