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BCCCI Family Crises Health Plan  
Employer Application 

�

�  For more information on the benefits or claim procedures please contact 
PSG Konsult on 0860 100 296 or msu@psgkonsult.co.za 

PSG Konsult (Pty) Ltd is an authorised financial service provider 
 

�

� � � �

�

�

COMPANY NAME:   
 
REGISTRATION NUMBER: 
 
INDUSTRY:  
 
         
TOTAL NUMBER OF EMPLOYEES:    
 
    
TELEPHONE NUMBER:   

 
 
FAX NUMBER: 
 
 
 
PHYSICAL ADDRESS:  _________________________________________________________ 
   
    _________________________________________________________ 
 
    ____________________________________   CODE      
 
 
 
POSTAL ADDRESS:  _________________________________________________________ 
   
    _________________________________________________________ 
 
    ____________________________________   CODE      

 
 
 
 
 
 
ADMINISTRATOR’S NAME: 
 
 
 
TELEPHONE NUMBER:   

 
 
FAX NUMBER: 
 
 
E-MAIL ADDRESS: 

 
 
 
 
 
 
INCEPTION DATE:     200 
 
 

 
PAYMENT TYPE:          
 
 
EFT PAYMENT TYPE:    

PARTICIPATING EMPLOYER’S DETAILS 

PAYMENT DETAILS (Mark choice with an X) 

PAYROLL DETAILS 

0 1 

Debit Order EFT 

Arrears 

PLEASE FAX THIS 
APPLICATION 

FORM TO  
086 688 5285 
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NAME OF ACCOUNT HOLDER: 
 
 
ACCOUNT NUMBER:   
 
 
BANK: 
 
 
BRANCH CODE: 
 
 
ACCOUNT TYPE:        
 
 
FOR DEBIT ORDER PAYMENT ONLY – Having applied for the above cover and on acceptance of the group application by the insurer, 
I/the company hereby authorise/s the insurer to debit the abovementioned account, for the premiums payable under the above plan 
monthly in advance/arrears, on the first day of the month in accordance with the Debit Order System. Such authorisation shall remain in 
force and effect until cancelled by myself/the Company, in writing with two calendar months notice. 
 
 
   
 
 

 
I/the Company declare that I/the Company have/has not withheld any information and I/the company accept/s that this application and 
declaration shall for the basis of the contract of insurance between Constantia Insurance Company Ltd and Constantia Life and Health 
Assurance Company Ltd and ourselves, which will become effective on the first day of the month for which premiums are paid. I/the 
company irrevocably authorise/s the Administrators to collect any relevant information that they deem necessary to assess and 
underwrite this application. Having authorised the Administrator to act on an electronic schedule I/the Company accept/s that it becomes 
our responsibility to inform and to obtain a mandate form the employee for premium deductions. I/the Company understand that a grace 
period of 30 days will be allowed. If the premium is not received within the grace period, the cover will lapse and no benefits will be 
payable. 
 
 
 
NAME OF AUTHORISED SIGNATORY:  
 
 
CAPACITY:    
 
 
 
SIGNATURE OF APPLICANT:   _______________________________________________________ 
 
 
DATE:    _______________________________________________________  

 
 

 
 
 
 

DECLARATION 

BANKING DETAILS (compulsory) 

CURRENT Transmission SAVINGS 

 
 

COMPANY 
STAMP 


