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APPLICATION FORM 
 

 
 

 
    

    n° I1310 

 
 

1.  Identification 
 

 

 

 
For medical expenses’ reimbursements through bank transfer, please attach a “rib” or account statement or another document with 
banking account number and bank address codes. 
 
* Please attach a copy of passport with application 
 

2.  Other persons to ensure (FOR FAMILY APPLICATION ONLY. FOR A COUPLE, PLEASE FILL OUT 2 DIFFERENT APPLICATION FORMS AND 
MEDICAL QUESTIONNAIRES.) 

 

 
For children under 26 years old at school, it is possible to ensure them on a family contract by providing a school or student certificate. 
 
 

3.  Starting date of insurance   (dd/mm/aaaa)  
 

 
 Earliest date will be the day after reception of application. 
 

LAST NAME: FIRST NAME: 

DATE OF BIRTH (dd/mm/aaaa): NATIONALITY*: 

COMPANY: PHONE NUMBER: 

PASSPORT NUMBER: FAX: 

COUNTRY OF RESIDENCE ABROAD : E-MAIL: 

GENDER:           � F            � M   

ADDRESS IN THE COUNTRY OF ORIGIN:  

 CITY: 

COUNTRY: POSTAL CODE: 

LOCAL ADDRESS (FOR SENDING APPLICATION AND CLAIMS’ DOCUMENTS): 

 CITY: 

COUNTRY: POSTAL CODE: 

 Last Name First Name Gender 
Date of birth :  

dd/mm/aa 

Spouse   � M � F  

CHILD   � M � F  

CHILD   � M � F  

CHILD   � M � F  

CHILD   � M � F  

STARTING DATE:   /        /  
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4.  Choice of insurance (check one of the boxes below corresponding to the insurance plan chosen)  
 
 

 
* Option: Dental and optical care, maternity 
(1) Package includes medical cover + civil liability + Assistance/Repatriation  
(2) Menu includes medical cover + civil liability + Assistance/Repatriation + Personal accident/Temporary incapacity/Permanent disability 
* Civil Liability included in the Basic option of Indice40 
 

 

 

 

5.  Payment 
 

 

 

 
Our advice: The easiest and cheapest way to pay is per bank transfer or credit card. 
 
*In case of automatic debit (from a French banking account only), thank you for filling up the authorization next page. 
 

 

MONDASSUR 
84, rue du Dôme 
92100 BOULOGNE - FRANCE 
 
I give mandate to ASFE to choose the organisations they will select in the best of my interests and represent me. I acknowledge 
I have read the general and particular conditions of the contract and accept them. 

 

   
 

 

Applicant’s signature preceeded of the mention « re ad and approved » 

CONTRAT AT 1ST
 EURO 

MEDICAL COVER + 

CIVIL LIABILITY* PACKAGE
(1) MENU

(2)      QUARTERLY FEE 

INDICE30 BASIC � � �   € 

INDICE30 BASIC + OPTION* � � �   € 

INDICE40 BASIC � � �   € 

INDICE40 BASIC + OPTION* � � �   € 

ASU 90 IN $ � � �   $ 

ASU 90 IN € � � �   € 

ASU 100 IN € � � �   € 

LIFETIME AND AD&D BENEFITS (<55 YEARS OLD) AMOUNT CHOSEN QUARTERLY FEE 

ACCIDENTAL DEATH AND DISMEMBERMENT    € 

ANNUITY EDUCATION, NUMBER OF CHILDREN:     € 

PERMANENT TOTAL DISABILITY    € 

DAILY INDEMNITY    € 

BENEFICIARY CLAUSE  (in case of death)  

� I DESIGNATE AS BENEFICIARY my spouse not divorced, not separated by a final decision if not my surviving children in equal shares 
between them, if not my parents equally among them or survivors of them, if not my heirs in equal shares between them. 

� I DESIGNATE AS BENEFICIARY(S) : 

 

TOTAL  FEE (PLAN + OPTIONS CHOSEN): 

I CHOOSE TO PAY MY CONTRIBUTIONS:        �  ANNUALLY    �   PER SEMESTER      �  QUARTERLY 

BY USING THE FOLLOWING MODE:  

�  VISA CARD OR MASTERCARD OR AMEX        �  BANK TRANSFER �   FRENCH cHECK  �  AUTOMATIC DEBIT* 

  NAME AND ADDRESS OF PAYMENT INVOICES : 

  Done at   Date 
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In case, you wish to pay per bank automatic debit from a French banking account, please fill out the form below and 
send it us back with a “RIB”. 
 

 
I authorize the bank to deduct from my account, given the amount is available, every quarterly amount of the fees due to the 
creditor designated hereafter. In case of litigation on a transfer, I can interrupt operations with a simple notice to my bank. I will 
settle directly the dispute with the creditor. The present authorization is valid until cancellation by myself.  

 
National number: 460 359 

Name and address of the creditor: 
Mobility Saint Honore – 18 rue de Courcelles - 7538 4 Paris cedex 08 
 

 

 

 

DATE:             SIGNATURE: 

 

AUTHORIZATION OF AUTOMATIC BANK DEBIT FROM A FRENCH ACCOUNT:  

YOUR NAME: FIRSTNAME: 

ADDRESS:  

POSTAL CODE: CITY: 

ACCOUNT DETAILS: 

CODE ETABLISSEMENT GUICHET N° OF ACCOUNT CLE RIB 

    

NAME OF THE BANK HOLDER OF THE ACCOUNT:  

ADDRESS:  

POSTAL CODE: CITY: 
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6.  Medical information 
 
From the 3rd  question,  please necessarily answer by « yes » or « no » . 
Neither the dashes nor the blanks are valid. 

 
 If you answered yes to a question, thank you for writing all the useful details on another page dated and signed from you, under 
confidential folder, to the doctor’s attention with date, reasons, secondary effects, nature of the treatment, length… 
 

 
I undersign, certify, responding accurately and honestly to questions of this form, having not failed to disclose any information 
that could mislead Insurers’ Associations (it being understood that the articles L.113-8 and L.113-9 of the French insurance 
Code require the invalidation of the insurance and the reduction of benefits if a false statement is proved).  

 
 
 
 

Applicant’s signature preceeded of the mention « re ad and approved » 
 
 
 
 
 
 
 
 

After acceptance by the insurer (please note that, depending on declarations and benefits desired, you may be asked for additional medical 
evidence), you will receive a certificate of insurance with insurance coverage conditions. Upon receipt of payment and original documents, your 
insurance plan will begin on the date written on the insurance certificate.  

 

 YOU SPOUSE CHILD 1 CHILD 2 CHILD 3 Child 4 

1. Weight       

2. Height (size in cm)       

3. Are you currently off work on sick leave?       

4. Did you have, in the last past 3 years a work 
stoppage for over 30 days (for sick leave)?       

5. Did you suffer during the 10 last years of one or 
several surgeries (except removal of the appendix, 
tonsil, adenoids, gall bladder)?       

6. Do you have to be operated soon?       

7. Did you stay in the last 10 years in a hospital, 
clinic, nursing home or thermal centre?         

8. Are you planning to?       

9. Have you been affected over the last 10 years of 
illness, disease or accidents involving medical 
monitoring over 30 days?       

10. Are you currently under medical supervision 
(treatments, medical care) and/or do you take 
medication prescribed by a doctor (other than 
contraceptives)?       

11. Do you benefit from a coverage 100% for medical 
reason through a public health system?       

12. Have you suffered the last 5 years, laboratory 
tests and/or serological witch revealed abnormal?       

13. Do you have a disability military or civil pension 
superior to 15%?       

14. Is a dental treatment ongoing or planned?       

15. Do you daily consume : 
       - More than 10 cigarettes  
       - More than 2 glasses of wine (or equivalent)       

16. Did you ever consume products like marijuana, 
hashish…? 
       - If you stopped, since when?       

17.  Have you ever been in psychotherapy or have 
you consulted a psychiatrist? 
        - If yes, when?       

  Done at:  Date: 
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