AMI ASSOCIATION : Individual membership application

| the undersigned Usual / married name First name
DOB in Nationality.

Sex : DF DM

Marital status : D Single D Married D Widow D Divorcee D Marital life D Civil Union
Address of residence abroad
Address in country of origin
Gross annual income in Euro (if contingency coverage)
Phone. Fax E-mail
Passport n°
« After reading the General Provisions, the coverage level and application terms as well as respective prices,

¢ Request membership of the individual « health » coverage schemes :

D For myself alone,

D For myself and my family of which the beneficiaries are as follows :

b Sex : . DOB
Kinship (MorF) Family name First names (dd/mm/yyyy)
Spouse T I Y N A
1st child T Y O
2nd child T I I
3rd child T I I
4th child T I I
Health (only one choice possible) Annual contribution [1]
Coverage level (] Essentiel L] confort [ ] Excellence ] €
Coverage area [ Azone (1B zone L] ¢ zone
C zone : Africa, Asia (exc. Japan, Taiwan, Hong-Kong, Singapore), Middle East (exc. Israél)
B zone : Zone C + Europe (exc. Switzerland), Australia, Americas (exc. USA, Canada), Taiwan, Hong-Kong and Singapore
A zone : Zone B + USA, Canada, Switzerland, Israél and Japan
e Request membership of the Assistance and Civil Liability coverage :
Assistance and Civil Liability Annual contribution [2]

Coverage area (] Azone (B zone (] ¢ zone
Assistance [] yes [ Tno [] €
Civil liability [ yes [ 1o U] €

¢ Request membership of the individual Contingency coverage :

Contingency (only one choice possible) Annual contribution [3]

Death option D Essentiel D Confort D Excellence D €
(complementary to sickness — cannot exceed 2 times the stated gross annual income)

Beneficiary designation in the event of death

L] 1st formula : 1 choose the type designation below.

In the event of death, the lump sum shall be paid to : the non separated spouse of married policy holder, or failing, to the children born or to

be born of the policyholder, In equal shares between them, the predeceased share being allotted to his own children or brothers and sisters if
he or she has no children, failing, the father and mother in equal fractions, the precedeceased’s share being paid to the survivor, or failing, the heirs.

D 2nd formula : 1 do not opt for the 1st formula and designate as my beneficiary.

disability option [ ] Essentiel L] confort (] Excellence

(complementary to death - cannot exceed 70 % of the stated gross annual income)

Grace period (oo days [ ]1s0 days

| want my membership to become effeciveon L1 1 | 1 1 1 |

The amount of my first annual contribution for health |I| + Assistance IZ, + contingency E is: € II’
Contributions are payable in advance. Annual AMI Association membership costs : 20 € per contract.

Payment method ] cheque ] standing order

Frequency : D calendar year D calendar half-year D calendar quarter D month (standing order only for a bank account in a bank located in France)
Instalment : I enclose a cheque for EUR payable to ACS, in the amount of the contribution pro rated to time between the effective date and the first

calendar insurance period + EUR 20 membership fees

In on
Signature of member preceded by hand-written « read and approved » and dated

. . . References of broker
Your information is used for the purpose of the contracts and canvassing.

You have a right to access, rectify and object, in accordance with Act 78-17 dated 06.01.1978. |One Care International
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10 Have you ever been accepted on special conditions or refused life

Medical Questionnaire (Document to print)
The Insured must fill out this questionnaire by hand. Any extra information regarding the state of your health may be added on additional sheets of paper and attached to this form.
What are your usual height, weight and blood pressure ?

Insured : Height ... ... kg  Blood pressure ...........o.... Spouse : Height
1st child : Height ... 2nd child : Height.......

Please reply with either yes or no :

2nd If the response is YES, please provide full details clearly

Insured  Spouse 1st child chilld stating the person to which the information relates

Therapeutic Part Time leave :
Total leave of absence :
Reasons :

Does your present state of health prevent you from performing | | | | | | |
your full time profession ?

Details of surgery

Have you undergone or been advised to undergo surgery, other | | | | | | |
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Date(s)

Please give reasons :

During the past 5 years, have you been prescribed sick leave or a | | | | | | |
medical treatment exceeding 3 weeks ?

Nature and duration of treatment :

Have you received care or undergone tests during the past 5 years | | | | | | | | Date(s)
which have led to stay in a medical establishment (hospital, clinic, Please attach photocopies of post-operative and cell reports
convalescent home, physiotherapy, dietary needs or treatment centre,

sanatorium...) ?

During the past ten years have you experienced any of the following : If you answer YES to this question, please indicate which
neurological or psychological illness (including depression), rheu- illness and state clearly all relevant details (date, duration,
matism (affecting the vertebrae), cancer, leukaemia or other blood | | | | | | treatment, recovery date, after-effects, comments)

related illness ?

Have you had a screening for the AIDS, hepatitis virus or for one of | | | | | | If YES, please indicate :

the human immuno-deficiency viruses ? Date :
Nature of the test :
Result :
Description :

Have you had any after-effects resulting from an accident or | || | | ||
HIINESS 7 ettt

Date of event :
Nature of effect :
Recovery date :
After effects :

Nature of disability :
Nature of pension or annuity :

Do you suffer from a disability or are you entitled to a disablement | | | | | |
pension (civilian or military) or old age pension ?

Rate.
Please attach notification

Reason for and date of rejection :

insurance ? | | | | | | |

| hereby declare that the above statements are full, complete and true to the best of my knowledge and belief, and that | have not declared or omitted to declare any particular that
may mislead the Insurer . I also certify having been informed of the cover granted by the Insurance Company policy.

In Date

Signature of the Applicant preceded by « read and approved »
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Please return this document to the following address after having made a copy for yourself :

ACS - Société de courtages d'assurances - 8 rue Armand Moisant 75015 Paris.

Téléphone : 00 33 (0) 140 47 91 10 - Fax : 00 33 (0) 1 40 47 61 90 - Web : www.acs-ami.com - E-mail : contact@acs-ami.com
S.A.S. au capital de 150.000 € - 317 218 188 RCS Paris - N° ORIAS : 07 000 350 - Site web ORIAS : www.orias.fr



AUTORISATION DE PRELEVEMENTS

J'autorise I'établissement teneur de mon compte a le débiter, si sa situation le permet, des
prélevements ordonnancés en mon nom par le créancier désigné ci-aprés. En cas de litige, je
pourrai en faire suspendre |'exécution par simple demande a I'établissement teneur et je
reglerai le différend directement avec le créancier.

Organisme créancier: Assurances Courtages et Services,
8, rue Armand Moisant 75015, Paris - France

Numéro national d'émetteur : 494888

DEBITEUR

Nometprénomdudébiteur: L v v 0 v 0 v 0 v v g |

Adresse: T TN NN N T TN T T TN N NN NN N NN A T MO N NN NN NN N N T MO N N A |

Codepostal: T T | Ville : N TN T N T TN TN N TN TN TN TN NN AN A N M

Pays; T T Y T I T NN N N N T O Y B
COMPTE A DEBITER
Code établissement: L1 11| Codeguichet: L1111
Numérodecompte: Lo 1 1 111111 | CIéRIB,RIPRICE: L1l

ETABLISSEMENT TENEUR DU COMPTE A DEBITER

Nom : N T T NN N NN TN TN NN TN NN N N NN NN N N NN NN TN TN T NN N N H AN N M|
Adresse : N TN N I TN TN TN T TN N NN N T NN NN T N (N NN N T T TN TN FO NN N A |
N TN N I TN TN TN T TN N NN N T NN NN T N (N NN N T T TN TN FO NN N A |
Code postal : T T T Ville : Lt v v v vl
Date: Signature :

Priere de renvoyer a ACS cet imprimé, accompagné d'un relevé d'identité bancaire (R.l.B),
postal (R.I.P) ou de caisse d'Epargne (R.I.C.E.)





