
ArogyaOnline Classic Membership Form 

 

 

 

 

Partner Name  

Partner Code  

Contact No.  

 
 

 

A)Personal 

                First Name*     
                                                                      
          Middle Name                                                                                                            Last Name                  
               
 
              Date of Birth *                                                              Blood Group*  O+          O-         A+         A-            B+          B- 
                                                                                                  (tick √ Appropriately) AB+                AB-               Not Known                                                                                                                                 
 
             Gender *                Male                      Female                             Marital Status *     Single               Married              
 
             Mobile (Personal )*                 -                                                               Mobile( Work)                                                                      
 
  

           Preferred Mobile No. to  Print on card*(Tick √) -Personal         Work          
            
            Email (Personal )*                                                                                                                                               
           
            Email id ( work)            
            

          Preferred Mobile No. to  Print on card* -   Personal        Work         ( tick) 
                    

B)Address 
Correspondence 
Address                                                                                                                                              

 
                                                                                                                                                                  Area 
              
            City                                                                       State                                                            
            

       Country                                                                      Pin Code 
 
Permanent Address 
Address                                                                                                                                               

 
                                                                                                                                                                 Area 
              
            City                                                                             State                                                                               
            
           Country                                                                                 Pin Code 

 



 C) Family          No. of family members (excluding me)                   Membership Required                

 
 

# First name Last Name D.O.B M/
F 

Blood 
Group 

Relationship Member 
required 
Yes/ No 

        

        

        

        

        

        

        

       
 
 
 
 
 
 
 
 
 
 

                   D) Emergency  

              Personal Contact Name 
                     Contact Name                                                                               

                             
               Contact No.                 Contact Number 

   

                     Medical 
              Name of doctor                                                                    
 
             Contact No.                                                                             Location 

      

 

Conta                                               
ct Number 

 
Location 

        E) Medical Details 

Medical conditions known 

Hypertension                    Diabetes type 1               Diabetes Type 2                 Diabetes- hypertension  

Heart attack                       Asthma                             Epilepsy               Alzheimer’s          Parkinson’s             

Cancer          Others 

             

 Allergies                                                        /Not known as on date 

F) Payment 

Cash          Cheque         DD             Date                                           Amount                                

 

 Bank                                                          Branch                                                          place             

 

G) Period of Membership 
   From                           to      to                              

 

Applicant’s Signature                          Date 

 

 

   

Please read the Disclaimer and Terms & Conditions and give your acceptance 

I have read the Disclaimer and hereby accept the Terms & Conditions  
 


