
OPTION CHANGE REQUEST FORM
 

Membership Number:

First Name:                                                                    

Surname:

Email Address:

Cell Number:

Alternative Number:

Current Benefit Option: (please tick relevant option)

Change to Benefit Option: (please tick relevant option)				                To take effect from:

Do you, your spouse or any of your dependants expect to seek medical advice or treatment in the next 6 months?

Reason for the request to change Benefit Option:

 
 

 
 

tel: 0860 10 20 10  |  fax: 021 447 4707  |   email: genesis@genesismedical.co.za  |  website: www.genesismedical.co.za 
4th Floor, The Terraces, Black River Park, Fir Street, Observatory, 7925 | P.O Box 144, Observatory, 7935 
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Member								                            Date:
Signature:							          
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