Imperial
© Motus

TRANSFER OF MEMBERSHIP FOLLOWING DEATH
Med

PLEASE COMPLETE IN BLOCK LETTERS.

It is imperative that all sections of this form be completed in full. Failing to do so will cause a delay in the processing of the request, as the incomplete form
will be returned to the applicant.

Once the form has been completed, it should be returned to membership@imperialmotusmed.co.za. You may also fax it to 0860 111 788 or post it to
PO Box 2287, Bellville 7535.

If you require assistance in completing this form, please call 0860 467 374.

1. TRANSFER OF PRINCIPAL MEMBERSHIP FOLLOWING DEATH

Please attach a copy of the death certificate.

E

Member number | | | | | | | | | | | | Title

sumameofdecessed | | | | | [ [ [ | | [ [ [[[ [ [ [ [ ][] TP [[[]]]
Firstname(s)ofdeceased||||||||||||||||||||||| Initialsl:ljzl:l

2. PERSONAL DETAILS OF NEW PRINCIPAL MEMBER

Please attach a copy of your ID.

Identity/Passport number

Telephone numbers Work Home |

Postal address

HEEEEEEN
HEEEEEEN
HEEEEEE
HEEEEEE ||
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L
L
|
Email address | |
[ |
[ |
L]

Name of account holder | | | |

Account number

Name of bank

[ [ ]

[ [ ]

| | |
Eight-digit branch code | | | |

Account type D Current D Savings D Transmission D Cheque

Branch name | | | |
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4. DETAILS OF THE EXECUTOR

| L[] ] HEN
HEEE [ ] s [ [ [ [ ]
| L[] ] wen elinomber || | | [ |
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[ [ [ ][] HEN
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Surname of executor |

First name(s) of executor |

Telephone numbers

HEEEEE Code

|
Postal address |
|
|

E

5. CONTINUATION OF MEMBERSHIP

Please attach proof of income of the new principal member.

I wish to continue my membership of Imperial Motus Med D Yes l:’ No

Pensionable income of new principal member | R |

6. OPTION SELECTION

Please indicate which plan you prefer by ticking one of the boxes below - you may only choose one.

D Imperial Motus Med Health Plan |:| Imperial Motus Med Budget Plan

7. CHOICE OF NETWORK GENERAL PRACTITIONER (ONLY APPLICABLE IF YOU CHOOSE THE BUDGET PLAN)

If you chose to be on the Imperial Motus Med Budget Plan, please provide the details of one or two general practitioners you would like to make
use of:

General practitioner 1

General practitioner’s name and surname

Practice number

Address

Telephone number

Email address

General practitioner 2

General practitioner’s name and surname

Practice number

Address

Telephone number

Email address




memeer Nuveir [N EEEE

I hereby make application to be registered as a principal member on the Imperial and Motus Medical Aid and agree that | will be bound by the rules of the
Scheme, as amended from time to time.

Imperial Motus Med is hereby authorised to debit my banking account with the monthly contributions paid to the Imperial and Motus Medical Aid. Imperial
Motus Med is authorised to continue thereafter to deduct each month such subscriptions and any other amounts as are due until the end of the month in
which the Imperial and Motus Medical Aid is notified of my resignation.

I agree that should any sum due to the Scheme not be timeously paid by me for any reason, | shall be liable for all costs incurred by the Scheme in the
recovery of such sums, including tracing charges and all fees due by the Scheme to its attorneys, including commission.

IMPORTANT: Should the application form be incomplete or if the required documents are not attached, registration will be delayed as the form will
be returned for correction.

Name o newprincpalmember | [ | [ | [ [ [ [ [ [ [ [ [T [T [T T[T []T[T]]

Signature of new principal member Date
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