ENROLMENT FORM
SANITAS _..mb..._.: 1..»2

BASIC [0 cLASsIC X | COMPLETE [ e ;

PERSONAL DETAILS OF THE vor_nf._o_.omx (INI/SPAIN)

BUPA

International

Offiea

Inspecior Code
hgent Code
Comgany Code

ot 110 | s |

Nome |__| | First surname |

L1 Month 11 Year || |1 Address | ] Block |

| ID/Passport |

|| Stirway L_J Aparment L_i_J Door L_L |

: ! Sex: m/f |__1 D.O.B.: Day |

L 1 1 (Telephone 111 1 1 1 1 1 | 1|

Town/City |

Company |

L J Telephone |1 1 1 1 1 1 1 1|

i Start date of the policy: rl_..L _|_.|1_1L|_ Policy No.
f : Year B
Uo you require the supplement SANITAS DENTAL? Yes O No [ Are you now or rg_,m you ever been a member of Sanitas or BUPAZ Yes 01 No O Previous Policy No. an :
epartmen

mmno_ documentation and cards fo: Policy address ? |

DECLARATION TO BE COMPLETED BY ALL INSURED PARTIES

Pleateigdicate in which European Couniry [usually h niryl,
as well as Spwig, you wish to have cover:
O UK
O Germany
O France
O Other. B specify:
ly.

. st Insured 2nd Insured 3rd Insured 4th Insured 5th Insured
1. Have you ever undergone any surgery? YesO NoO  YesO NoO  YesO NeO  YesO NoO  YesO NoO
| | 2. Are you scheduled to undergo any surgery? YesO NoO  YesO NoO YesO NoO YesO NoO YesOd NoOl
| 3. Have you been admitied o a hospital or a similar insfitution for observation or treaiment?  Yes/NoD ~ YesD Nod  YesO NoO  Yesd NoO  YesO NoO
4. Have you sought medical advice or been freated in the past year for any short-lived = . . i .
symptom, illness or complaint? ~ YesO NoO  YesO NoOl  YesO NoO  YesO NoO . YesO NoO
5. To the best of your knowledge and belief, are ....o_._ currently suffering from a passing .
or chronic illness or complaint? YesO NoO  YesOO NoO  YesO NoO  YesO No  YesO NoO
&. Are any of the applicanfs pregnont? YesD NoO  YesOO No[l  YesO NoO  YesO NoO  YesO NoO
If you have answerad “Yes” to any of the above nc»&_gm plense nosv_u_u the Sanitas g providing F_._rw. inf , giving details of each of the circumstances concerning your health indicated above. !

| Dear Sirs, | should like to request that, with the charge debited to my account, you honour uniil further notice the orders for payment submitted by Sanitas, S.A. de Seguros in my name.:

BANK Umqb.__.m OF THE vO_._n<_._0_.n.mz FOR DIRECT DEBIT (IN SPAIN)

Gion fo be completed by Health Plan Complete mem|

| nahuse, the insured p

the iesance. Ukwide, and | o data o o iuﬁl;ﬁn—‘ﬂi{%i{?gi.gmuaa?-g_%

Exlc!..ﬁ_ -_-!i!__

syl SAMITAS sesaevus the right Jo ocoept ar rejed, _s.._.&uzi_n-__
iy bt ineludad in fles hetd by Sanilas, for the purposs

iﬁif;[ggsw‘zﬁsﬁ%;i:nail aties
bormatice. Tha rights of apposiion, occess, recilicotian and concellofon of fhis deto, as
e parscncl dulols in the oloresantaned Raw. If the Policjholder’s witten

plcal _o._h

_2&!93

Pl hich s doling in finencial, irsurance, peblic medical ond/er healiboon or walbeing prodicts nd servioes, for fhe remisal

]

T ha ok
e above i8

4 caiblics

if dota o cther companies under the oforemenioned lerms.

e i ths periad e 30 deys b the dote of this foem, it wil be undeestond that the Pelicyhakiar & i

_mnnroﬁmas:mmma:_:____#_________wag,________.___:%n.i_.__;___ﬂ__HL_uaw_Smo______vasSm____.______h
Banking Codel_L_1_1 1 No.Agency/Branchl_L_L 1 1 CDL_1 | Account No.L_L 1 1 1 1 1 1 1 1 | Frequencyofpayment: Annual O Half-year O Quorterly O Monthly O
The undersgned declorus thot oll d d ing the siote of heath of ench ond eery chaded i s document the chove, SAMITAS, 5 A. DE SEGLROS (fram haresn SANITAS) esarves the righ ot oo macical prosl ond B dingh
o icke them o Sanios, any inkarmafizn ?&gz?s.s;s._!ras;-tig deeened e 1 & ol the risks bo b d ?.ruig&aa_&iaﬁiész?tni&ar_stari E._._!:_.:_..a!_!:.‘ss.i Date.....

sz_aaa. i.._z._a&_._....& _._._a._.._..s_..?:_s_._.ﬁie el roee fied parten with whom calloborafion pgresments ore reeched, aushirising v o daal with fhis dato in order o send

.I..V-.lnl.ns.;- _.t&o?a___lsaﬁla Diegarimont of ni.un!Eei Entgum »ﬂ!w Madrid. ._._s ?nnw%n respersble for eomeuricating o fhe aher perscra declored in fhe policy, the indlusien of

in this appliootion

nce of commercol

Signoture of the Agent/Company

Signofure of Policyholder




