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MMSL



Application form for Managed Care / Health Insurance                     H
Please complete in block letters and include passport photograph of each beneficiary, return completed application forms to MMSL (HMO).
	COMPANY NAME
	

	PLAN TYPE
	


SECTION A

	APPLICANT’S DETAILS

	SURNAME
	OTHER NAMES
	SEX
	DATE OFBIRTH
	MARITAL STATUS

	
	
	
	
	

	NATIONALITY
	HOME ADDRESS
	TOWN
	STATE

	
	
	
	

	MOBILE PHONE
	OFFICE PHONE
	HOME PHONE
	E-MAIL ADDRESS

	
	
	
	

	OFFICE ADDRESS
	BRANCH/LOCATION

	
	

	HOSPITAL OF CHOICE

	

	BRIEF MEDICAL HISTORY(PRE-EXISTING CONDITIONS) – PREVIOUS SURGERY(IES),DM,HBP,PREGNANCY,ASTHMA ETC

	

	

	DESIGNATED NEXT OF KIN
	

	NAME (SURNAME FIRST)
	CONTACT ADDRESS
	PHONE NUMBERS

	
	
	

	SECTION B

	DETAIL OF SPOUSE

	SURNAME
	OTHER NAMES
	SEX
	DATE OF BIRTH

	
	
	
	

	OFFICE ADDRESS
	TOWN
	STATE

	
	
	

	MOBILE PHONE
	OFFICE PHONE
	E-MAIL ADDRESS

	
	
	

	BRIEF MEDICAL HISTORY(PRE-EXISTING CONDITIONS) – PREVIOUS SURGERY(IES),DM,HBP,PREGNANCY,ASTHMA ETC

	

	

	S/N
	SURNAME
	OTHER NAMES
	SEX
	DATE OF BIRTH
	BLOOD

GROUP 
	GENO

TYPE
	ALLERGIES AND PAST MEDICAL HISTORY

	1


	
	
	
	
	
	
	

	2


	
	
	
	
	
	
	

	3


	
	
	
	
	
	
	

	4


	
	
	
	
	
	
	




    
__________

1. _______________________________________________________SECTION D
Disclaimer:
For individual enrollees, preexisting chroniccondition(s) shall not be covered for the first year of joining the scheme; any such condition(s) that are not disclosed before joining the scheme but detected to have been pre-existing before commencement of the scheme will not be covered. 
Subscribers to the scheme should note that the scheme commences 2 weeks after submission of properly filled form(s) and full payment of premium.

Declaration:
I, _____________________________, have carefully read and understood all the policy conditions and exclusions. I hereby declare that information supplied on this application form is true and complete; it shall be for the basis of contract between the insured person(s) and the HMO.  
Sign_______                             _                     Date _________                      _    
SECTION E
For official use only
______________________

Head of Operations

Approved: (Y)  (N)
                                       

If (N) why__________________________
                 __________________________


 Processed by

HMO











RC.685658





24, Montgomery Road, Yaba, Lagos


Tel: 01-7245295, 7250329, 4771000 


E-mail: 	� HYPERLINK "mailto:mmsl2003@yahoo.co.uk" �mmsl2003@yahoo.co.uk�


Website: www.marinamedicalhmo.com





Principal Beneficiary 





Dependant 3





Dependant 2





Dependant 1





Spouse





Dependant 4





________________________________					__________________________


Signature of principal beneficiary						Date





					








PAGE  
2


