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PERSONAL PARTICULARS

Underwritten by Constantia Insurance Co. Ltd

APPLICANT

SURNAME DATE OF BIRTH

FIRST NAMES ID NO
DEPENDANTS (IF ADDITIONAL SPACE IS REQIURED GIVE DETAILS ON SEPARATE SHEET)
NAME (AND SURNAME IF DIFFERENT)

1
2

3
CONTACT DETAILS
POSTAL ADDRESS PHYSICAL ADDRESS(IF OTHER)

CODE CODE
TELEPHONE NUMBERS:
HOME - WORK -
EMPLOYER NAME DIVISON/DEPARTMENT NAME
EMPLOYEE NUMBER OCCUPATION
DATE EMPLOYED DATE THIS CONTRACT IS TO START;

MEDICAL SCHEME INFORMATION

MEDICAL AID NAME
OPTION MEMBERSHIP NUMEBR
PENSION FUND NAME PENSION NUMBER]
PENSION DATE DATE THIS CONTRACT IS TO START
NAME OF ACCOUNT BANK/BUILDING
HOLDER SOCIETY

BRANCH NAME BRANCH CODE
ACCOUNT NUMBER ACCOUNT TYPE CURRENT |_|TRANSMISSION |_|SAVINGS |_

N.B. UNFOTUNATELY FIRST NATIONAL BANK DOES NOT PROVIDE THE FACILITY FOR DEBIT ORDER DEDUCTION ON THEIR SAVINGS ACCOUNTS.

MEMBERS DECLARATION

| declare that | have not withheld any information and | accept that this application and declaration shall be the basis of the contract if insurance
between myself and Constantia Insurance Limited which will become effective n the first day of the month for which premiums are paid. |
confirm that | am currently a full-time member/pensioner and irrevocably authorise the Administartors of the Gap Cover to collect from my bank
account the monthly premium as quoted. | further understand that this premium will be adjusted annually on 1 January and in the case of the
benefit restructuring necessitated by changing legislation, with one calendar month's notice, subject to my right of cancellation of cover.

Signature of Applicant Date



