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vanbreda

INTERNATIONAL

Group medical, hospital and dental Scheme
Application or request for change of coverage

United Nations
Nations Unies





	Subscriber:
	
	

	LAST NAME      
	FIRST NAME      
	MIDDLE NAME 

	UNHQ INDEX N°      
	
	

	BIRTH DATE (D/M/Y) 
	SEX      
	

	DUTY STATION : 
	
	DATE OF ENTRY ON DUTY : 

	REQUEST :
	 FORMCHECKBOX 
 NEW COVERAGE TO COME INTO EFFECT ON 

	
	 FORMCHECKBOX 
 CHANGE OF TYPE OF COVERAGE FROM 
	 FORMCHECKBOX 
 A    FORMCHECKBOX 
 B    FORMCHECKBOX 
 C    FORMCHECKBOX 
 D (**) SEE BELOW

	
	  


            TO
	 FORMCHECKBOX 
 A    FORMCHECKBOX 
 B    FORMCHECKBOX 
 C    FORMCHECKBOX 
 D

	
	 FORMCHECKBOX 
 ADDITIONS : SPOUSE OR UNMARRIED DEPENDENT CHILD AS LISTED BELOW.

	
	 FORMCHECKBOX 
 END OF COVERAGE FOR : SPOUSE OR CHILD, AS LISTED BELOW.

	
	 FORMCHECKBOX 
 CHANGE NAME FROM :      
	TO      

	

	SPOUSE AND UNMARRIED DEPENDENT CHILDREN :

	name
	sex
	relationship
	birth date
	marriage date

	
	     
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Is your spouse employed by the United Nations ?    FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	

	TYPE OF COVERAGE REQUESTED (**) :

	 FORMCHECKBOX 
  A :STAFF MEMBER ONLY.
	 FORMCHECKBOX 
  C :STAFF MEMBER AND SPOUSE.

	 FORMCHECKBOX 
  B :STAFF MEMBER WHO IS WIDOWED, DIVORCED

           OR LEGALLY SEPARATED AND ONE UNMARRIED

           DEPENDENT CHILD UNDER 25 YEARS OF AGE.
	
	 FORMCHECKBOX 
  D :STAFF MEMBER, SPOUSE AND ALL UNMARRIED DEPENDENT CHILDREN

           UNDER 25 OR STAFF MEMBER WHO IS WIDOWED, DIVORCED OR LEGALLY
           SEPARATED AND ALL UNMARRIED DEPENDENT CHILDREN UNDER 
           25 YEARS OF AGE.

	N.B. UNMARRIED DEPENDENT CHILD IS INSURABLE UNTIL THE END OF THE YEAR IN WHICH HE/SHE TURNS 25.
CHILD IS CONSIDERED DEPENDENT IF NOT IN FULL TIME EMPLOYMENT.

	

	ARE YOU, YOUR SPOUSE OR UNMARRIED DEPENDENT CHILDREN NAMED ABOVE CURRENTLY ENROLLED IN ANY OTHER UNITED NATIONS HEALTH
INSURANCE SCHEME ?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	IF YES, PLEASE INDICATE WHICH SCHEME : 

	COVERAGE WILL CEASE UNDER THE OTHER SCHEME FROM THE DATE YOU ARE ENROLLED IN THE VANBREDA SCHEME.
DO YOU, YOUR SPOUSE OR UNMARRIED DEPENDENT CHILDREN NAMED ABOVE HAVE ANY OTHER MEDICAL, HOSPITAL OR DENTAL INSURANCE?  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	IF YES, PLEASE INDICATE : 
	For headquarters use only

	EMPLOYERS NAME : 
	Personnel Adm. Section: 

	ADDRESS : 
	  ( Received by 

	
	  ( Coverage to be effective 

	INSURANCE COMPANY’S NAME AND ADDRESS : 
	Payroll Section :

	
	( Coded
	( Audited
	( Batch No
	( Month

	
	
	
	
	

	TYPE OF COVERAGE : 
	( Effective date
	( MOTA
	( Currency code

	I hereby authorize the United Nations to make deductions from my salary to cover contributions to premiums at the rate appropriate to the coverage requested :
	     
	
	

	Signature
	Date
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