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’f'CBHS Transfer Certificate

Lq CBHS Health Fund Limited
HEALTH FUND ABN 87 087 648 717

If you or your partner are transferring from another registered Health
Fund, CBHS will cancel your existing health fund membership for you.
Waiting periods are waived only if you transfer to an equivalent level of
cover and have served all waiting periods with your existing fund. Benefits
cannot be paid until your previous fund forwards a transfer certificate to
CBHS.

Existing fund details
Fund name
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Membership number
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Date CBHS cover will commence
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Title Owvr Qwrs  QOmiss OMs QOpr
Surname DDDDDDDDDDDDDDD
Given names DDDDDDDDDDDDDDD
Date of birth DD / DD / DDDD

I hereby authorise CBHS Health Fund Limited to terminate my
membership with your organisation (if still current) and/or obtain details
about my membership, including my eligibility for a 35% or 40% Rebate
under the increased Private Health Insurance Rebate. If applicable, any
refund of contributions paid in advance of the date my CBHS cover
commences should be sent to the recorded address.

Please provide information to CBHS about:

() Myself () My partner ) My dependants
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* The person signing this form must have legal responsibility for the
“other fund” membership.
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