3 RESOLUTION

underwriters

MEMBER APPLICATION FORM

Medical Scheme (If apl.) | | | | | | | | | |

Membership Number

PRINCIPAL INSURED DETAILS

Is this application part
of a group?

Name of Scheme |

If YES, group name |

Boskruin Office Park,
President Fouche Avenue,
Boskruin, 2154

(Entrance Boskruin Village
Centre)

P O Box 1555, Fontainebleau,

2032
Telephone: 0861 791 6425
Facsimile: 086 508 2292

erstname i) [ [ ] [ [ [ [ [ [ [ [ [ [ ][] T T T T T T[T ]me [[]]]

Sumarme (T T T I T T I T T Jmites [T T]

Date of Birth [o]ow]w]v]v]v]V] Required Inception Date | o [ o [ v [w ][ ][]

ID No. HEEEEEEEEEEEN

Contact Details HomeNo. ([clofoleh [ T T T T T T ] woknoo ¢[c]o]oleD [ T TTT T T ]
FaxNo.  ([clofofely [ [ [ [ [ | [ ] wovtewo | [ [ [ | [ [ [[[[][]

Email Address PP PP PP PP

Postal Address HEEEEEEEEEEEEEE NN EEEEEEEEEE
[T T T T T I T T I I I T T T T T I I T T TTT Jeae [c]of0]c]

Resigentialaadress | | | [ [ [ | | [ [ [ [ [ [ [ [ [ [[[[[[[[[[[[]]]]
PP P[]
(T T T T I T T I I T T I T T T T T T TT Jeae [c]o]o]c]

PREMIUM PLAN AND OPTIONS

OPTIONS COMPLETE |COVER REQUIRED PREMIUM

SECTION

Dread Disease A/ B,CD,E Principal Ye N

(Maximum of R 100 000) Spouse %Y: %NZ [ Jves [ ]No

Gap cover A.B.C.D.E |:|R1000000 I:IRzoooooo [ Jves [[Jno

Sapmeds Hospital A B, CDE

Plan - (Family Cover) Plan DYeS DNO

S ds Hospital B,C,D,E

Ple;ﬁlnie(l:div(i)dSS;IaCover) Plan DYES DNO

Wings of Life A.B,C,E [ Jves [ |No

Essential A,B,C,D,E [ Jves [ |nNo

Premium Waiver A,B,C,D,E [ Jves [ |No

Medical Aid Death Benefit A/ B,CD,E DYes DNO

Intermediary Fee * [ Jyes [ |No

TOTAL PREMIUM [ ]ves [ |No

* This fee is optional and is paid to the intermediary on top of the statutory commission on your approval

Signature of Applicant:




SECTION A: DEPENDANTS

Dependants are:

-Spouse and/or dependant children up to the age of 18 years
-Students up to the age of 25 — please proof full time enrollment
-Adopted / foster child — please add adoption /custody order

-Disabled child — please attach document to confirm the dissablility

Dependant Type

Surname

First Name(s) (in full)

Initials
ID Number

Date of Birth

n Spouse D

Child D

Gender

H Child

[ ]

L[]

e [ [ ]

Gender

Relationship to Applicant

Dependant Type

Surname | | | |

First Name(s) (in full)

ﬂ Child n Child []

(T[] we[ [ 1] om[o[r] |11 e[ [ [ ] oomer[u]s]
ID Number HEEEEEEEEEEEEE HEEEEEEEEEEEER
Date of Birth oo [l ]v]v]~] age [ ] oo ] age[ [ ]

RelationshiptoAppIicant||||||||||||||| |||||||||||

SECTION B: GENERAL QUESTIONS

1 Have you or any insured under this policy ever been refused cover, or were offered cover on special terms or, with a | Yes | No
premium loading or exclusions by an insurer, medical society /fund/scheme?

2 Do you or any insured under this policy suffer from any disease: physical, mental or dental impairment: disability or [ Yes | No
injury: which requires or required medical treatment, tests, therapy?

3 Are you aware of any condition of health as specified above which will need treatment in the next 12 months, or are | Yes | No
any of the lives insured in terms of this policy pregnant?

SECTION C: STANDARD QUESTIONS

1 Has any close blood relative ever been diagnosed with heart disease, high blood pressure, high cholesterol, diabe- | Yes No
tes or any other hereditary disease?

2 Do you or any of your dependents currently receive or expect to receive treatment with any type of medication for | Yes No
longer than 3 months?

3 Are you or any of your dependents currently involved in any third party claim or WCA* claim that may include medi- | Yes No
cal treatment?
Do you or any of the dependents smoke?

Current weight and height: Applicant kg m , Spouse kg m

SECTION D: SPECIFIC HEALTH QUESTIONS

Have you or any insured under this policy ever received treatment or expect to receive treatment for any of the

following illnesses?

1 Blood disorders, e.g. anaemia, bleeding disorders, haemophilia, leukaemia Yes No

2 Cancer, growths or tumors whether benign or malignant Yes No

3 Cardiovascular disorders, e.g. heart conditions, chest pain, coronary artery disease, high blood pressure, varicose | Yes No
veins, poor circulation

4 Ear, nose and throat disorders, e.g. hearing / speech impairment, ear infections, sinus problems, nasal / throat | Yes No
surgery

5 Endocrine disorders, e.g. high cholesterol, diabetes, thyroid abnormalities Yes No

6 Eye related disorders, e.g. glaucoma, blindness, eye surgery, retinitis pigmentosa, cataracts Yes No

7 Gastro-intestinal disorders e.g. recurrent indigestion, ulcers, bowel disorders, gallbladder disorders, liver disorders, | Yes No
etc.

* Workmens Compensation Act




8 Gynaecological and obstetrical disorders, e.g. ectopic pregnancy, caesarean section, fibroids, endometriosis, men- | Yes No
strual irregularities, abnormal pap smear and hysterectomy — the date and reason.

9 Musculo-skeletal disorders, e.g. arthritis, back problems, gout, and osteoporosis, joint, e.g. knee,shoulder etc. Yes No

10 Neurological disorders, e.g. epilepsy, muscular weakness, stroke. Brain or spinal cord disorders, chronic fatigue | Yes No

1" Psychological disorders, e.g. anxiety, depression, stress, panic attacks, alcohol or drug dependency, attention | Yes No
deficit

12 Renal (Kidney) disorders, e.g. blood in the urine, kidney stones, recurrent infections, kidney failure Yes No

13 Respiratory disorders, e.g. asthma, allergic rhinitis, chronic bronchitis, emphysema, tuberculosis Yes No

14 Skin disorders, e.g. eczema, psoriasis, melanoma, skin cancer Yes No

15 State whether you or any of your dependents have received medical advice or treatment for any infectious dis- | Yes No
eases, e.g. gonorrhoea, genital herpes, syphillis, TB, Hepatitis or tested for HIV/AIDS

16 Male Genito-urinary system e.g. testes, prostate, abnormalities of the penis, scrotum, reproductive system. Yes No

17 In the past years, have you or any of your dependents had any x-rays, electrocardiogram or examinations including | Yes No
genetic testing or tumor marketers operations or have you or any dependents ever been hospitalised.

SECTION E:FULL DETAILS

Section | Question Applicant/Dependents | Full details (Including details of disorder, date diagnosed, nature and duration
of treatment and details of consulting doctor)

Should the above space be insufficient, please add an extra page to this application form

DEBIT ORDER DETAILS

Account Name

|
Bank Name | |
||

N | | | ||

N | | | | | Jemnchcode [ | | | [ | | | | ]|
Account No. HEN | | | | | Jeranonname | | | [ | | | [ | ]]
Account Type HEEEEEEEEEEEEEEEE

Debit order date 1st|:| 5th|:| 10th|:| 15th|:| 25th|:|

| hereby instruct and authorise you to draw against my bank account the amount necessary for payment of my monthly premium due in respect of the above mentioned insurance,
without prejudice to the rights of Resolution Underwriters (Pty) Ltd. | further authorise you to increase the amount due in terms of the policy from time to time and authorise my bank
to effect payment.

Signature of Account Holder: Date| | | | | | | | |




DECLARATION BY APPLICANT

1, the undersigned, hereby declare:

. that to the best of my knowledge and belief the information provided in connection with this application whether in my own hand writing or not, is true and | have not withheld any
material fact which are known to me. (NB: A material fact is likely to influence the assessment of this application by underwriters. If you are in any doubt as to whether a fact is
material or not, you should disclose it.)

2. that | understand that any relevant material fact omitted in this proposal form may lead to Underwriters not meeting claims, should the omitted fact have been of such importance that the

risk may not have been accepted in the first instance, in terms of the policy. This may lead to cancellation of this policy or the rejecting of claims, without refund of premiums if applicable.

3. that | understand that this is an accident and health policy with stated benefits in terms of the Short Term Insurance Act 53 of 1998 and not a Medical Scheme product.

4. that | acknowledge that the sharing of claims information and underwriting (including credit information) by Insurers is essential to enable the insurance industry to underwrite policies

and assess risk fairly and reduce the incidence of fraudulent claims, in the public interest and a view to limiting premiums. | hereby waive any rights to privacy in any claims information supplied

by me or on my behalf in respect of any insurance claim made or lodged by me and | consent to such information being disclosed to any other insurance company or its agent. | also waive any
rights of privacy and consent to the disclosure of any information relevant to claims conceming me or any person | represent. | also acknowledge that information provided by me may be verified
against other legitimate sources or databases.

| specifically consent to Resolution Underwriters (Pty) Ltd contacting my current Medical Scheme and/or medical practitioner to verify any medical details as provided in my application

form. | further consent to such information being disclosed to Resolution Underwriters (Pty) Ltd for purposes of verifying the disclosure as provided on my application form.

-

o

Applicant Spouse (If married in community of property)

INTERMEDIARY DETAILS

PP PP PP P[] ] eokeagecoe [ [ [ ]

Intermediary

|
Email Address HEEEEEEEEEEEEEEEEEEEEEEEEEEE
|

Telephone No. (

Consultant AN EEEEEEE

IMPORTANT INFORMATION

. A family means two adults, and three children under the age of 18. Concessions can be made for children whom are financially dependant (21), or full time students (25). A letter
from the insured should be sent to prove that the child is financially dependant, and a letter from a recognised educational institution to prove full time studency.

. Adult dependants (ex. mother, grandfather) would need a separate application.

. Please make sure FULL details are given for questions answered YES. Hence, what, when, how severe, what's current status?

. Application forms could be underwritten and conditions may be excluded for longer than 12 months, or permanently. A concession letter would be sent to the insured to confirm

this.
. This policy can be taken with any medical aid. Family members could be on different medical aids, and still have the same Resolution Underwriters policy.
. The onus lies on the insured to make sure that premiums go off on a monthly basis. Reference on bank statements read: multid for safcam

A RESOLUTION A RESOLUTION
underwriters insurance

Underwritten by Resolution Underwriters (Pty) Ltd (FSB No. 4710) under contract from Resolution Insurance Company Limited.
4



