TOTAL RISK ADMINISTRATORS

GAP COVER CLAIM FORM

P.O.Box 1181, Parklands, 2121 - 12 Jersey Drive, Longmeadow Business Estate East, Longmeadow, 1609
Tel (011) 372 1500 - Fax (011) 372 1579 - E mail: gapcover@totalmed.co.za

IMPORTANT INFORMATION!!

Please complete the following form and return it to Total Risk Administrators for attention GAP CLAIMS DEPT. as follows:
Via e-mail to gapcover@totalmed.co.za OR by fax to (011) 372-1579 OR by post to P.O.Box 1181, Parklands, 2121.

FOR OFFICE USE ONLY
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NB! Please attach all documentary evidence to support this claim, i.e. service provider account and medical aid statement.

SECTION 3 - BANKING DETAILS

Please deposit the proceeds of this claim into the following bank account.
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I, the undersigned,

declare that the aforegoing details are, to the best of my knowledge true, correct and complete.
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