	IHSA
	THE INTERNATIONAL HEALTH SERVICES ASSOCIATION

JEFFERSON HEALTH CARE PLAN APPLICATION FORM

POLICY N° A.2156.1000.2000
	
	


	APPLICANT       Mr.     Mrs.     Miss     Ms.    Other :

1.
Family Name : 

2.
First Name : _________________________

3.
Date of Birth : 

4.
Nationality :
A :_______________________

5.
Place of Birth : 




B :_______________________

6.
Social Security Number (if any):


Country A : 

Number A : _______________________________


Country B : 

Number B : _______________________________

7.
Are you eligible from any Social Security or government plan or do you have any other medical insurance in force today ?   No    Yes - if Yes, please describe :

8. Profession (Please give full description): 

9.
Family Status : 
Married 
   Divorced   Single   Other :

10. Vital Facts :  Sex :  Male    Female  -  Height : ________ (cms/feet)  -  Weight :______ (kgs/lbs)


Choose the plan most suited to your needs :

HEALTH CARE BENEFIT MODULES

american hospital of paris Cover (formula a)

MEDICAL COVER (FORMULA b)

DENTAL COVER (option)*

*Not available as stand-alone benefit module. Can only be purchased if “MEDICAL COVER” is purchased.

TYPE OF COVER

First Dollar - For residents of France without French Social Security as well as residents

of other European countries (see premium schedule I).

Supplementary Cover - For residents of France with French Social Security

(see premium schedule II).

DEDUCTIBLE OPTIONS - Only for individuals aged 65 and over

NO DEDUCTIBLE (Option A)

annual deductible (Option B) - 
305 € annual deductible for individuals aged 65 to 69 




610 € annual deductible for individuals aged 70 and over (Option B)

	PRINCIPAL RESIDENCE

1.
Mailing Address :






Country : 



Postal Code : 


2.
Telephone (include country code):


Home : 



Office / Mobile : 


3.
Fax : 


4.
E-mail : 


5. How many months per year do you spend

   at this address : 

	OTHER RESIDENCE (if applicable)

1.
Mailing Address : 



Country : 



Postal Code : 


2.
Telephone (include country code):


Home : 



Office / Mobile : 


3.
Fax : 


4.
E-mail : 


5.
How many months per year do you spend

   at this address : 



	SPOUSE AND/OR DEPENDENT CHILDREN TO BE INSURED  

(You can include your spouse and any dependent children under age 19, or under age 25 if unmarried and a full-time student)

SPOUSE

1.
Family Name : 

2. First Name : ___________________________

3.
Date of Birth : 

4. Nationality A : __________________________

5.
Place of Birth : 

    Nationality B : __________________________

6.
Social Security Number (if any):


Country A : 

Number A :
_____________________________


Country B : 

Number B :
_____________________________

7.
Is your spouse eligible for benefits from any Social Security or government plan or employer plan or does she/he have any other medical insurance in force today ?                                              No     Yes -   If yes, please describe : 

8.
Occupation (Please give full description) :

9.
Vital Facts : Sex :  Male   Female – Height:__________ (cms./feet) - Weight:________(kgs./lbs.)

DEPENDENT CHILDREN (for children age 19 and older, please attach proof of schooling)

                                                     Date of                Sex               Height          Weight         Full-Time

                   Name                          Birth             (Male/Female)      (cms./feet)        (kgs./lbs.)    Student (yes/no)

     1. ____________________  ____________  ____________  _________  ___________  ______

     2. ____________________  ____________  ____________  _________  ___________  ______

10. Are any of the dependent children eligible for benefits from any Social Security or government plan or other employer plan or do they have any other medical insurance in force today ?

No   Yes - If yes, please describe : 

CURRENT COVER

If you, your spouse, and/or your dependant children are insured today, it is in your interest to send us a copy of the current policy, because the IHSA waiting periods may be removed if there is a “continuity” of cover between your current policy and the IHSA policy.

Current Policy and Insurer: ___________________________________ Expiration Date : ___________



	PAYMENT OF BENEFITS

Would you like to receive reimbursement payment by : Cheque   Bank-to-Bank Transfer 

Please indicate the currency of your bank account : ___________________________________________

For bank-to-bank transfers, please complete the following :

Account Beneficiary Name : _________________________________________________________________

Account N°___________________________________ Name of Bank : 
______________________________

Transfer Code(s) (ABA / Sort Code / SWIFT Code / Codes Banque et Guichet / Other, please specify) : ____________________________________________________________________________________________

Address of Bank : 
___________________________________________________________________________
      _____________________________________________________________________________________________________________



               (City)                                    (Postal Code)                (Countr


	

	                                                                                                    APPLICANT

	Family Name :  ...................................................................................... 

Maiden Name : ..............................................................................................

Address : ...........................................................................................

Zip Code : .....................................................................................................
	Family Name :  ........................................................................................ 

Date of birth : ..................................................................................................

Country of residence : ..........................................................................

Country of origin : .........................................................................................

	Contract Number : ....................................................
	Effective date : ....................................................

	MEDICAL QUESTIONNAIRE 

AlI questions must be answered . If the answers to any of these following questions are YES, please provide  further details (Use another blank paper if necessary) 

	Please use the enclosed envelop and return this confidential medical questionnaire to the Insurer Medical Doctor

	

	
	POLICY HOLDER
	SPOUSE
	CHILD 1
	CHILD 2

	Family Name
	 
	 
	
	

	First Name
	 
	
	
	

	Date of birth
	 
	
	
	

	Social security number
	 
	
	
	

	1. Are you on sick leave ? If yes, state the date and the reason. 


	□ Yes □ No
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	2. Have you suffered in the last 5 years from a disease or an accident entailing 15 days or more sick leave and/or medical treatment ? 
	□ Yes □ No
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	3. Have you had in the last 10 years medical surgery (s) other than appendicitis, tonsils and/or adenoids, caesarian, and gall blader surgeries ? If yes, state the date, the length, the reason, and the resuls. 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No
	□ Yes □ No 

	4. Have you been in the last 10 years hospitalized or confined ? If yes, state the date and the medical reason. 


	□ Yes □ No 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	5. Have you had in the last 10 years any illnesses or disorders entailing 30 days or more medical treatment ? If yes, precise the date, the prescribed medicine and the results. 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	6. Have you been entitled to a agreement by the Social Security System to bear full medical cost for illness ? If yes, state the date, the duration, and the illness.


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	7. Are  you planning to undergo a surgical operation or to follow a medical treatment in the coming 12 months ? If yes, state the nature of treatment and surgical operation. 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	8. Are  you following any medical treatment (other than contraceptive) ? If yes, precise the prescribed medicine and the cause of such treatment 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	9. Have you had in the last 5 years any unusual medical exams ? If yes, precise. 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No

	10. Do you have any acquired physical defect, impairment or chronic diseases ? Is your disability pension rate higher than 10 % ? If yes, what is the rate and the results ?
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	11. Do you plan to consult a dentist ? If yes, precise the treatment. 


	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	12. Are  you following or have you had in the last 10 years any psychotherapy, or any radiation treatment, by physical therapy ? If yes, what was the period and nature of treatment ?
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 
	□ Yes □ No 

	PRE-EXISTING CONDITIONS

Pre-existing conditions declared on this application may be accepted by the insurer who will disregard them when applying the pre-existing conditions rules. Please list here any pre-existing conditions which you would like the insurer to consider covering as if they had started after the beginning of cover:

.........................................................................................................................................................................................................................................................................................................

..........................................................................................................................................................................................................................................................................................................

..........................................................................................................................................................................................................................................................................................................



	I the undersigned, solemnly declare to the rest of my knowledge and belief that the information given in this application is true and complete

	DATE : 
	SIGNATURE
	FOR ADMINISTRATION USE ONLY 


IMPORTANT

The International Health Services Association (IHSA) is a non-profit association organized under the laws of France. Applicant acknowledges that IHSA shall bear no responsibility or liability whatsoever with respect to the insurability or continuing insurability of the applicant, to the payment of any claim made under the policy, of for any other matter related to the potential or existing relationship between the applicant and the insurance company, and said applicant shall look solely to the insurance company with respect to any matter related thereto, whether administrative, financial and otherwise.

The Jefferson Health Care Plan shall be governed exclusively by the laws of France.

I may consult and rectify any error in the files SwissLife (France) in Paris maintains on my behalf (law 78-17 of January 6, 1978).

I agree that there shall be no insurance until this application has been accepted by SwissLife (France) and the first full premium has been paid.

I authorize any medical professional, hospital, clinic, other medical or medically related facility, governmental agency, or other person or firm to provide the Insurer or their authorized representative information, including copies of records, concerning advice, care, or treatment provided to me and/or my dependents, including without limitation, information relating to mental illness or use of drugs or alcohol.

I understand that such information will be used by the Insurer for the purpose of evaluating my application for health insurance, or by Insurer representatives involved in evaluating, determining, or administering claims for insurance benefits for me or my dependents. I understand that I or any authorized representative will receive a copy of this authorization upon request.

I understand that upon receipt of a certificate of insurance and associated documents, if I am not entirely satisfied, I can cancel this application and receive a full refund of the premium I have paid (provided that I do not submit any claim), if I return my documents to IHSA within 30 days of the start of the policy.

I declare that to the best of my knowledge and belief the statements made in this Enrolment Form and in the attached Medical Questionnaire(s) are true and complete. I accept that Article L. 113‑8 of the French Code des Assurances determines the consequences of any false or incomplete responses. Any significant omission, misleading or false declaration will bring about canceling of all coverage.

You have the right to access and to rectify any information regarding your application by sending a letter to : ADINAS 17 rue de Chateaudun 75009 PARIS – FRANCE

Date and Locality :





Signature of Applicant* :

*Above your signature and in your own handwriting please write “lu et approuvé”.

*
*
*
*
*

Please fill in this application form carefully and legibly, sign it, and mail it with a cheque made out in EUROS for the total annual premium to the order of ADINAS
ADINAS

17 rue de Chateaudun

75009 Paris, France

For more information concerning the JEFFERSON HEALTH CARE PLAN, please contact :

Mme Sylvie Labastire - Tel : + 33 1 44 63 54 71 - + 33 1 53 20 03 33 (voice mail) slabastire@adinas.net

