MEDICAL AID CANCELLATION FORM

This form should be completed in the own handwriting of the employee who whishes to resign from medical aid.

I, (state full names and surname)






 with medical aid membership number 



Contact Number: 





Want to:

 FORMCHECKBOX 
 Cancel my medical aid

 FORMCHECKBOX 
 Continue with the medical aid privately  

Banking Details:

Bank:








Branch:







Branch Code:







Account Number:






Signed on this the ​



 day of 



 at 






Signature Employee




Witness

Acceptance - Employer

