Malsha

Health Fund
MEMBERSHIP APPLICATION FORM
Employer or Account Holder details INDIVIDUAL D CORPORATE D
Name of Employer/Account Holder li J Member Number r |
Date .
S I A A Occupation | |

Employment Status ~ Employed |:| Self Employed I:' Business Person l:l Unemployed I:l

Membership details

Surname | |FirstNames li |

Title Mr I:' Mrs I:' Miss I:l Ms |:| Dr I:l Prof I:l Otherl J
Gender Malel:l Female D I.D. Type National I.D. I:l Passport I:' Driver's Licencel:l

Lo.Number [ [ I I I L L L [ ][] pateofsieth  [CTo] [ T ] ']

Marital Status ~ Single Married Divorced Widowed Number of Dependants
8

Physical Address | |
Home Phone Number I J Business Phone Number | |
Mobile Number | J Email | |

Indicate which package you wish to join

Starter l:l Starter+|:| Standard I:' Classic"'D Classic D Active I:l Vitality D Zest I:'

Family membership to be included
Surname First Name Date of Birth Gender
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o momber [ LI o [ ]

Surname First Name Date of Birth Gender
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0. omber () JJJCJCJJCICIL]  elstonsts | |

Surname First Name Date of Birth Gender

> | e Y e ]
I.D. Number DDDDDDDDDDDD Relationship r |

Surname First Name Date of Birth Gender
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. omer [ LI reionsio | i

Surname First Name Date of Birth Gender

5. | | T ml e[ ]
I.D. Number DDDDDDDDDDDD Relationship | J

@ www.maishahealthfund.co.zw




Medical History

Have you, your spouse or any of your dependants suffered from any of the following:

Cancer I:' Psychiatric Conditions I:' Hypertension I:' Diabetes I:' Renal Disease I:'
Cardio Vascular Problems |:| Epilepsy |:| Asthma |:| Leprosy |:| Other |:|

If neither of the above please state |

Bank Details

Name of Member Membership Number

Account Name

Bank

|
|
Account Number |
|
|

Branch Branch Code

I:' | hereby certify that the information given above is correct and true in all respects and agree to the Terms &
Conditions in the policy document.

Date| || || || || || || || | Member's Signature

@ www.maishahealthfund.co.zw



