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PA MILLIONAIRE PLAN (SHORT TERM) 
    
 

APPLICATION FORM 
BROKER NAME : INCEPTION DATE REQUIRED: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PLAN SUM INSURED MONTHLY PREMIUM 
 PLAN A R 1000 000.00 R220.00 
 PLAN B R 750 000 .00 R165.00              Note: Monthly debit order 
 PLAN C R 500 000 .00 R 110.00             premiums exclude a R10.00 
 PLAN D R 250 000 .00 R 55.00               debit order fee. 

 
NOMINATION OF BENEFICIARY 
I would like the benefits arising hereunder, in the event of my death, to be paid to the following person(s): 

FULL NAME DATE OF BIRTH RELATIONSHIP % OF BENEFIT 
    
    

    
I may alter or revoke this nomination at anytime by the completion of a new form, such revised nomination taking effect only on its receipt 
by the company. 

 
PAYMENT METHOD   

 
Please debit my bank account : 

 
Cheque                  Savings                Transmission  

 
Name of Account Holder: 

 
Name Of Bank : 

 
Branch:                                               Branch code: 

 
Account no: 

             

I authorise Health & Accident Underwriting Managers (Pty) Ltd (or its appointed agents) to debit our account the monthly payment and 
administration fees required in terms of the cover chosen. We understand this will apply for each month or until cancelled by us in writing. 
 
Account holder’s signature…………….………………………..               Date ……………………………………….. 
If you have a cheque account please enclose a copy of a cancelled cheque. 

 
DECLARATION 

 
PLEASE READ CAREFULLY. FAILURE TO DISCLOSE MATERIAL INFORMATION CAN RESULT IN IMMEDIATE CANCELLATION 

OF YOUR POLICY 
 

1. Failure to disclose material information or the provision of 
incorrect information can result in immediate cancellation of my 
Policy. 

5. I hereby apply for the insurance cover and agree that any 
benefits due will be payable provided all relevant 
premiums are paid to date. 

2.  I declare that any false statement in the above application or 
the non-disclosure of any material information will render the 
Policy and the cover afforded thereby null and void. 

6. I accept benefits will be payable directly into my authorised 
bank account. 
 

 
 
 

PERSONAL DETAILS 
Surname:                                                                                              Title:                                                           Male  Female     

First Names: 
Postal Address: 
 Postal Code: 
Residential Address: 

                  Postal Code: 
Telephone Number (home):                                                                  Telephone Number (work): 
Cellular Number:                                                                                    Fax Number or e-mail: 
Occupation:                                                                                              Married                 Divorced    Single                Widowed      
Date of Birth:             Citizenship I Nationality: 

Identity Number: Signature: 

HEALTH AND ACCIDENT GROUP 
FSP376 

 
Administered by Health & Accident Underwriting Managers (Pty) Ltd 

Tel. (011) 234 7333 Fax (011) 234 7351 
www.healthacc.co.za 
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3. I hereby authorise any Hospital, Physician or any other person 
who has attended or examined me or any other Insured’s 
covered by the Policy to furnish to Health & Accident 
Underwriting Managers (Pty) Ltd or their authorised 
representative all information with respect to any illness, injury 
or medical history, consultation, prescription or treatment and 
or medical copies of all hospital or medical history, 
consultation, prescription, or treatment and copies of all 
hospital or medical records. 

7.  I authorise Health & Accident Underwriting Managers 
(Pty) Ltd to pay the benefits according to my authorised 
beneficiaries. 

8. Note: This policy includes consent to the disclosure 
of private underwriting and claims information per the 
applicable policy terms and conditions. 
 

4. I hereby acknowledge that any benefits paid out on my / 
Insured’s Behalf, not covered by the terms and conditions of 
the policy cover, will be refunded to the Health & Accident 
Underwriting Managers (Pty) Ltd. 

  

 
Signature of Applicant…………….………………………..               Date ……………………………………….. 
 

 
 


