
 

 
                                     Please complete in full and sign and date below 

 

OFFICE USE 

                                                                     

                                                                                                      DFD _________________ 

  

  
                                      

                                                                                                      Date of Cover __________ 

 

 

 OFFICE USE 

         Name of Bank                  --------------------------------------------------    

or Credit Union:  

 DFD _________________ 

Date of Cover __________ 

 
    

 Branch   -------------------------------------------------- 
 

   

 Sort Code / BIC:  -------------------------------------------------- 
 

 

 Account Number /  -------------------------------------------------- 

 IBAN Number :   
 

 
 

 Other information required  

 For our own records 
 
 

 Your PPS number:  -------------------------------------------- 
 

 E-mail Address  --------------------------------------------- 
 

 Phone Number 

 (Mobile Ideally)  --------------------------------------------- 

 
 

 

 

          Signature: ____________________   Reg No: _____________    Date: ____________ 

 
 

 

St Paul’s Garda Medical Aid Society 

Plaza 255, Blanchardstown Corporate Park 2, Ballycoolin Road Dublin 15 

Tel: 01/8991604 Fax:01/ 8991707 

E-mail: customerservice@medicalaid.ie 

Website: www.medicalaid.ie 

mailto:customerservice@medicalaid.ie

