PPLICATION
FORM


http://www.suremedhealth.co.za/

CALL CENTRE:

Title: Initials: Surname:

First Names: (as per ID document)

Date of Birth:

Identity Number / Passport Number: Country of issue: RSA PASSPORT OTHER

=0 0 C

Postal Address: Physical Address:

Please select one option by placing an “X" in
the appropriate box

Marital Status Gender
Single | | Married I:I Widowed D Divorced

Monthly household income:

Telephone Number (Work):

L]

Telephone Number (Home):

Cellular Number: (Proof of both) Member's
income:

- Spouse’s
E-mail: income:

Name of Employer:

Please indicate preferred method of communication -

L Start date of Employment:
E-mail: SMS: D Post: D

Occupation / Designation:

Clock / Payroll Number:

Title: Initials: Surname:

First Names: (as per ID document)

Date of Birth:

Marital Status: Single D Married I:] Widowed D Divorced D Gender: M

Identity Number / Passport Number: Country of issue: RSA PASSPORT OTHER

ID type: D |:] |
Postal Address: Physical Address:
Telephone Number (Work): Cellular Number:
Telephone Number (Home): E-mail:




SECTION 2 - YOUR DEPENDANT’S DETAILS (continued)

A. DEPENDANT’S DETAILS

NOTE: Acceptance of dependants will be decided in accordance with the Scheme Rules.

D1 Name: Date of Birth:i
Surname: Gender: | | | | |
Identity Number / . .
Passport Number: Relationship:

D2 Name: [

Date of Birth: |

Surname: Gender: | | | | |

Identity Number /
Passport Number:

Relationship:

Bl Name: Date of Birth::
Surname: Gender: | | | | |
g:fgstg)cl)rt,\ll\luur?nbbeerr: / Relationship:

B Name: Date of Birth:
Surname: Gender: | | | | |
:?(’jaesnstg)ért'\ll\luunr;lbbeerr: / Relationship:

| Name: DateofBirth::
Surname: Gender: | | | | |
g‘::stg)cl)rtl\ll\luun:nbbegr: : Relationship:

D6 Name: [

Date of Birth: |

Surname: Gender: | | | | |

Identity Number / ’ .
Passport Number: Relationship:

SECTION 3 - PREVIOUS MEDICAL SCHEMES OF PRINCIPAL MEMBER / SPOUSE / DEPENDANTS

Please provide full details of previous membership of registered Medical schemes (starting with most recent) and provide proof by attaching your
Certificates of Membership. (Your previous scheme membership card will not be accepted)

PRINCIPAL MEMBER
Scheme Name:

Certificate Attached:
Date from COMPULSORY
Membership Number:
Years/Months on
Date to: Medical Aid:
Scheme Name:
Certificate Attached:
Date from COMPULSORY
Membership Number:
Years/Months on
Date to: | Medical Aid:

SPOUSE’S / DEPENDANT’S INFORMATION (If different from principal member)
Scheme Name:

. Certificate Attached:
Date from: COMPULSORY

Membership Number:

Years/Months on

Date to: Medical Aid:
Scheme Name:
Certificate Attached:
Date from: COMPULSORY

Membership Number:

) Years/Months  of
Date to: Medical Aid:
Have you, your spouse or any other dependant’s ever been refused cover or offered cover on special terms
by a life assurance company or medical scheme?:

\If yes, please give details of the reason: /




SECTION 4 « YOUR HEALTH PLAN

OFFICE USE ONLY
Please select your heath plan by placing an “X” in the appropriate box o
Meonthly Centribution
CHALLENGER D NAVIGATOR D
‘Total Monthly Contribution
(Including late joiner fee and any additional fee)
SHUTTLE D EXPLORER D - -
ADDITIONAL MEMBERSHIP CARD REQUIRED? YES NO
Joining date: FOR FURTHER DETAILS PLEASE REFER TO THE LATEST BENEFIT GUIDE

SECTION 5 « INTERMEDIARY DETAILS

Application Information: New business: D Addition to existing group: D Group size:

Name of group / individual: Joining date-

Intermediary Details:

Brokerage name: CMS number: CMS number expiry date:
FSB License number: Start date:

Broker name: CMS number: CMS number expiry date:
FSB License number: Start date:

Te\ephor_ue Fax Number:

Number:

Cellular E-mail-

Number:

Please indicate preferred method of communication - E-mail: D SMS: D Post: D
Broker Signature: Date:

SECTION 6 » PERSAL DETAILS (GOVERNMENT EMPLOYEES ONLY) (copy of payslip required)

Persal Organisation number:

SECTION 7 « BANKING DETAILS FOR COLLECTING CONTRIBUTIONS

These dstails apply when you pay your total contributions without your employers help. TYPE OF ACCOUNT:
. BRANCH NAME c t
BANK: AND TOWN-: urren I:I

Savings |:I
NAME OF ACCOUNT HOLDER: | | Transmission I:I

BRANCH NUMBER: | | | | |

ACCOUNT NUMBER: | | | | | | | |

| hereby authorise PROVIDENCE Healthcare Risk Managers (Pty) Ltd. to debit my bank account, wherever it may be conducted for any amount due in
respect of monthly contributions or any other amounts due in terms of the rules of the Scheme. | undertake to advise PROVIDENCE at PO. Box 1672,
Port Elizabeth, 6000 of any changes to my present account details.

Please use this account for claim refunds: |:| YES D NO

Signature of account holder: Signature of main applicant:

If you are using someons else’s banking account, please ensure that you have signed confirmation/authorisation from the account holder

Please attach a copy of a cancelled chegue or bank statement to confirm account details.
SECTION 8 « BANKING DETAILS FOR CLAIM REFUNDS

This section only applies if your claim refunds should be paid into a different account from which contributions are collected. TYPE OF ACCOUNT:
BANK: BRANCH NAME Current |:|
AND TOWN:
Savings |:|
NAME OF ACCOUNT HOLDER: Transmission D
sccountwumeer: | | | | | [ | | [ [ [ | [ ]

| the main member authonise any claim refunds to be paid into the bank account details provided above and | acknowledge that once claims have
been refunded into this bank account chosen, the Scheme will no longer be liable in anyway for the amounts refunded.

Signature of account holder: Signature of main applicant:
\Please attach a copy of a cancelled cheque or bank statement to confirm account details. /




Have you or any of your dependants ever experienced, been treated for (prior to 12 months of application date), or currently suffer from any of the following conditions?

MEDICAL HI

CONDITION CATEGORY

(Indicate with an X, if “Y" indicate beneficiary/ies)

SELECT BENEFICIARY/IES
M = Member / S = Spouse
1-6 = oldest to youngest child

(Indicate with an X)

Medical
Diagnosis

Date first
diagnosed

Date of last
related
symtoms,
consultation or
hospitalisation

Medication used
for this condition
and date last
taken

Currently on
treatment for this
condition (Y/N)

. Cardiovascular (Heart) .g. High blood pressure,

Raised cholesterol, Heart failure, Angina {chest painj,
Heart attack, Heart murmurs, Palpitations, Rheumatic
fever, Previous heart surgery

Blood e.g. Haemophilia, Bleeding disorders,
Thrombosis (blood clots|, Leukaemia, Lymphoma

Mental/Emotion e.g. Depression, Anxiety, Anorexia
or other eating disorder, Attention Deficit Hyperactivity
Disorder, Schizophrenia, Alzheimer’s Dizease

Nervous

m e.g. lpile sy, Multiple sclerosis,
Paralysis,

arkinson’s, Stroke, Migraine

Eyes e.g. Glaucoma. Cataract, Macular degeneration.
Vizual impaiment, Conjunctivitis, Disorders of the
cornea

Mouth e.g. Dental problems, Gum disease,
Over/underbite, Mizaing/skew teeth, Planned dental
treatment

Ear, Nose and Throat e.g. Allergic rhinitis, Ear
infections, Hearing/speech impairment, Tinnitus
(Ringing eara)

Respiratory e.g. Asthma, Chronic Obstructive
Pulmonary Dizease, Cystic fibrosis, Emphysema,
Chronic bronchitis, Shortness of breath, Persistent
cough, Coughing up blood, Any lung zurgery

Gastrointestinal e.g. Peptic ulcer, Heartburn, bmitable
bowel, Ulcerative colitis, Hiatus hernia

10.

Liver/Pancreatic Disorders =.g. Hepatitiz, Cirrhosis,
Liver failure, Gallstones, Pancreatitis

1.

Kidney/Urinary/Reproductive system =.9. Renal

failure, Prostate problem, Kidney stone, Recurrent

mecnon. Nephritis, Blood/Protein in urine, Polycystic
idneys

12.

Gynaecological e.g. Ovarian cysts, Endometriosis,
Fibroid, Disorder of the cervix, Menstrual disorder

13.

Skin problems .g9. Eczema, Acne, Rosacea,
Psoriasis

. Muscle/Bones e.g. Osteoporosis, Gout, Arthritis

(Osteo or Rheumatoid). Pain, Previous fractures,
Myazthenia gravis, Loaz of limb, Back
problems/Operations, Slipped disk, Backache

15.

Connective tissue disorders =.g. Systemic lupus
erythematoasie, Scleroderma.
Dermatomyositia/Polymyositis, Mixed connective
tiszue disorder

w
an

16.

Metabolic/Endocrine e.g. Diabetes, Thyroid problem,
Addizon’s dizease, Growth problems. Pituitary
orobhlema.  Cushina’z avndrome

1

-

. Infections/tumors e.g. HIV, Cancer, Hepatitis,

Tuberculosis, Benign tumors

. Other Please specify

Y

N

M

s |1

2

3

=
[4,]

If you or your spouse / dependant requires chronic medication a Chronic form must be completed as well.

19. Height (Metres) Member (M) Spouse (S) 1 2 3 4 5
20. Weight (Kilograms) Member (M) Spouse (5) 1 2 3 4 5
QUESTIONS (If “Y" indicate applicable beneficiary/ies) SELECT BENEFICIARY/IES | DETAILS
21. Do youw'your dependants smoke? Y| N M S 1(2)|3|4|5
22. Are yow'your dependants pregnant or suspect pregnancy? Y| N M 5 112|345 |How many weeks?
23. Have youw'any of your dependants undergona an operation recenthy? W N M S 1(2|3|4|5
24. Do youfany of your dependants consume alcohol? Specily details ¥ | N M 5 1|23 |4 |5 |Rarely| ¥ | N | Moderately | ¥ | N | Frequently| ¥ | M
25. Do youfyour dependants take pant in professional/dangerous sport? Y| N M ] 112|345
26. Do youlyour dependants use chronic medication? Y| N M ] 121345
27. Do you/your dependants have a congenital/hereditary or physical disability? Y| N M 5 112|345
28. Are youwlyour dependants expecting any surgery/hospitalisation/treatment in the next year? Y| N M S 112|345
29. Have you/your dependants had surgery or been admitted to hospital in the past year? Y| N M ] 1(2)|3|4|5
30. Hawve you/your dependants in the last 24 months been involved in a motor vehicle accident, Y | N M s 1l21al4|5
been injured on duty or contracted a work related illness?
\31. Have you/your dependants ever had or are currently suffering from aleehol/drug problems? Y| N M s 112|345 }

N




SECTION 10 = EMPLOYER TO COMPLETE AND SIGN

Paypoint:
Scheme Join Date: Clock/Payroll Number: Date of Employment:
Date of Benefit: Basic Salary:

R

Number of Subsidised Dependants:

Spouse:

Child:

Adult Dependants: I:I:I

We confirm that the applicant is employed by us and commenced employment on the above date. Contributions are being deducted according to
the selected FRules. All sections of the application form have been completed and signed.

Employer's Telephone: Employers Fax:

Employer's E-mail:

Name of Medical Scheme/Salary Administrator:

Designation:

Signature:




Suremed Health

1. Rules of the Scheme
1 apply for my dependants and myself 1o join Suremad Health (the Scheme) administered by PROVIDENCE Healthcare
Hisk HHHEQBTE and agnea that my ﬂ‘BFI’EI'Iﬂ ants and | will be bound B'H' the rmules of the Schama.

2 Dieclosure of Informaticn

2.1 Any braach of any waranty or non-disclesure of any Information oy mysell or my dependants relevant to the
assessment of this application will render my membership null and vaid, and all contributions pald by me will be
forieited to the Scheme.

2.2 | will notily the Schems should any changs 1o my haalth of health of my dependants occur bafors the
commencemeant date of my membarship. | acknowladge that the fallure to do 50 may rendsr my mambsership
null and wvold.

2.3 hareby consent to the disclosure by the Scheme of any Information supglled 1o sither or both of tham
{Including, without Imitatlon, general, medical and Tinancial Information pertaining 1o my degendants or myselr)
to any thind partles, provided that such parties agres to keep such Information confidential at all times.

2.4 | hereby agree that the Schems will be eniitied to disclosure any Information pertaining te my dependants
or myssif, whathar of a clinlcal or financial nature to any entity in the Scheme from time to tima,
as long as such entity agress to keep the Information cenfidantial at all imes and use the Information solely for the
administration of Its programmes.

2.5 | consent 1o the Scheme addressing any requast for Information, test or examinations directly to any
dependant of mine over the age of 21 [twenly one), with the sams legal consegquences as |1 the reguest had
bean addressed 1o me In my capacity as a princlipal membar.

2.8
28.1 |authorize the Scheme to obtaln from any person, Including although not limited to my broker, any

necassarny Information which the Schems may requirs, In 115 sole and assolute discretion concarning
2.8.2 | mysell or any dependant of mine, to assa55 any sk of cialm relating to this application of my memoershig;
direct the person concemed to provide the Scheme with such Information on requsast.

2.7 | hereby autharise the Scheme to obtaln any medical Infermation or any other Information pertaining to my
dependants or mysell that | may have disclosed 1o any enfity In the Scheme and to utllise such
Information tor underwriting or any risk managemant puUrposes.

3. Pre-authorlsation
3.1 I snall notify the Scheme should | or any of my dependants require hospltallsation for & non-emengency avent
at lsast 43 {forty elght) hours before the evant. | acknowledge that fallure to do so will recsult In a reduction of the
benefits payabla by the Schems for any procedure undarkaxsn.
3.2 Mo penailt will e payabla by the Scheme unlass It 15 satisfled by the valldity of a clalm and It has recelved all the
Information which the Schems may oeam necessary, Including, but not imited to, the results of any medical
sxamination and tests which the Schame may reguire me or my dependants to undartake.

q. Monthly Contribution
It is my sole responsiolity as a mambar 1o ensure that the monthly pramium Is recelved by the Schema. Short
payment or non-paymant of any of my premiums will result In suspansion of the payment of any of my claims.
Should contributions be outstanding for 2 (two) consecutive months, my membarship will be cancedlad. All
subscriptions or contributions shall ba pald direcily to the Scheme no later than three days after the dua date.

5. The Scheme’s right on termination
On termination of my mambsarship from the Schems:
5.1 shall repay the Schemsa any amount owing by me In respect of my Madical Savings Account TM or
owing by me Tor any other reason;
5.2 undarstand that should contributlons to my Medical Savings Account TM excesad claims pakd from this
account the excass will b payabla to me, although sirlctly In accordance with the applicable lagisiation.

& Recording of Calls
8.1 | consant 1o all conversations between mysell and the Scheme or betwaen my dependants and
the Scheme baing recorded and all Information obtalned through these conversations forming part of
the Schame’s reconds;
8.2 | furthier consent to all of these recordings remalning the sole proparty of the Schems.

7. Acting on behalf of dependants
I undertake to obtaln the necessary consants from any dependant of ming o whom thess tarms and conditions
may apply to act on thelr behall with regards to any matter conceming thelr membership of the Schems and |
hareby Indemnify the Scheme agalnst any clalm which may anss as a result of my
fallure to do s0.

B. Clalme for which a third party Iz / may be llable
| hiave been specilically referred to the Scheme Rules regarding medicalhospital expenses related to reatment resulting
from an Injury sustained by mysellfamily dependants for which any other party or Institutlon may e llable and | undartake to
be Dound by sald Rules.

B. General
I heraby understand that | must not resign from my current medical scheme untll | have recalved notification of acceplance
from the Schems. Once | have recalved notification of my acceptance from the Scheme, | will cancel my current madical
scheme membership & It 15 llegal to belong 1o two madical schemss at the samse time.
I warrant that the contents of this application are true and correct and complate.
If thera Is no walting perlod or lata-jolner panalty applled to me or any of my dependanis, the Schame may aclivata my
memzership with effect from the commencemsant date raflected on this appilcation form.

I agree to advice the Scheme In writng of any changes In detslls which may ocour bebween the date of this application from and
the activation date of my memberzhip with the Scheme.

Sigmed ot on

{Town J City)

\_ = {Maim applicant) _‘/




IMPORTANT: We cannot process your application if it is incompleta, incorract, or if you have not attached
tha correct documeants. Please use this check list to make sure that you are sanding us everything we naed.

[]
[]
[ ]
[]
[ ]
[ ]
[]

Have you given us the following documentation where applicabla?:

Have you completed all the sections relevant to your application?

Have you given us the correct contact details?

Do we have your banking details 50 that we can collect your contributions and pay your claim refunds?
Have you signed the form? (Unsigned forms will be returned to you for signature)

If applicable, has your broker or intermediary completed and signed the relevant section of this form?
Have you provided your employer's details?

Have you chosen ong option onky?

ID documents of principle member as well as dependants.

Birth certificata.

Proof of taxable income. (e.g. pay slip)

Proof of student registration.

Legal adoption forms. (If children are adopted)

Membership cerificate.

Marriage certificate.

Chronic application form.

Affidavit, should any dependant’s surname differ from principal members surname.

HENNNNE NN

Copy of cancelled chegue or bank statement for collecting contributions and/or claim refunds.




