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AMENDMENT FORM

Membership Number ] \

Section A: Applicant Details

Title Initials Full Names

Surname

Postal Address

Telephone

- H Code W Code
Cellphone

Number Fax Number

Email Address

Date of Birth DD | M | M| Y | Y] Y]| Y |Age ID / Passport
Number

Gender M F

Marital Status Single Married Divorced Widowed

Employer Name Will Employer Pay Monthly Contributions? Y N

Eligible Start

EmploymentDate | D | D | M | M | Y | Y Y Y el s er

D D M M Y Y Y Y

Employer Address

Employer

Telephone Number A Code

Cellphone
Number Fax Number

Signature of
Company Official

Section C: Family Members to be Covered

Please note: Only legal beneficiaries may be registered. Documentary proof is required, for example birth certificate, marriage certificate, death
certificate. For children above 18, proof of full-time study must be included.

Full Names and Surname Gender Date of Birth Benefit Date
(M/F)

Spouse/

Partner DIDIMIM[Y|Y]|Y|Y|D|D|[MIM]Y |Y |Y|Y
Child 1 DIDIMIM[Y|Y]Y|Y|D|D|M|M|Y|Y|Y|Y
Child 2 DIDIMIM[I[Y|Y]Y|Y|D|D|MIM|Y|Y|Y|Y
Child 3 DIDIMIM[Y|Y]Y|Y|D|D|MIM|Y|Y|Y|Y
Child 4 DIDIM{M[Y|Y]|Y|Y|D|D|MIM|Y|Y|Y|Y
Child 5 DIDIMIM[Y|Y]Y|Y|D|D|MIM|Y|Y|Y Y




Section D: Bank Details

Please note: Your banking details are required for reimbursements on claims and/or debit order deductions. You must attach a copy of the
identification document of the account holder.

Use this account for Monthly Contribution deduction and any Claim Refunds Use this account for Monthly Contributions only

Bank Name

Branch Name

Name of Account Holder

Bank Account Number

Branch Code

Type of Account Transmission ‘ ‘ Savings |

Total Monthly Contribution

Use this account for Claim Refunds Only

Bank Name

Branch Name

Name of Account Holder

Bank Account Number

Branch Code

Type of Account Transmission‘ ‘ Savings | ‘

I hereby instruct the administrator to electronically collect monthly contributions and to deposit claim refunds via electronic banking facilities to the above stated
banking account(s). | understand and accept that no transfers can be undertaken from credit card accounts and that no post office savings accounts are allowed.
| further authorise Heritage Health to increase the monthly contribution due in terms of the conditions of the Fund. | also authorise the administrator to correct any
incorrect transactions and/or adjust any electronic transfers.

| agree that | am not entitled to recover any amount drawn from my account by means of this debit order. This authorisation is to remain in force until cancelled by
me by giving 30 days’ written notice to Heritage Health. If my debit order is declined as a result of insufficient funds and | fail to pay the outstanding amount by the
seventh day of the month, | accept that my benefits will be suspended. Three consecutive non-payments will result in automatic termination of my membership of
the Fund.

Section E: Health History

To be completed by all applicants. Please place a tick in the relevant box. Detail on next page.

Have you or any named dependant ever suffered from or been treated for any of the following or related conditions?

1. High cholesterol, stroke, high blood pressure, heart murmur, angina/chest pain, heart attack, coronary artery disease, shortness of
breath, congenital heart disorder or any blood disorder?

2. Nephritis, kidney stone, congenital kidney disorders, blood in urine, kidney or bladder infections, removal of kidney stones or any
other urinary or related kidney disorder or treatment?

3. Difficulty in breathing, persistent cough, tuberculosis (TB), asthma, bronchitis, croup, emphysema, pneumonia, cystic fibrosis, or
any other respiratory related disorder?

4. Conditions of the joints or spine, including rheumatism, arthritis, neck or back disorders, or any other bone or skeletal disorders or
any physical disability?

5. Diabetes, thyroid problems, Cushing’s syndrome, Addison’s disease, pituitary gland disorder, high sugar in the blood or urine or
any other glandular disorders?

6. Any lumps or growths, benign or malignant, types of cancers, including Hodgkin's disease or leukaemia, skin cancer, etc.?

7. Epilepsy, migraine, stroke or any other neurological disorder for which treatment was/is received?

8. Ulcers, hiatus hernia, gall bladder or liver disorders or any other digestive system disorder?

9. Any gynaecological conditions/symptoms including infertility/miscarriages, ovarian cysts, breast biopsies, prostate infections,
prostate enlargement or any other reproductive problems?

10. Advice, counselling, treatment/therapy for alcoholism, drug dependency, mental or emotional disorders, stress/depression,
attention deficit disorder or any other psychological conditions?

11. Medical advice, counselling or treatment for HIV/AIDS or any other sexually transmitted disease?

12. Orthodontic treatment, dental surgery, wisdom teeth removal/surgery, cysts or any other dental conditions?

13. Do you have a family history (first and second order relatives) of any genetic illnesses such as cancer, blood disorders, water
immune disorders or any other?

14. Are you or any of your dependants pregnant? If so, what is the expected date of delivery?

15. Impairment of the eyes, cataracts, glaucoma, retinitis pigmentosa or any other eyesight problems?

16. Haemorrhoids or varicose veins?




Do you or any of your dependants do any dangerous sports?

Signed at on this

Signature of main member

Company Stamp




