
INDIVIDUAL 	 COUPLE 	 FAMILY
$49 per month + GST	 $69 per month + GST	 $79 per month + GST
$69 per month + GST (ages 70+)	 $99 per month + GST (ages 70+)	 $119 per month + GST (ages 70+)	

Royal VIP Health Options Inc. rates are subject to change upon no less than 21 days notice. These rates are for Medical 
Concierge Service only, and do not include coverage for or cost of  medical treatment, medications, travel or accommodations. 
NOTE: Second Opinion Service is only available after 90 days of  Royal VIP Health membership. (Please refer to related 
written documentation which will be provided to you in your Membership Kit)

Name (LAST/FIRST)		  Date of Birth (DD/MM/YY)

Company Name

Company Address  (NUMBER/STREET)

City	 Province	 Postal Code

Phone #	 E-mail	 Fax #

Doctor Name	 Phone #	 Health Card #

Home Address (NUMBER/STREET)

City	 Province	 Postal Code

Phone #	 E-mail	 Fax #

Preferred Language         English        French	 Other 

Preferred Method of Contact              E-mail         Canada Post 

Please Contact me at        Work          Home

     Please call me to arrange a discounted Executive Medical

SPOUSE (COUPLE AND FAMILY PLANS)

Name (LAST/FIRST)	 Date of Birth (DD/MM/YY)

Doctor Name	 Phone #	 Health Card #

MEMBERSHIP APPLICATION

Effective Date of Plan
(dd/mm/yy)

Membership Number
(for office use only)

How did you find out about Royal VIP Health Options?

Name of referral:

PLEASE SEE OVER



MEMBERSHIP TERM
The undersigned shall be enrolled in the Royal VIP Health Options Inc. program commencing on the effective date set out in a written 
notification of acceptance to be delivered to him or her directly to Royal VIP Health Options Head Office at 103-3385 Harvester 
Road, Burlington, ON  L7N 3N2.  The undersigned may cancel such membership, at any time and for any reason, after the first (1st) 
anniversary date of the aforementioned effective date upon at least thirty (30) days’ written notice delivered by hand or registered mail 
to Royal VIP Health Options Inc.

PAYMENT

    Monthly PPA (Please provide a void cheque and 1st month’s preminum)				              

Credit Card:	 Visa	 MasterCard	 AMEX 

    	 Monthly	       Annual 

Name as it appears on card

Card Number		  Card Expiration Date

Signature		  Date

AUTOMATIC BANK WITHDRAWAL

Pre-authorized monthly payments by cheque or credit card made to Royal VIP Health Options Inc.

To have your monthly payments automatically deducted from your bank account, indicate your option of payment on this form and sign below. Include 

a cheque marked “VOID” along  with your first month’s payment to Royal VIP Health Options Inc. Each month Royal VIP Health Options Inc. will debit 

your account. If the withdrawal date falls on a weekend or a statutory holiday, your account will be debited on the next business day.

DEPENDENTS

Name (LAST/FIRST)	 Date of Birth (DD/MM/YY)	 Health Card #

Name (LAST/FIRST)	 Date of Birth (DD/MM/YY)	 Health Card #

Name (LAST/FIRST)	 Date of Birth (DD/MM/YY)	 Health Card #

In the event that the undersigned fails to make any payment when due under the Royal VIP Health Options Inc. program, and such payment is not made, in full, 
within thirty (30) calendar days after written notice is received of such failure, Royal VIP Health Options Inc. shall be entitled, in its sole and absolute discretion,  
to cancel and terminate the undersigned’s membership and any and all related coverage(s) or treatment(s) under the program, without further notice.

 As part of this application, and after being accepted as a member, the undersigned acknowledges and agrees that certain information shall be requested and provided, 
from time to time, concerning his or her personal health, financial and other private matters in connection with the Royal VIP Health Options Inc. program.  By signing 
and delivering this application, the undersigned agrees and consents to Royal VIP Health Options Inc. or its authorized representatives collecting, using, sharing or 
otherwise disclosing such personal and private information for the purposes of such program and for no other or improper purpose.

By signing and returning this form, you acknowledge and agree that Royal VIP Health Options Inc. and its employees, agents and authorized 
distributors are not responsible or liable in any manner for, and will be held harmless by you from any and all claims, demands, losses or damages 
that may arise from, the actions or omissions of the doctors and other health care professionals and related facilities provide treatments and other 
services to you as part of the plans, services and programs contemplated by this Membership Application.

Signature	 Date

Corporate       

Personal

Please bill to (company name)

Attention

Billing Instructions  

RVIP-APP.03.2008Questions? Please call Royal VIP Health Options at 1-888-598-7655

ADDITIONAL DEPENDENTS ON ATTACHED PAGE

I have read the above and agree to all terms and conditions.


