
to be completed by applicant

member details:

Option  	

Membership number		

Surname		

Title	 Initials

E-mail address

PATIENT details:

Name and surname	

Title	 id number or date of birth

Address

E-mail address

Telephone 	 (H)	 (W)

 	 (CELL)	

I authorise my medical practitioner to furnish and/or disclose to Polmed any fact relating to this application as well as any additional 
information that may be required from time to time. (Remember that your medical practitioner bears the responsibility of prescribing the 
medication for you, irrespective of the benefit authorised.)

Member’s signature 	D ate

to be completed by the attending medical practitioner

doctor details:

Surname	 Initials	

Practice number	 Speciality

Telephone 	 Fax	

Cellphone

Postal address	 Code

E-mail address

ASSOCIATED SPECIALIST details:

Name		

Practice number	 Speciality

CLINICAL EXAMINATION:

Male/Female	 M	 F	 Weight	 kg	 Height	 cm	 Blood pressure

Smoking:	 Never	 Ex-Smoker	 <10 per day	 >10 per day

Exercise:	 Never	 <1 hour per week	 1-3 hours per week	 >3 hours per week

Allergies:	 Penicillin	 Aspirin	 Sulphonamides	 Other

Chronic medicine management
APPLICATION FORm
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Please note that in order to comply with the Government Risk Equalisation Fund (REF), the receipt of certain clinical 
information is mandated prior to the authorisation of chronic medicines. These include:

E	 Chronic Obstructive Airways Disease:  .........................................Lung Function Tests
E	 Chronic Renal Failure: ....................................................................Creatinine Clearance/Glomerular Filtration Rate
E	 Haemophilia: ...................................................................................Factors VIII and IX blood levels
E	 Hyperlipidaemia: ............................................................................Lipogram*

In addition, POLMED requires certain special investigations to expedite the chronic authorisation process. this includes, 
but is not limited to, the following:

E	 Long-acting insulin analogues, glitazones:  ................................HbAlc and motivation
E	 Bisphosphonates and other agents for osteoporosis:  ..............Bone Mineral Density and motivation
E	 Angiotensin Receptor Blockers (ARBs):  ......................................Motivation

* In primary prevention patients requesting lipid-modifying therapy (e.g. statins), reimbursement is reserved for patients with a greater than 
20% risk of an acute clinical coronary event within the next 10 years, as calculated by the Framingham Risk Calculation and in accordance with 
locally and internationally accepted treatment guidelines. Please note that generic simvastatin is the preferred statin in these instances.

Please indicate below where you agree to a generic substitution and provide your preferred medication name. Chronic medicine is subject 
to generic reference pricing. POLMED makes use of a medication formulary. A motivation will be required for medication not included in this 
formulary. To view the formulary visit www.polmed.co.za

medication prescribed (Please use block letters)

ICD-10 
Code(s)

Detailed diagnosis and date 
of diagnosis

Name (trade 
name or generic 

equivalent)

Generic 
substitution

Strength  
(e.g. 

50mg)

Directions 
(e.g. 2tds)

Date 
medication 

started

Type and date of 
investigation/report

Yes No

medication stopped (Please use block letters)

ICD-10 
Code(s)

Diagnosis
Name (trade name or 
generic equivalent)

Strength  
(e.g. 50mg)

Directions 
(e.g. 2tds)

Date medication 
stopped

prescribed minimum benefits
If your patient has one or more of the following chronic conditions, he/she may qualify for additional services. Please indicate which condition(s) 
he/she has by placing an “X” next to the applicable condition.

I hereby certify that the information provided is true and correct.  

	 Member’s signature	 Prescribing doctor’s signature	D ate

Membership no.	D octor’s practice no.	

Return address: polmed Chronic Medicine Management, Private Bag X16, Arcadia, 0007 or fax 0861 113 134

Addison’s Disease

Asthma

Bipolar Mood Disorder

Bronchiectasis

Cardiac Failure

Cardiomyopathy Disease

Chronic Obstructive Pulmonary Disorder

Chronic Renal Disease

Coronary Artery Disease

Crohn’s Disease

Diabetes Insipidus

Diabetes Mellitus Type 1

Diabetes Mellitus Type 2

Dysrhythmias

Epilepsy

Glaucoma

Haemophilia

Hyperlipidaemia

Hypertension

Hypothyroidism

Multiple Sclerosis

Parkinson’s Disease

Rheumatoid Arthritis

Schizophrenia

Systemic Lupus Erythematosus

Ulcerative Colitis
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