V Administered by
® ® Momentum Medical Scheme Administrators
’ \ PO Box 2338, Durban, 4000

[ ] Tel: 0861 000 300

moto

HEALTH CARE

Fax: 031 580 0525

Taking care of our own

MEMBERSHIP RECORD AMENDMENT FORM 00000

MEMBER DETAILS (This is very important)

Member Number DDDDDDDDDDDDDDDD
Employee Number DDDDDDDDDDDDDDDD
vember sumame ||| [ ][ ][ L L LI L IE I JE L]
Member First Name DDDDDDDDDDDDDDDD

REQUEST FOR: (please tick the relevant box)
[] Change of Address (Section 1)

[] Termination of Dependant(s) (Section 2)

[[] Termination of Principal Member (Section 3)

PLEASE COMPLETE THE RELEVANT SECTIONS ONLY

/Section 1 - Change of Address \

Please advise us of your new address below:

Contact Details
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Physical Address l:, |:| I:l I:l I:l I:l I:l I:l I:l I:l I:I
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/Section 2 - Termination of Dependant(s) \

Please complete the information of the dependant/s that you would like to terminate

L]
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[

Dependant First Name Dependant Surname Gender Date of Birth ID Number Relationship Termination Date

Reason for termination

inati
Self supporting l:, *Death I:l Divorce l:, Marriage I:l Overseas I:l Overage Dependant I:l Transfer to new medical aid I:l
*please supply death certificate
\Termination reason codes /
VI




Section 3 - Termination of Principal Member

Effective Date l:l I:I I:I l:l I:I I:I l:l I:I

Reason for termination

Change of employment
Marriage

Dismissed

Retirement

Transfer to new medical aid

If other please specify

[ ]
[ ]
[ ]
[ ]
[]

Death (please supply death certificate) l:’
Divorced/Separated I:l
Financial reasons l:’
Retrenchment l:’

[]

Left company (no longer employed)

Left Scheme due to DSP

Left Scheme due to Underwriting

Left Scheme due to Product

NN

Left Scheme due to Service

Would you like to continue membership with Moto Health Care? YES D NO D

If YES, please provide address to which the application form must be sent to

\

Declaration

| declare that to the best of my knowledge the information provided is true, correct and complete.

Please Note: HR must sign this Record Amendment Form, unless you are an individual member.

Members signature

Signature of employer representative

COMPANY STAMP

Date

Date




