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OPTION CHANGE FORM

Membership Number ] \

Section A: Applicant Details

Title Initials Full Names

Surname

Postal Address

Telephone

NUITI5Er H Code W Code

Cellphone
Number Fax Number

Email Address

ID / Passport

i Al
Date of Birth D D M M Y Y Y Y ge Number

Gender M F

Marital Status Single Married Divorced Widowed

Section B: Benefit Option

Please note: Your benefit plan already includes emergency evacuation/ambulatory services and travel insurance. Please mark your option(s)
with ¥ in the appropriate box.

All Hospital Plans include Chronic Medication, Oncology, Specialised Radiology and Doctors on Call

In Hospital

Options Baobab Acacia Kiaat

Optional Day-to-

Day Options Super Standard

Comprehensive Camelthorn Maroela Hoodia Moringa

Options Comprehensive Plan Comprehensive Plan Comprehensive Plan Comprehensive Plan
Aloe

Day-To-Day Plan

Date Cover Commences | D D M M Y Y Y Y

Section C: 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 Claims Refund

Bank Name

Branch Name

Name of Account Holder

Bank Account Number

Branch Code

Type of Account Transmission Savings Transmission Savings

Total Monthly Contribution




| 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 D: Declaration and Acknowledgment

Signed at

Signature of main member
Company Stamp




