						Appendix A: Sappers Memorial Trust Rental Policy

APPLICATION TO REGISTER INTEREST TOWARDS RENTING ACCOMMODATION IN A SAPPERS MEMORIAL TRUST RETIREMENT VILLAGE
	NAME OF RETIREMENT VILLAGE:

	

	PERSONAL INFORMATION

	Primary Tenant:
	

	ID Number:
	Age:
	Full Names and Surname:

	Phone Number:
	E Mail Address:

	
	

	Spouse/Life Partner:
	

	ID Number
	Age:
	Full Names and Surname:

	Phone Number:
	E-Mail Address:

	Relationship to Primary Tenant
	

	

	CURRENT ADDRESS AND RESIDENTIAL DETAIL

	Current Home Address
	

	Duration of residence at current address
	

	If Owner of property:
	

	Estimated Property Value
	

	Are you planning to sell/rent the property (If "yes" provide detail)
	

	If Renting:
	

	Monthly rental amount
	

	Name of property owner/rental agency
	

	Contact details of property owner/rental agency
	

	

	MILITARY SERVICE
	Corps
	From
	To
	Remarks

	Regular Force Service:
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	National Service:
	
	
	
	

	
	
	
	
	

	Reserve/Citizen Force Service:
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	MEMBERSHIP OF SAPPERS FOUNDATION/REGISTERED FRIEND OF THE SAPPERS MEMORIAL TRUST

	Membership of Sappers Association/ Foundation?
Yes/No:
	Year of Registration:
	Remarks:

	Are you a registered "Friend of the Sappers Memorial Trust"? Yes/No:
	Year of Registration:
	Remarks:

	Membership Other Veterans Organization?
Yes/No:
	Name of Organization:
	Date of Registration:
	Remarks:

	

	DECLARATION OF INCOME

	Gross Annual Income

	

	Primary Source of income


	

	HEALTH DECLARATION
	
	
	

	Are you/your spouse generally in good health with no serious chronic ailments or conditions

	Primary Tenant
	Yes/No
	If "no" provide detail:

	
	
	
	

	
	Spouse /Partner
	Yes/No
	If "no" provide detail:

	
	
	
	

	Do you/your spouse suffer from any Medically managed non-life threatening medical condition?

	Primary Tenant


	Yes/No
	If "yes" provide detail:

	
	
	
	

	
	Spouse /Partner 

	Yes/No
	If "yes" provide detail:

	
	
	
	

	Do you/your spouse suffer from any Medically managed life threatening condition?


	Primary Tenant
	Yes/No
	If "yes" provide detail:

	
	
	
	

	
	Spouse /Partner
	Yes/No
	If "yes" provide detail:

	
	
	
	

	Do you/your spouse require full time care/ assistance or frail care?


	Primary Tenant
	Yes/No
	If "yes" provide detail:

	
	
	
	

	
	Spouse /Partner
	Yes/No
	If "yes" provide detail:

	
	
	
	

	

	MEDICAL FUND/SCHEME

	Military Medical Continuation Fund?
Yes/No:
	

	Medical Fund?
Yes/No:
	

	If "Yes" provide the following:
	

	     Medical Fund Name:
	

	     Type of Cover: Tic appropriate box
	Comprehensive
	
	Hospital Plan
	
	Other Medical Cover
	

	Details with regards to medical      cover:



	



I hereby declare that the information provided above is to the best of my knowledge true, complete and correct.



_____________________
SIGNATURE APPLICANT					Date:...............................

