
IST MEDICAL SCHEME CLINIC

REQUEST REFUND SCHEME MEMBERSHIP DEPOSIT

Surname:     First Name: 

Postal Address: 

No. of Persons who had been entered as members under this name: 

Date of Leaving the Scheme:  

Signature:  __________________________        Date:   

For Official Use:

Amount and currency to be refunded:
                                                                        

Receipt No. : ____________________________   Date of Deposit:  _________________

Signature of Medical Practitioner:

Submitted on Date: ____/_____/_______

Refunded amount and currency: ____________________________

Cheque No. / Cash: ____________________   Date: ____/____/______

Received by (Name): ____________________________

Signature: ______________________

Belia Klaassen, MD
Ype Smit, MD

P.O. Box 2651
Dar es Salaam, Tanzania
Tel.+255 22 2601307/08
Fax +255 22 2600127
Mobile: 0754-783393
Email: istclinic@istclinic.com
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