o
Malsha

Health Fund

Service Provider

Employer/
Account Holder Date | | | o] [ ] ] ]

Member’s Details

Surname | | First Names |

Gender I:I Male I:I Female Date of Birth | || || || || || || || |
Medical Aid Package Starter l:’ Starter™ I:I Standard I:I Classic l:’ Classic* I:I Active l:’
Vitality I:I Zest I:'

Member Number | |

Physical Address |

|
|
Home Phone Number | | Work Phone Number | |
|

Mobile Number | | Email Address |

Patient's Details

Surname | | First Names | |

Gender I:IMale I:IFemale DateofBifth| " || || || || || " |

Relationship to Member | |

Member Number | Patient's Suffix I:“:I

Medical Claim Details

EXPENSE TYPE DAY MTH YR MEMBER'S SIGNATURE QUANTITY AMOUNT

Ol | N|olun|bdD|lw|N|=

—_
o

TOTAL CLAIM

Expense Type: e.g. Prescription Drugs, X-ray Service

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

NB: Please attach receipts from the Service Provider for any cash refund claims.

FOR OFFICIAL USE ONLY
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@ www.maishahealthfund.co.zw




Malsha

Health Fund

Bank Details

Steward Health Fund

BANK DETAILS

BaMIK Lottt eeea s eeeieeeeaae e ea s e e e ea e eae et ettt et ettt aeea e

Contact Person:.....ccceivveeeeeeee e e e e e

SIZNALUTE .ttt s et s s ea et et £ e 44 e £t 4 e saehea e et et e ettt h et et e et e et e et et e e ee e e e et e e

CONEACE NUMID T ...ttt ettt e+ e+ aeteseatesesean s aa e s e e s e e e e e e s e e e e e ae e e s e e e s e e e e e e e s e e e e s eeene s enen s s

Tel: 0242701935-8

@ www.maishahealthfund.co.zw



