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EUROPEAN VOLUNTARY SERVICE

GROUP INSURANCE PLAN ENROLMENT FORM 

FOR MULTILATERAL, SPECIAL EVENT AND THIRD COUNTRIES PROJECTS 
	SECTION A   -   VOLUNTEER 
1.
Family Name: ______________________________________
2.
First Name: _____________________________

3.
Gender: 
[image: image2.wmf]
Female 
[image: image3.wmf]
Male

4.
Date of Birth : _______________________________________
5.
Place of Birth:____________________________

6.
Nationality: ________________________________________
7.
Passport Number: _______________________

8.
Social Security Number and Country :________________________________________________________________

9.
Are you eligible for benefits from any Social Security or government plan or do you have any other medical 
insurance in force today ? 
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No 
[image: image5.wmf]
Yes  (please describe) : _________________________________


________________________________________________________________________________________________


________________________________________________________________________________________________

10. Languages spoken: 1)_______________________
2) _________________________
3)
___________________


11. E 111 Cover 
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does not apply 



[image: image7.wmf] 
is valid : 
from: _____________________
until : ___________________________


	

	
	

	SECTION B  -  ADDRESS 

	ADDRESS IN SENDING COUNTRY :  

1.
Street Address:_________________________________


_______________________________________________


Town:_________________________________________

Postal Code: _________________________________


Country: ____________________________________

2.
Telephone: ___________________________________

3.
Fax: _________________________________________

4.
E-Mail: _____________________________________
	ADDRESS IN HOSTING COUNTRY  :

5.
Street Address: _______________________________


_____________________________________________


Town:________________________________________


Postal Code : __________________________________


Country : _____________________________________

6.
Telephone: ___________________________________

7.
Fax: _________________________________________

8.
E-Mail: ______________________________________

	

	SECTION C  -  CONTACT IN THE EVENT OF AN EMERGENCY 

	SENDING COUNTRY 

1.
Name: _________________________________________


_______________________________________________

2.
Telephone: ___________________________________

3.
Fax: _________________________________________
4.
Relationship to Volunteer:  _________________

_____________________________________________


	HOSTING COUNTRY  :

5.
Name: _______________________________________


_____________________________________________

6.
Telephone:____________________________________

7.
Fax: _________________________________________
8.
Relationship to Volunteer: _____________________

_________________________________________________

9.
Family Doctor's Name and Telephone : _________

________________________________________________




	SECTION D  -  PAYMENT OF BENEFITS 

Would you like to receive the reimbursement payment by :
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Cheque 
[image: image9.wmf]
Bank-to-Bank Transfer

Currency of  your bank account : _____________________________________

For bank-to-bank transfers, please complete the following: Account Number: ______________________________

Sort Code: ___________________________________
BIC/Swift Code: ___________________________________

Bank Name and Branch  : _____________________________________________________________________________

Bank  Address : 
___________________________________________________________________________________


___________________________________________________________________________________

(Town) 

(Postal Code)

(Country) 


	SECTION E  -  BENEFICIARY DESIGNATION FOR LUMP SUM DEATH BENEFIT

INSTRUCTIONS :  State full name, family relationship (if any), address (if possible) for each person named. 

Whenever the benefit is to be shared between two or more persons, specify  in what proportion each is to share.



	

	STATEMENT

I declare that the information provided above is true and complete. I understand that the data contained in this form will be used respecting the privacy of individual persons and that I may consult the files maintained on my behalf by the Insurer or its agents and rectify any error. 

Signature of Volunteer : 

Date : 




	Thank you for taking the time to fill out thoroughly the enrolment form 

which should be forwarded immediately to the Coordinator 


	TO BE COMPLETED BY THE COORDINATOR  

1.
EVS Project Title: ________________________________________
2.
EVS Project Number:_______________

3.
Coordinator Name and Address: ____________________________________________________________________

_____________________________________________________________________________________________________

4.
Coordinator Contact Person: _______________________________________________________________________

5.
Coordinator Telephone:_____________________________
Fax:______________________________________

6.
Sending Organisation Name and Address: ____________________________________________________________

_____________________________________________________________________________________________________ 

7.
Sending Organisation Contact Person: ______________________________________________________________

8.
Sending Organisation Telephone:_____________________________
Fax:________________________________ 

9.
Hosting Organisation Name: ______________________________________
10.
Country: ______________________

11. Hosting Organisation Contact Person: ______________________________________________________________

12. Hosting Organisation Telephone:_____________________________
Fax:________________________________

13. Volunteer Name: __________________________________________________________________________________

14. Volunteering Starting Date: _________________________
Volunteering Ending Date:______________________

15. Cover should be: [image: image10.wmf]
Complementary Cover (E 111) from :______________
until : ____________________
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Total Cover  from :
______________
until : ________________
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Third Countries Cover from : ________________
until: ___________________ 


If Complementary cover is chosen, please attach a copy of the Volunteer's E 111 form which indicates at 3.1 the beginning and ending dates of authorised E 111 cover 

16. Name and Title of Coordinator  Signatory: _____________________________________________________

17. Authorized Signature:
18.
Date:



	The Group Insurance Plan Enrolment Form (including the copy of the E 111 form) should be faxed to AXA‑European Benefits (+33-1-42-81-99-03). The original should be kept by the Coordinator.
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