Application Form

< medicash

o posithe apprpoch to heolkh

Please complete this form and post to: Medicash, One Derby Square, Liverpool L2 1AB or email to: TechnicalAdmin@medicash.org

Choose your level

Premiums include Insurance Premium T

Price per month | Co. Paid
Price per month . £7.30

Solo Plan
Dual Plan

Level 4

M £31.58
W £67.12

Level 3
M £18.37
M £40.68

Personal information Piease tick one box only. Please enol ma in the Medicash plan |:| Piease alter my leved of cover |:|

me[ | ms[ ] miss[ | ms[ ] other[ ]
Surname

Forsnarmes

Ciate of Birth

Telephone Mumber

F'nliqr & claims communication PTE'EI‘EI'I.CES By providing your email address you agrae to receiving ail policy and claims related communications by emasl.

Emad Address
Your partner's details & dependent children

Policy Mumber (if Knawn)

Address

Paostcods

If you wish your partrer anc/or children to be covered, vou must reglster thelr details below, Chiddren must be dependent, In full time education and under the maximum age
a8 shown on your benefit table, On dual plans, your partner must reside permanantty with yoa and also be under the age of B8 at the time of joining,

Partner: Forenames Surname (i ditferent)
Surname [If different}

Surname (if different)

Child 1: Forenames
Child 22 Forenames
Child 3: Forenames Surname {if differant]

Child 4: Foranames Surname {if different}

Diate of Birth
Crate of Birth
Deate of Birth
Date of Birth
Date of Birth

I agree that: No advice has been offered to me by Medicash when selecting my level of cover and | accept that additional information is available to me on request. | agree to making an application
based on the information | have. The information | have provided is true and complete and | have the explicit consent to provide the information for anyone over the age of 16 being included on my

policy as detailed above. | will abide by the terms and conditions in force throughout my policy and pay at the level and frequency indicated or such other amounts as may subsequently apply. The

upgraded element of my plan will be automatically renewed on a monthly basis. | understand that in order to process my application and administer this policy Medicash must process my

personal data as supplied here, or any other such information supplied in the future, and that they will do so in line with their Privacy Policy as can be found at

www.medicash.org/privacypolicy

Signature

Date

Debit Mandate q

it Eank or Build

DIRECT

Plrect DIRECT

Account details Service Usar Mo, 724706

Mameis] of Account Holder|s)

Bank/Building Sociaty Account Numbsar

Branch Sort Code

We will automatically pay claims by direct credit to the account
detailed above, unless you submit altemative details on the right
[tanan ad bukdng e =y el mosepl D

Blame ard Jull po

For office use only
Company GR-MED-16254

|ESH Construction 2022

5 MO M

Have your claims paid back quicker...

Register for Difect Crads ard get your ciaime gaid disctly into ol benk account

I you wesh for your paymants 1o be pakd directly nlo the bank, pleass enter
your bank details below, if you have already provided these detaits then there
|2 na need ta fill them in again unizes your details have changsd.

Account Holders Mame:

Account Number DDDDDDDD
stcose [ ] [ L[]

How information about you will be used

hedicash and our servica partners will uss the information supplied here to provide
tha banefits of this plan, process claims and prevent and detect fraud. This information
ey be shared with othar insurance providers, police and enforcement agencies in the
caza of frawd, We will always process your persanal data in line with cur Privacy Policy
which can be found at www.medicash.org/privacypolicy

Ta: The Manager

Bank/Building Socisty

Please keep me informed about Medicash's products and offers via:

Email [ sms [

Plaass DO NOT send me infarmation by Post [

We may coccasionally like to share your information with other similar onganisations
50 that they can send you information about thair preducts and services by post.

S If you agree ta your informaticn belng shared in this way, please tick this bex [

Medicash = authonssad by the Prudential Regulation Authority and regulated
by the Financial Conduct Authanty and the Prudential Begulaticn Authority.

d)mneqr The Direct Debit Guarantee
Debit

) AT S Y TN RLNEER = |f @n armor ks mede n the paymant of your Direct Debit by Madicash Health Banafite Lid ar

yiour benk oo bulding society you are entitied to 8 tull and iImmediate rafund of the amaournt
paid from your bank or busiding sochaty.
- Ityou recaive a rafund you ere not antitiad 10, you miest pay tback when Medcash Haalih
Banefite Ltd agks you to.
= You can cancsl a Direcl Debit a1 ary time by simply contacting your Bank or building socisty.
Witten confirrmation rmay be reguired. Pleases slko nofify us,

This Guaraniea s offared by all barks and buliding socabas: that acoept instructions to

pary Direct Debits
If thara are any changes to the amount, data or frequancy of your Diract Dabit, Madicash
Health Banafits Lid will notidy you § working days in advance of your account being debied
or a5 othersise agraed, i you request Medicesh Health Benefits Ltd to collect a paymant,
confirmation of the ermount and dete will be given to wou at the time of the reguest.

ODEINMELSEOIN



