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APPLICATION FOR MEMBERSHIP 

P.O. Box 1672  7 Lutman Street 
Port Elizabeth    Port Elizabeth 
6000    6001 

0860 08 08 88 
suremed@providence.co.za 

 

Section 1  ABOUT YOURSELF (Main Applicant) 

 
 
 
 
 
 
 
 

ADMINISTERED BY PROVIDENCE 

 
Title:                           Initials:            Surname: 

 

First Names: (as per ID document) 

Date of Birth: Y  Y   Y  Y  M  M D  D 

Identity Number / Passport Number: Country of issue: RSA     PASSPORT   OTHER 

ID type: 
 
Postal Address: Physical Address: 
 
 
 
 
 
 
 

Telephone Number (Work): 
 
 
Telephone Number (Home): 

 
 
 
 
 
 

Please select one option by placing an “X” in 
the appropriate box 

 
Marital Status 

Single  Married  Widowed 
 

Monthly household income: 

 
 
 
 
 
 
 
 
 
 

Gender  M  F 
 

Divorced 

Cellular Number:  (Proof of both) 
 
 
E-mail: 
 

Name of Employer: 

Please indicate preferred method of communication -  
Start date of Employment: 

E-mail:  SMS:  Post: 

Occupation / Designation: 
 
Clock / Payroll Number: 

 

SECTION 2    YOUR DEPENDANT’S DETAILS 

A. SOUSE DETAILS 

Title:  Initials:  Surname: 

Member’s 
income: 

Spouse’s 
income: 

 
 
 

Y  Y  Y  Y  M  M  D  D 
 
 

 
 
First Names: (as per ID document) 

Date of Birth: Y Y Y Y M M D D 
 
Marital Status: Single Married Widowed Divorced Gender: M F 
 
Identity Number / Passport Number: Country of issue: RSA     PASSPORT   OTHER 

ID type: 

Postal Address: Physical Address: 
 
 
 
 
 
 
Telephone Number (Work): Cellular Number: 
 
 
Telephone Number (Home): E-mail: 



 

SECTION 2  •  YOUR DEPENDANT’S DETAILS  (Continued) 
 
A. DEPENDANT’S DETAILS 

NOTE: Acceptance of dependants will be decided in accordance with the Scheme Rules. 
 
D1  Name: 
 

Surname: 
Identity Number /  
Passport Number: 

D2  Name: 
 

Surname: 
Identity Number /  
Passport Number: 

D3  Name: 
 

Surname: 
Identity Number /  
Passport Number: 

D4  Name: 
 

Surname: 
Identity Number /  
Passport Number: 

D5  Name: 
 

Surname: 
Identity Number /  
Passport Number: 

D6  Name: 
 
Surname: 
Identity Number /  
Passport Number: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
Date of Birth: Y  Y  Y  Y  M  M  D  D 

 
Gender:  Female  Male 

 
Relationship: 

 
SECTION 3  •  PREVIOUS MEDICAL SCHEMES OF PRINCIPAL MEMBER / SPOUSE / DEPENDANTS  

 
Please provide full details of previous membership of registered Medical schemes (starting with most recent) and provide proof by attaching your 
Certificates of Membership. (Your previous scheme membership card will not be accepted) 
PRINCIPAL MEMBER 
Scheme Name: 

Date from: 

Membership Number: 
Y  Y  Y  Y  M  M  D  D Certificate Attached: 

COMPULSORY 

Years/Months on 

Yes  No 

Date to: 

Scheme Name: 

Y  Y  Y  Y  M  M  D  D Medical Aid: Y  Y  M  M 

Date from: 

Membership Number: 
Y  Y  Y  Y  M  M  D  D Certificate Attached: 

COMPULSORY 

Years/Months on 

Yes  No 

Date to: Y  Y  Y  Y  M  M  D  D 

SPOUSE’S / DEPENDANT’S INFORMATION (If different from principal member) 
Scheme Name: 

Medical Aid: Y  Y M M 

Date from:  Y  Y  Y  Y  M  M  D  D 
Membership Number: 

Certificate Attached: 
COMPULSORY 

Years/Months on 

Yes  No 

Date to:  Y  Y  Y  Y  M  M  D  D 

Scheme Name: 

Medical Aid:     Y  Y M  M  
 
 

Certificate Attached: 
Date from:  Y  Y  Y  Y  M  M  D  D 

Membership Number: 
Date to:  Y  Y  Y  Y  M  M  D  D 

 

Have you, your spouse or any other dependant’s ever been refused cover or offered cover on special terms 
by a life assurance company or medical scheme?: 
 

If yes, please give details of the reason: 

COMPULSORY 

Years/Months on  
 Medical Aid: 

 

Yes  No 

Yes  No 

Y  Y M M 



 



 



 
 



 



 


