
Congratulations on choosing to study in Australia. We hope that while you’re here, you
enjoy good health, but if you fall ill while studying, your Overseas Student Health Cover
with Australian Health Management (ahm) will help you with your medical bills.

Joining is easy

• Complete this application form and mail to: ahm OSHC, Locked Bag 1006, Matraville NSW 2036 or

• If your campus has an agreement with ahm, you can give it to your OSHC representative to process the application
for you.

• If you’d also like cover for dental, optical, therapies and other health improvement services, call us or go online for more
information about your extras cover options.

How to complete this application form

1. Complete sections 1 through to 11 and Section 14

2. If you answered Yes to Section 11, you will need to also complete Section 12

3. If you’d like us to pay your claims directly into your bank account, you will need to complete Section 13.

Make sure you have signed and dated the form in Section 14 before posting to ahm.

Phone: 134 ahm (134 246)   Fax: 1300 329 246  Email: oshc@ahm.com.au  Web: www.ahm.com.au/oshc

ahm OSHC
Application Form

Overseas Student Health Cover

*1201C*



Postal address in Australia
Street address or PO Box number

Suburb State Postcode

Email

Phone Mobile phone

Address in your home country
Street address

City

State Zip Code Country

Student visa details
Date of arrival in Australia (DDMMYY) Student visa number Student visa start date (DDMMYY) Student visa end date (DDMMYY)

Period of visa in months Other (please write in length of student visa)
3 months 6 months 9 months 12 months

Details of educational institution in Australia
Name of educational Institution State Student number

Level of cover? Single Family

Length of cover? 3 months 6 months 9 months 12 months 2 years 3 years Other

Date cover to start? (DDMMYY)

Your details
Title First names

Surname

Date of birth (DDMMYY) Gender (X) Country of birth

M F

� USE BLACK PEN ONLY AND PRINT IN UPPERCASE

X X X 

X X 

X X X X X X 

X 

1.

2.

3.

6.

7.

8.

4.

5.



Details of persons to be covered If you don’t have enough space, please attach a separate sheet with the extra information. Please let us
know if anyone has a pre-existing condition (such as diabetes, asthma, arthritis, heart disease or high blood pressure).

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

Title First name Surname (if different to policy holder)

Date of birth (DDMMYY) Relationship to policy holder Pre-existing conditions

To pay for your cover, please complete this section

Full name

Type of card Mastercard Visa American Express

Credit card number Expiry date (MMYY) AMEX ID Code

Name on card

I/WE authorise Australian Health Management Group Pty Limited to charge my health insurance payments to my credit card.

Signed in accordance with account authority.

1.

3.

2.

4.

5.

6.

7.

9.

10.

X X X 

SIGN
HERE DATE: / /



Are you transferring from another OSHC provider?
NO YES If yes, what is the name of your current OSHC provider?

Transfer certificate If you have OSHC with another OSHC provider, we need a Transfer Certificate from them to make sure any waiting periods
you have already served are recognised. Make sure you complete this section.

TO: Name of existing OSHC provider Membership Number Date joined (DDMMYY) Financial date (DDMMYY)

Surname

Given names Date of birth (DDMMYY)

Street address

Suburb State Postcode

PLEASE NOTE: YOU MUST CONTACT YOUR EXISTING OSHC PROVIDER TO OBTAIN A REFUND OF ANY PREMIUMS YOU HAVE PAID IN ADVANCE.

I hereby authorise Australian Health Management to terminate my policy with your organisation and obtain full details about my policy. I also
authorise ahm, on my behalf, to obtain information, if appropriate from you in respect of policy details including benefit payment entitlements.

Account details for payment of benefits If you’d like us to pay your claims directly into your Australian account, please complete the
details below. Once you do this, you can use our phone and internet claiming services. (Please note: We can’t pay benefits into a credit card account).
Name of financial institution Address of financial institution

Name of account holder BSB number Financial institution account number

Signature
I hereby apply to become an OSHC policy holder of Australian Health Management Group Pty Limited ABN 96 003 683 298, a private health insurer.
I declare the preceding statements are true and complete and agree to be bound by the rules of the fund. I understand the fund may refuse payment
of benefits if preceding statements are false in any respect. I understand that the information provided by me to ahm may be disclosed to other
organisations but only for the purpose of providing me or my family with the services to which I am entitled as a policyholder. I authorise ahm to
confirm relevant information with my educational institution or relevant government department.

Your privacy
Australian Health Management Group Pty Limited (ahm) is subject to the Privacy Act 1988 and complies with the principles for handling your personal
information. ahm’s privacy policy can be viewed on the ahm web site www.ahm.com.au or you can call us on 134 246 to have a copy of the policy
posted or emailed to you.

Australian Health Management Group Pty Limited ABN 96 003 683 298. A private health insurer.

SIGN
HERE DATE: / /

SIGN
HERE DATE: / /

150109

12.

11.

13.

14.

Please complete Section 12
of this application form.

X X 


