APPLICATION FOR MEDICAL INSURANCE

Applicant full name

SIS o)

Expected date of entry

@ siall Joaall g )b

P.0.BOX

Bl (3 g2ua

City where you live in Canada

1S3 Ly (S o)l Apaall and

Zip code @2, el
Email address s A )
Your mobile # Jisall a8,
Your passport # BIFNY
Date & place of birth Sl S 5zl
Gender bl - S Ll
Are you currently admitted to hospital or receiving foolshll #3le (Al o Llla il & 635 Alls s Ja
emergency medical treatment? ~ ----- Yes ------ NO o e Y eeeee prd
Have you been in an accident that caused permanent fdile) ol dlay clilial I (5ol Gl cua a3 o
injury of disability? - Yes ------ No|l - P axd

Do you have any congenital disorders? | —-emee- I —— axd $osl gl Camazm Vs el Ja

Are you pregnant
If yes how many months

-------- pxi: Jdeaaagpda
Jaall el 330 oS axi il sall S 13

*Fees for insurance will vary according to health,age, type & visa validity & duration of stay in SA

Note that there is no cancelation or refund once the documents are received and processed by our office. This office is not responsible
for any loss, damage, negligence or delays in issuance of visas due to circumstances and causes beyond its control
due to an act of any other party. The applicant must acknowledge that the decision to have the visa granted or
denied is to the discretion and decision of the embassy applying for. If visa is denied our office will not endure

expenses or refunds,

responsibility, liability for rejection, loss or damage. Applicant acknowledges the

responsibility for the information provided & accepts all fees required.
The information you provide is only shared with the authority you are appointing and will be kept confidential.

The form will only be accepted if it is fully completed , dated and signed

DATE: SIGNATURE:




