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Declaration - Privacy Act
Pursuant to the Privacy Act 1993 (and the Health Information Privacy code 1994) the following is brought to your attention:

i.  Your application collects personal information about you and other named applicants to enable Union Medical Benefits Society
Limited to evaluate and administer the cover you seek.

ii. You are required by law to disclose information that is relevant to the cover you require. Failure to provide this information may
result in your application for cover being declined or your cover being void.

iii. This information will be held by the Union Medical Benefits Society Limited whose Head Office is 163 Gloucester Street, Christchurch,
and any agency involved in completing your application.

iv. You have the right to access and to request correction of this information, subject to the provisions of the Privacy Act 1993.

v. UniMed will, in the main, be able to treat the information you supply as confidential between you and us. Here are some situations
however where this will not be possible. These are:

a. To offer the best acceptance terms, we may need to share the information with reinsurers.

b. Statistical purposes (you will not be identified).
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the Applicant at ~ fully on the benefits and Conditions of Membership as outlined in the brochure
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of the Health Plan selected by him/her.

2. | further confirm that | have given no advice that breaches the Rules of the Society and that | have fully explained the provisions of
the policy to the Applicant. | have only given advice on which | have authority and am competent, and have referred all other queries
to the Society in writing and they accompany this Application Form.
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Applicant’s Declaration
1. | acknowledge having read and understood the significance of the ‘Important Information’ contained in this Application Form.

2. | declare all entries made on this form to be true and correct and that | am not aware of any other circumstance which might affect
the risk of insurance on my health or that of any other person listed on my application. | acknowledge that failure to make this
declaration truthfully may invalidate my insurance.

3. lunderstand that the Society’s Membership/Sales Representative does not have authority to advise me upon such disclosure and
that the said Representative has explained the terms and conditions of the Society.

4. | understand that the written declaration in the Application Form constitutes the basis of the contract with the Society. No oral
representations, inducements, statements or promises made by or on behalf of either party, including the Sales Representative, and
not contained in the Application Form or the brochure for the Health Plan selected shall be relied upon or binding.

5. | agree that any payment accompanying this application shall be a deposit only and | understand that any coverage will not commence
until the Society has issued a Membership Certificate.

6. | understand that any special joining concessions or restrictions of cover in relation to my declared existing conditions will be shown
on my Membership Certificate.

7. | authorise the obtaining of any personal medical information the Society may require in respect of this application or future claims
as submitted by me, from any doctor who has attended or examined me or my listed dependants.

8. | agree to be bound by the Rules of the Society and the Conditions of Membership.
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YOUR HEALTH INSURER

RATINGS & INSPECTIONS PRIVACY ACT
Under the Insurance Companies (Ratings & Inspections) Act 1994, Union Medical The Privacy Act 1993 requires UniMed to inform you about certain rights and
Benefits Society Limited is not required to have a rating, and has elected not to be obligations relating to the information which we collect on this form. In this regard

rated as it provides health insurance only. we recommend that you read the declaration at the rear of this form.



