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STERLING HEALTH                     HQ: Valley View Plaza 99, Opebi Road, Ikeja, Lagos
MANAGED CARE SERVICES LTD.        Tel: 01-2790698, 7362040 Fax: 01-2790698
Health Maintenance Organization                   Email: info@sterlinghealthmcs.com
                                                                           Website: sterlinghealthmcs.com

Plan Type (Tick)                                            Individual                               Family  
Surname ______________________________________________________    Other Names_______________________________________________
Residential Address _________________________________________________________________________________________________________
Mobile Phone __________________________________________________   Position____________________________________________________
Date of Birth______________________________ Sex ______________ Marital Status________________________ Blood Group________________
Employer_____________________________________________ Genotype____________________________________________________________
Health plan (Tick)            Bronze   ⁪            Silver                                  Gold                        Platinum   
Selected Hospital____________________________________________________ Location_______________________________________________
Preferred Start Date___________________________________________________   End Date_____________________________________________
Have you or any of your family members been diagnosed with any of the disease below? Please tick as appropriate


⁪    Sickle Cell Disease                         Kidney Disease               Epilepsy                      Cancer
⁪    Diabetes Mellitus                           Asthma                             HIV/AIDS                   Chest Pain

⁪    Goiter                                             Peptic Ulcer                     Tuberculosis                 Haemorrhoids
Previous Operations: Please Specify Type: _____________________________________________________________________________________




_________________         ___________________             ________________                    _______________             _______________________
Name                                 Name                                          Name                                           Name                                 Name
_________       _______   ____________    _________      _____________   _______         __________     _______    __________    ________

Date Of Birth   Sex           Date of Birth       Sex                  Date of Birth        Sex                 Date of birth    Sex             Date of birth   Sex
_______   __________     _________   ____________       ________  __________               ________   _________       ________   __________

Genotype   Blood Group      Genotype         Blood Group               Genotype    Blood Group                   Genotype     Blood Group       Genotype      Blood Group
_________  _______        _________   __________            __________  _________            __________   ________      ____________    ________
Health Plan   Signed              Health Plan    Signed                          Health Plan     Signed                        Health Plan      Signed              Health Plan             Signed
_________________        _____________________          ______________________           ____________________________    
Selected Hospital                   Selected Hospital                               Selected Hospital
Drug Reaction /Allergies__________________________________________________________________________________________________________________
DECLARATION

I hereby declare that all information given above are true to the best of my knowledge and that no relevant information has been withheld or concealed



Sales Agent_____________________________________________________
Premium Payment Validity

                                                                   Quarterly     ⁪                     Biannually      ⁪       Annual ly                      Others                      
Commencement Date: __________________________________________________________________

Contract Signed:                              Yes                        No              

Signed _____________________________________                                                                   DATE_______________________________________
BIOMETRICS FORM





MEDICAL HISTORY OF SIGNIFICANCE


MEDICAL HISTORY OF SIGNIFICANCE





DEPENDANTS











Spouse











Child 1











Child 2











Child 3











Child 4
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