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Transfer Criteria Form

About this form

m We shall be pleased to consider transfer without further medical underwriting for existing scheme members upon receipt of the
following information which should be supplied to the best of your knowledge and belief.

Please write in blue or black ink and use BLOCK CAPITALS.

If you need any assistance please call our helpline on 0800 197 6997. We are here to help. Your calls may be recorded and
monitored for training and quality assurance purposes.

1. About you

Company
Your nam

our name name
Telephone no. Fax no.

Broker Name

2. Information

1. Are you aware of any group members or dependants to be covered who have planned in-patient or day-patient v D N D
treatment, or have received such treatment in the last three months? (Tick ¢ box) es 0

If yes, please provide details, including dates, in the box below.

2. Are you aware of any ongoing or planned treatment in respect of cancer, heart and psychiatric conditions? (Tick ¢ box) Yes D No D
If yes, please provide details, including dates, in the box below.

3. Do you know if the claims cost in the current year is 70% or less of your annual premium? Could you please provide any Vi D N D
details of claims cost of the scheme for the year. (Tick ¢ box) es 0

If yes, please provide details, including dates, in the box below.
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Name Position

Simplyhealth, James Tudor House, 90 Victoria Street, Bristol BS1 6DF

Simplyhealth is a trading name of Simplyhealth Access, registered and incorporated in England and Wales, 1

No.183035. Registered office: Hambleden House, Waterloo Court, Andover, Hampshire, SP10 1LQ. Authorised h

and regulated by the Financial Services Authority. Your calls may be recorded and monitored for training and J °

quality assurance purposes. SII I lp y ea t
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