sasolmed

medical scheme

IR R

Membership department
PO Box 1101 Florida Glen 1708

Member record amendment/Dependant registration

Please X the appropriate box
Change of address/contact details [ Change bank details | Change of marital status D Termination of dependant membership u

Registration of « Births and adoptions « Additional adult and child dependants ‘

- Sections 1, 8 and 9 must always be completed + Sasolmed must be notified within 30 days from change date.
« Please use block letters = Should you have any queries, please contact Sasolmed on 086002134 for assistance
« Complete blocks from left to right, one letter/number per block = Hand the completed form to your Human Resources Department for processing

* Registration and amendments are subject to the rules of Sasolmed
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Section 2 Change of address /contact details
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Section 3 Change of bank details

My bank details have changed. | instruct Medscheme to electronically collect contributions and to deposit claims refunds via the Elektropay system using the
information provided below. | understand that transfers cannot be done to and from credit card accounts. | also irrevocably authorise Medscheme

to reverse any erroneous transaction and/or rectify any electronic transfer of funds error without prior notice.
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D Use this account for contributions and claims refunds D Use this account for claims refunds only
D Use this account for contribution collections only

Bank name Bank name

Branch Branch ry e

Bank branch code LLLJ } I J _ Bank branch code [ TI lJ [ | J
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Name of account holder | | Name of account holder ALY
Bank account number [ T “T_d r | ‘ l7 I [ I l _l Bank account number [ l w l ‘ | ‘ ‘ | | _] _ J
Account holder’s signatute_ Ty Date ‘ l ‘ l [ | ‘ ] ]

Section 4 Change of marital status
Marital status | | ‘ | ‘ ‘._ |r T _J . Dateofmarrfage’. |— W ! l ‘ ‘ JI
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Section 5 Dicontinuation of beneficiary membership due to death, divorce, child self supporting etc.

Please attach certified copy of death certificate.

Full name(s) as reﬂected on your Sasolmed membership card
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Reason for dicontinuation of membership

ate of birth Deletion date (last day of the month)
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Section 6 Registration of spouse/partner/additional adult or child dependant

Attach certified copy of death certificate if deceased is principal member

Please X the appropriate box
Partner/spouse H Aged parent D Sibling u Grandchild [ j Overaged child [ J Late registration of own child D

Newborn/foster or adopted child D other (please specify)

Adult u chitd H
Title [—D]] Initials | ] Surname
First name/s ‘ ‘ | l ‘ I [ l | J | I ‘

Relationship toprfncrp{emember[ l 1 -‘ | J ‘ I
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ID/passport/birth cert:ﬁcatenumber[ { ‘ | \ [ ‘ J —IT Date of birth H_H { l m

Ifadult, is the dependant financially dependent on the principal member |

Does the dependant receive an income, e.g. pension, salary? | If yes, what is the monthly income? R | | l | J

Has this dependant had previous medical aid cover? | l If yes, plezse provide details below

Have conditions specific waiting periods, exclusions or late joiner penalties ever been imposed on this dependant on application for membership { = I:l
of any other medical scheme/s? - L
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Name of previous medical scheme/s Membership number Date joined Date left

Adult D Child D
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ID/passport/birth cem}"fcatenumberl \ I I ‘ ‘ | ’ Date of bfrthl ‘ l ]___[ l ‘ | ‘
Ifadult, is the dependant financially dependent on the principal member I I_/H

Does the dependant receive an income, e.g. pension, salary? I:l i ’ If yes, what is the monthly income? R ‘ ‘ I ! \ |

Has this dependant had previous medical aid cover? [ ! i If yes, please provide details below

Have conditions specific waiting periods, exclusions or late joiner penalties ever been imposed on this dependant on application for membership |
of any other medical scheme/s?

Name of previous medical scheme/s Membership number Date joined Date left
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Relationship to principle member l ] [ ‘ |
D/passport/birth certificate number L l J J ’
Ifadult, is the dependant financially dependent on the principal member

Does the dependant receive an income, e.g. pension, salary?
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Has this dependant had previous medical aid cover?

Have conditions specific waiting periods, exclusions or [

of any other medical scheme/s?
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Date of birth u_u: ll ‘ JJ

If yes, what is the monthly income? R [ I m

If ves, please provide details below

ate joiner penalties ever ver been imposed on this dependant on application for membership I:l I:J

Name of previous medical scheme/s

Membership number

Date joined Date left

Section 7 Medica

{ details

It is compulsory to answer each question. Failure to disclose information is fraud and may result in membership not being granted, or discontinuation of
membership without refund of contributions paid.

Preferred Provider

Name and surname [

Practice Number
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How long has he/she been your doctor? m years/months

Hasyour dependant/s sought any advice, been diagnosedwith, or treated, for any of the following conditions in the past 12 months?

1. A chronic illness? (e.g. raised cholesterol, heart problems, diabetes, high or low blood pressure, asthma, SLE, depression, anxiety,

epilepsy, and/or thyroid disorders). If yes, provide details

[oes J[e ]

Name of beneficiary

Diagnosis and date

Name of medication

Are you currently
receiving
treatment?

Have you been
hospitalised?

Name and contact number of treatin
general practitioner, dentist or specialist

olon). If yes, provide details

2. Gastro intestinal disorders? (e.g. gastro-oesaphageal reflux disease, heartburn, stomach or duodenal disorder, Crohn’s disease,
ulcerative colitis, diverticulitis and/or a spastic ¢
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Name of beneficiary

Diagnosis and date

Name of medication

Are you currently
receiving
treatment?

Have you been
hospitalised?

Name and contact number of treating
general practitioner, dentist or specialist

3. Muscle, bone skin or nerve illnesses or disorders? (e.g. back and neck related conditions including injury, arthritis, gout,

multiple sclerosis, knee or hip problems, osteoporosis, dermatitis etc. ), If yes, provide details

Name of beneficiary

Diagnosis and date

Name of medication

Are you currently
receiving
treatment?

Have you been
hospitalised?

Name and contact number of treating
general practitioner, dentist or specialist

4. Urinary or genital diso

rders? (e.q. kidney stones,

prostates, endometriosis, ovarian cysts, menstrual disorders).

If yes, provide details ]:| !

Name of beneficiary

Diagnosis and date

Name of medication

Are you currently
receiving
treatment?

Have you been
hospitalised?

Name and contact number of treating
general practitioner, dentist or specialist




Section 7 Medical details (continued)

5. Ear, nose or throat disorder? (e.g. Glaucoma, cataracts, visual disorders, deafness, rhinitis, orthodontics). If yes, provide details

Are you currently .
iy : 3 N Sl Have you been Name and contact number of treating
Name of beneficiary Diagnosis and date Name of medication reace:v:;%y hospitalised? general practitioner, dentist or specialist

6. Blood disorders, immune efficiency state, HIV/AIDS, cancer etc.? If yes, provide details

Are you currently p
Name of beneficiary | Diagnosis and date Name of medication receiving ’j:;;,eo?vt(;‘ﬂi?f gﬁg;’g&‘;’;ﬁg”&g?g gf :;e:c?a"}?s !
treatment? i {
7. Is the beneficiary pregnant? If yes, provide details
Name of beneficiary | Expected delivery date Attending doctor

8 Are there any other conditions or symptoms not listed abave, for which medical advice, diagnosis, care or treatment has been
recommended or received, or that could potentially result in a medical claim in the next 12 months? If yes, provide details

Are you currently
Name of beneficiary Diagnosis and date Name of medication receiving
treatment?

Have you been Name and contact number of treatin
hospitalised? general practitioner, dentist or specialist

Section 8 Employer information

This section must be completed by your employer

nameofempioyer | | | | [ [ [ [T TTTTTTITTTTITTTTITTIITTTTITT]
Dependant/s subsidised I:l I:l

The above details have been noted and contributions will be adjusted in terms of Sasolmed rules on I _I| d | . (date of benefit)
and include arrears, if applicable. ' =

Name of salary administrator

Designation

Company stamp

Signature o ) Date Dj:[{ ] I

Section 9 Declaration by principal member ( This section must be completed)

I declare that to the best of my knowledge that the information give above is true and correct

Principal member's signature Date l_ | ‘ | r | J IJ




