Mr Price, Mr Price Home & Mr Price Sport

CUSTOMER PROTECTION PLAN CLAIM FORM
== CRITICAL ILLNESS AND/OR HOSPITALISATION

,&inistered by Volume and Affinity Risk Management (Pty) Ltd — (Company Registration Number : 2009/016284/07)
PLEASE NOTE: Itis very important that you answer ALL questions on the form, and return it within 30 days, otherwise you may not be entitled to any benefits.

SectionA: Account holder’s personaldetails

Account Number: ID Number:

Mr.l:l Mrs. I:I Other l:l |nitia|s:|:|:| Name you are known by:| | | | | | | | | | | | | |
suname: | | [ | [ [ [T]]T]]]
Birthdate: Day: D]Month:| |Year:| | | | |

PostaIAddress:| | | | | | | | | | | | | | | Home Address :

|
[T T T TP T T TT Jeede [TTT] NN |
oo LT rameote| | 111 yo CITTTTTT]

CelIno:J | | | | | | | | | |FaxCode:| | | | |N0:| | | | | | | | |e-MaiI:

TeI(H)Code:| | | |

Have you claimed on this policy before for any reason? Yes: I:I No: I:I

If you answered “Yes”, please supply dates and claim numbers. Date 1. | || | || | | | | | | | | | | | | | | |
[ |

pae2. | | [ [ QL[ [ | Jemmno T T T T TT]

Are you claiming under any other policy, with any other insurer, for critical illness or hospitalisation or will you do so in the near future? Yes: I:I No: I:I

If you answered “Yes”, please supply details of insurer, policy numbers and claim numbers.

wswers T T T T T T T T T T T T T T 1] weere [T T T T T T T T T T T TTTT]
poteyNo: [T T T [T [T T 1T 111 Pone (TTTTTTTTTTTIT]]

CamNo: T T T T T T[T [ [ 1 [] Cmnve [ [TTITITTTITITTIT]

SectionC: Information about your claim

Please describe the type of critical illness or injury or whatever caused you to be hospitalised.

Date your condition was diagnosed and/or surgery performed or you were admitted to hospital: | | || | ” | | | |

Please give the names, addresses and telephone numbers of all doctors and specialists who attended you or prescribed for you during the 12 months
preceding the circumstances that led to your claim. This must also include your GP. Use a separate sheet if required.

Your GP details here Specialistl details here Specialist2 details here

What treatment are you undergoing?

Have you previously suffered from or received treatment for a similar or related condition? Yes: I:I No:l:l

Name of Hospital to which you were admitted Duration of Stay: From: To:
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SectionD: What to do now Declaration

Supply the following documentation: | understand and agree that any willful misstatement in this claim will
HOSPITALISATION CRITICAL ILLNESS invalidate this benefit under the above policy.
Doctor's certificate; and Doctor’s certificate
AUTHORISATION

Proof of hospital stay.
| hereby authorise Volume and Affinity Risk Management (Pty) Ltd and any

Make sure that: of its representatives to make any enquiries and obtain any information
You have answered all the questions on the form that apply to you they consider relevant from my doctor or elsewhere. A photocopy of this
You are sending all the papers we have asked for with this form. authority will be considered as valid as the original.
You have read and signed the Declaration and Authorisation
alongside. SIGNATUIE: ...
Submit this claim using one of the following methods: DAte:....eovieeieiiee e
Faxitto Volume and Affinity Risk Management on: 086 525 1785
Post it to Volume and Affinity Risk Management at PO Box 983, VOLUME AND AFFINITY RISK MANAGEMENT (PTY) LTD
Northlands, 2116 or Postal address: PO Box 983, Northlands, 2116
Hand itin at any Mr. Price store Physical address: 356 Pretoria Avenue, Randburg, 2194

Tel: 011 789 5885 Fax: 086 525 1785

SectionE: To be completedby Volume and Affinity Risk Manageme FOR OFFICE USE ONLY

Policy or Agreement No:

Amount to be paid:

HEEEEEEEEEEER |
Date of Policy: | | | | | | | | | | | | | | Account Balance: | | | | | | | | |
llengfh of Policy: | | | | | | | | | | | | | | Day: D] Month:| | | Year:| | | | |
Date policy started: | | | | | | | | | | | | | | Name: Position:
Signature: N
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