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Your insurance plan 
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Basic 
healthcare

Healthcare 
+ Medical 

assistance/
repatriation

Healthcare + Medical 
assistance/repatriation 

+ Death & disability  
(until age 55)*

Quarterly 
premiums**

FIRST’EXPAT  

Indice 30 Basic coverage � � � €  

Indice 30 Basic coverage + option � � � €

Indice 40 Basic coverage � � � €

Indice 40 Basic coverage + option � � � €

Indice 50 Basic coverage � � � €

Indice 50 Basic coverage + option � � � €

Indice 60 Basic coverage � � � €

Indice 60 Basic coverage + option � � � €

Total 1

Amount selected 
Quarterly 

premiums*

YOUR 
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DEATH & 
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BENEFITS 

(UNDER AGE 
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Your insurance plan 
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Basic 
healthcare

Healthcare 
+ Medical 

assistance/
repatriation

Healthcare + Medical 
assistance/repatriation 

+ Death & disability  
(until age 55)*

Quarterly 
premiums**

FIRST’EXPAT  

Indice 30 Basic coverage � � � €  

Indice 30 Basic coverage + option � � � €

Indice 40 Basic coverage � � � €

Indice 40 Basic coverage + option � � � €

Indice 50 Basic coverage � � � €

Indice 50 Basic coverage + option � � � €

Indice 60 Basic coverage � � � €

Indice 60 Basic coverage + option � � � €

Total 1 €

Amount selected 
Quarterly 

premiums*

YOUR 
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DEATH & 
DISABILITY 
BENEFITS 

(UNDER AGE 
60*) 
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Total 2 €

*excluding American citizens, people living in the USA and in France.
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ASFE’s 
First’Expat 
P l a n

� the first day ASFE receives your complete enrollment form (including your payment)

  

I hereby designate as my beneficiary (includes her/his details) :�

** those rates are applicable until December 31 2015 



Premium payment

FIRST’EXPAT 
(see page 2)

Total 1 €

+

DEATH & DISABILITY PACKAGE (OPTION) 
(SEE PAGE 2)

Total 2 €

=
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 ASFE SEPA DIRECT DEBIT MANDATE 
Unique Mandate Reference (UMR):  (will be sent to you in your next premium invoice)
By signing this mandate form, you authorize MSH INTERNATIONAL to send instructions to your bank to debit your account and your bank to debit your 
account in accordance with the instructions from MSH INTERNATIONAL. As part of your rights, you are entitled to a refund from your bank under the terms 
and conditions of your agreement with your bank. A refund must be claimed within 8 weeks starting from the date on which your account was debited.

This information is mandatory and necessary to your creditor for the implementation of SEPA Direct Debit. In accordance with the data protection 
regulation applicable in your country, you have a right of access and rectification of your personal data, as well as a right to object to the processing of your 
personal data for a legitimate reason (if required by the law applicable in your country).  To exercise these rights, please refer to the contract with your 
creditor.

First Name, Last Name and Address of the account's holder     CREDITOR INFORMATION

Name and address of the creditor: MSH INTERNATIONAL 
18 rue de Courcelles, 75384 PARIS Cedex 08
SEPA Creditor Identifier (CI): FR60ZZZ460359

ACCOUNT HOLDER’S BANK DETAILS
IBAN (International Bank Account Number) : _ _ _ _  _ _ _ _  _ _ _ _  _ _ _ _  _ _ _ _  _ _ _ _  _ _ _

!��
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�
 _ _ _ _ _ _ _ _ _ _ _

DATE MANDATORY SIGNATURE

Name of your bank:



Information note 
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CREDIT CARD DEBIT AUTHORIZATION FORM
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Signature of the enrollment form 
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Send your request for coverage together with all required 
documents to:

ASFE, Service Adhésions (Enrollment Department) 
82 rue Villeneuve 

92587 CLICHY Cedex 
France

Completion of your enrollment

To complete your enrollment, you need to send us:
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And for payment of your premium:
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After payment of your premium, you will receive a Welcome e-mail including:
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Medical questionnaire

If you answer yes to any of these questions for you or one of your dependents, please provide all details 
deemed useful (dates, medical grounds, carry-over effects, nature of therapy, duration, etc.) on an additional 
���	����	"�#	
���	����	���	���%	'��	�������������"	�������;	������	�#�	 ��	 ��	�	������	��������	���	 ���	
attention of the “Consulting Physician”.
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Insured 
member

Spouse Child 1 Child 2 Child 3

Last name 

First name

Height (cm)

Weight (kg)

All questions must be answered. Please add all requested details where necessary.

Are you currently on sick leave? ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Over the past three years, have you ever been on sick 
leave for more than 10 consecutive days?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Over the past 10 years, have you ever been 
hospitalized (in a hospital, clinic, spa facility…) for : 

- Surgery interventions? ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

- Follow-up care / medical treatments? ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Over the past 10 years, have you ever suffered from an 
illness or condition that required medical supervision 
(therapy, medical care, medical follow-up care…) for 
more than 15 consecutive days?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Are you currently under medical supervision (therapy, 
medical care, medical follow-up care…) and/or 
are you taking prescribed medication (other than 
contraceptives)?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Before enrolling in this plan, were you entitled to 100% 
French Social Security coverage on medical grounds?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

I hereby testify that the foregoing declarations are accurate, complete and fair. 
�	����	$���	��������	���	�	������	����	��"	�����������	
���������	��	���������	�����������	��	������	�����	
declaration that might mislead MSH INTERNATIONAL may lead to the cancellation of the insurance cover and 
��	 ���	���#�����	��	$������	 ��	����������	
���	 ���	����������	��	��������	!%>>@J[	���	!%>>@J\	��	 ���	'�����	
Insurance Code (Code des Assurances). 
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Medical questionnaire (continued)

If you answer yes to any of these questions for you or one of your dependents, please provide all details 
deemed useful (dates, medical grounds, carry-over effects, nature of therapy, duration, etc.) on an additional 
���	����	"�#	
���	����	���	���%	'��	�������������"	�������;	������	�#�	 ��	 ��	�	������	��������	���	 ���	
attention of the “Consulting Physician”.
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Insured 
member

Spouse Child 1 Child 2 Child 3

Are you scheduled, within the next 12 months,  
to undergo: 

- A medical or surgery intervention ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

-  A medical examination (radiology, laboratory tests, 
MRI, scansGP’s or specialist visits…)

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

-  A medical procedure of any kind (psychology, 
psychiatry, physiotherapy, radiotherapy, speech 
therapy, chemotherapy, dental treatment, drug 
treatment, etc.)

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

����	���	����	���	"����;	����	��"	��	"�#�	�������	��	
viral tests yielded abnormal results?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Have any of your parents, brothers or sisters (living or 
deceased) suffered from diabetes, heart disease, high 
blood pressure or cholesterol, cancer, kidney disease, 
polyposis of the colon, or any other hereditary 
disorder before the age of 65?

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Do you:

- smoke more than 10 cigarettes a day? ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

- drink more than 2 glasses of wine (or equivalent) a day? ��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Are you or have you been a drug user (marijuana, 
hashish, etc.)?

- If you have quit, since when? _ _ / _ _ _ _

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

Have you ever had psychotherapy or consulted a 
psychiatrist?

- If yes, when?  _ _ / _ _ _ _

��Y ��N ��Y ��N ��Y ��N ��Y ��N ��Y ��N

I hereby testify that the foregoing declarations are accurate, complete and fair. 
�	����	$���	��������	���	�	������	����	��"	�����������	
���������	��	���������	�����������	��	������	�����	
declaration that might mislead MSH INTERNATIONAL may lead to the cancellation of the insurance cover and 
��	 ���	���#�����	��	$������	 ��	����������	
���	 ���	����������	��	��������	!%>>@J[	���	!%>>@J\	��	 ���	'�����	
Insurance Code (Code des Assurances). 
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