
Policy ID / Principal’s Membership Number

AUTHORISED REPRESENTATIVES OF HEALTH INTERNATIONAL
STRATTON AGENCIES (PVT) LTD t/a 
TRILOGY BENEFITS GROUP, REGIONAL 
HEAD OFFICE, HARARE, ZIMBABWE
Registration No. 827/1982
No. 23 Kenilworth Road, Newlands, 
HARARE, Zimbabwe P O Box BW 269, 
Borrowdale HARARE, Zimbabwe
Tel: +263 (0) 242 746 573 / 4
Cell: +263 (0) 772 201 390
marketing@healthintergrp.com

AIR HEALTH INTERNATIONAL (PTY) LTD, 
JOHANNESBURG, SOUTH AFRICA

Registration No. 96/16923/07

67 Voortrekker Avenue, 
Edenvale, 1609
Johannesburg, South Africa

Tel: +27 (0) 11 452 2152

info@airhealthinternational.co.za

HEALTH INTERNATIONAL ZAMBIA LTD,
LUSAKA, ZAMBIA

Registration No. 61450
Suite B15, Block B, First Floor,
Green City, Stand No. 2374, 
Kelvin Siwale Road, Lusaka, Zambia

Private Bag E 10, Lusaka, Zambia

Tel: +260 (0) 211 263 570

zambia@healthintergrp.com

EXPACARE INSURANCE COMPANY 
(MAURITIUS) LIMITED, PORT LOUIS, 
MAURITIUS

Registration No. 23670/5472

Suite 335, 3rd Floor, Barkly Wharf, 
Caudan Waterfront, 
Port Louis 11306, Mauritius

Tel: +230 (0) 214 1841

compliance@emeraldinsurance.com

Surname:                                                                                                                                           Title:                                                              

First Name(s):

Residential Address:

Mobile:                                                      Residential Tel:                                                   Business Tel:

Email:                                                                                                Company Name:

Surname (if different from Principal Member):

Intended Country of Birth:

Estimated Date of Delivery (EDD):              /             / How many weeks pregnant are you?

Was this pregnancy achieved through medical/assisted reproductive support? YES               NO

Name of your G.P. / Gynecologist?

Name of healthcare facility where the delivery is planned?

INTERNATIONAL PLEASE ENSURE THAT ALL RELEVANT SECTIONS ARE COMPLETED.

SECTION 1 - MEMBERSHIP PLAN OF PRINCIPAL  MEMBER (TICK AS APPROPRIATE)

SECTION 3 - PRINCIPAL MEMBER’S DETAILS

SECTION 4 - BABY DETAILS

SECTION 5 - PREGNANCY DETAILS

SECTION 6 - DECLARATION (PLEASE READ CAREFULLY)

REQUIRED POST DELIVERY: Full Name; Gender; Date of Birth; Copy of Birth Certificate; Copy of Photo Identification (when available)

SECTION 2 - PERIOD OF CURRENT MEMBERSHIP POLICY

Diamond Plan

From:              /             / To:                  /             /

Emerald Plan

PRE-REGISTRATION FORM FOR NEWBORN BENEFIT

DD

DD

DDMM

MM

MMYYYY

YYYY

YYYY

1.	 On behalf of myself, the principal applicant, and for each person included on this application, I authorise the aforementioned cited doctors to provide 
Health International with such information as they may seek in connection with this application.

2.	 I authorise Health International to have unrestricted access to my medical records and the medical records of each person included on this 
application, but require their confidentiality to be maintained.

3.	 I understand that any false statement made in this document or the non-disclosure of any material information may render the membership null and void.
4.	 I understand that any condition for which I or any person included on this application have received medical advice or treatment at any time in the past 

may be excluded from the benefit.
5.	 I agree to accept written communications from the authorised representatives of Health International of any conditions excluded from the benefits.
6.	 I accept I will have to refund to Health International any benefit paid out but not covered by the Terms and Conditions.
7.	 I understand that Health International will collect and process my personal data as per Clause 9.10 of the Terms and Conditions.

It is the Principal Member’s responsibility to advise Health International or their Agent of the baby’s date of birth, name and gender.

DECLARATION OF APPLICANT

         Principal Member Signature*____________________________________________  Date ( DD / MM / YY ) ________________	
* IMPORTANT: This application form must be signed by the PRINCIPAL MEMBER. No other signature will be accepted. 
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I confirm that I have been provided with a copy of the Terms & Conditions (either in hard copy, soft copy or via access to the website) and that 
I have read, understood, and agree to be bound by them. I acknowledge that the Terms & Conditions may be updated from time to time and 
that I will be notified of any changes, in writing, via the Important Changes document, at the time of my policy renewal. It is my responsibility 
to review the latest version available.

IMPORTANT: COMPLETE & RETURN THIS FORM, BEFORE YOUR THIRD TRIMESTER. Email to: claims@healthintergrp.com AND kudzi@healthintergrp com.


