
                                TRAVEL DECLARATION FORM 

 

                                                      for NMC members                            
 

 
 
Your Medical Scheme membership entitles you to International Travel Insurance.  This policy will insure you and your dependants as listed under your Medical 
Aid membership against emergency medical expenses that may be incurred while traveling abroad for trips of up to 90 days at a time, to a maximum of 180 
days per year. 
 
In order to activate this benefit, please complete the form below. 
 
Please note that a separate form must be completed for each person travelling. 
Once the form has been completed, please fax to +264 61 287 6091 or email to enquiries@methealth.com.na. A policy document confirming your emergency 
medical cover will be issued and sent to you.  
 
Please note: 
An excess of R1 500.00 applies for each event. 
Netcare 911 must be advised of any expenses incurred within 24 hours of the event. 
Should you have any queries, or in case of emergencies please contact the Oraclemed / Netcare 911 International Assistance call centre on + 27 10 209 8694 
Application For International Emergency Medical Expenses Cover 

 
Scheme:             ____________________________________________________ 
 
Membership Number:    _____________________________________________________ 
 
Title: _____________________________________________________ 
 
First Name:  _____________________________________________________ 
 
Surname:  _____________________________________________________ 
 
Date of Birth: _____________________________________________________ 
 
Passport Nr.: _____________________________________________________ 
 
Telephone No: _____________________________________________________ 
 
Fax No: _____________________________________________________ 
 
Email address: _____________________________________________________ 
 
Departure Date (from home): _____________________________________________________ 
 
Return Date (Return to home): _____________________________________________________ 
 
Countries to be visited: _____________________________________________________ 
 
House Doctor Name and tel: _____________________________________________________ 
 
Next of Kin: _____________________________________________________ 
 
Telephone number: _____________________________________________________ 
 
Please indicate with an asterisk (*) to which e-mail/fax the Travel Protection Certificate must be sent 
 
Fax to: …………………………………………………………………………... or Email to:..…………………………………………………….  
 
NOTE: The following should be noted and refers only to claims incurred whilst travelling: 
 
Travel Claims resulting from Pre-existing conditions: The insurer shall not be liable for claims whilst traveling for  hospitalisation, bodily injury, sickness, 
disease or death directly or indirectly caused by related to or in consequence of any pre-existing condition/s including any condition for which a member 
received treatment or advice 12 months prior to the commencement date of the member’s journey or prior to a member joining Namibia Medical Care. Please 
refer to the Policy wording for full benefit details and definitions.  
 


