APPLICATION FORM

Attention’ Profmed Membership Department PROFMED
Fax: 012 679 4439 E-mall: applications@profmed.co.za
INSTRUCTIONS

A copy of the principal member’s identity document must be oftoched.
Any incomplets or ilegible infarmation will resull in furher anguires which
could delay your application for membership.
Membership is subject o the condifions, exclusions or limitafions: of

benefits in occordance with the Medical Schemes Act and the Rules of the Requested incepfion date L /

Schame. Y Y Y Y MM D D
1. ELIGIBILITY

Profession Are you retired? Yes D NoD

Are you o member of PP5 Limited? Yes D NnD If "yes", state member number

If "no” please provide the following information: Degree(s) obtained

Name of university

Minimum duration of degree(s)

Other qualifications

NOTE: If your profession has a registering body or authority with which you are required to register before you may
practice, please provide the following information:

Mome of the registering Your registration
body or authority resgq:l‘:ed? ‘ﬁu[:' Nn|:| |m.||'|r'|;1:r:|!'aI

2. BENEFIT OPTION
Indicate with ay” | ProActive| |  |ProActive Plus| | |ProSecure] | |ProSecure Plus| | |ProPinnacle| |

3. PERSONAL DETAILS (A copy of ID document must be attached for pmlnﬂl

Languoge preference  Eng I:I Afr I:[
Title: e.g. Mr/Ms

Surname

Maiden name

First Names

Known as Gender : Mnlnlj FernnhD ID Ne.

Street Postal

address _ ' G oddress

Telephone focde Worl |i sde Hom Cell
E-mail address | Fax No.

Gross salary of principal | o
member par month

K

Quarterly, half-yearly and annual payments
Billing frequency: Monthly I:l Quurtariy[:l HuH-yaurlyI:’ Mnuullrlj only available for cash, cheque and electronic transfers

| hereby autherise Profmed 1o deposit any credits due to me inte my bank account.
4. REFUNDS (Please complete your banking particulars)
Mome of Branch Branch
bank nama code

Type of u:couni[ Ch‘lﬂllﬂl Transmission ISmrings| Account number




4.1 DEBIT ORDER INSTRUCTIONS FOR CONTRIBUTIONS
Debit order instruction is not necessary if the employer pays over the TOTAL membership fee from the member's salary.

Mame of Mame Branch
aceount holder of bank name
Branch Type of T . Account
oiicle aeoni I Chegua | Trunsrrussmnl&uwngs Blagmer ey
Deduct my membership contributions manthly on the 1st of each menth,

Signoture of
Date occount holder

Plecse note: If your registration date is confirmed after the manthly debit order premiums hove been roised, o double premium will be
deducted the following month,

5. DEPENDANT DETAILS

SURNAME FULL NAMES ID NUMBER RELATIONSHIP | Male | Femal

The following sechon i§ extremely imporiant, Any misstaternent in or omason from this lorm may leod 1o
6. MEDICAL QUESTIONNAIRE refusal to odmil any choims for frectment given, suspension or termination of membarnship. It b esseniicl
fo decione all condifions/linessas/symplons no matler how insignficant they may seem. If the spoce provided below is insullicient. please attoch addifional
information to the appication form. Disclosure B not imited o the exomple condifions ciled below. Related, conseguent and suspecled condilions and
fymplom must ako be disclotad. Shauld a new madical canditicn arge of be diagnased bahvean the fims of complating this ferm and inceplion date of
membership. please inform the scheme occordingly.

DID YOU OR ANY OF YOUR DEPEMDANTS SUFFER FROM ANY OF THE FOLLOWING DISEASES OR MEDICAL l:?unmnusnlntsmnm A
YES YES|N
1. Any blood diseass or condition (eg. Ancemia, hoemophilia)?® 13.2 Diabates meallitus?
2. Any psychological or psychialric disease or condition [eg. 13.3 High cholasteral?
CHE RO 1324 Ay oniions o o o gand’
3.1 neurological disease or condition (eg. Epilepsy, fainting, : T
bty sinalon,; Althulmers, Rk nscris, moliols stlerol 14, Any cancer / malignant / pre-malgnant tumours?
attenfion deficit disorder)? 15. Any other physicol disease/condition, irespective of whether it is
3.2 Any migraines? congenital or developed loter (eg. Sposticity, cleft polate)?
4 Aoy transmissible dissase [og, Hepatiitis B, hapaitis CJ? 16.00 you :uf'hr from chrenic sinusitis? _
5. Any disease [ offection of the skin (eg. Acne, eczema, psoriosis)? s mml:l: e f:?:;“;g?:: E‘ﬂ' T:;f:]:?wu"u.
& Any affection of the bone system and/or jeints [eg. Osteoporosis, 18. Vari ine?
rheumatism, gout, arthritis, back problems, hip problems, knee nlm“ i — -
problams)? 19, mmsau‘i:;dmndm;m which you u:ﬂnr :;rur dependants
: received a g pengion, pay-out and/or guarontesd
7. Any offaction of the muscular systam (eg. Muscular dystraphy|? anadical reaiiastl frea T Coparaaiion Crmealmnos
|8. Any offection of the heort or blood drculation system (eg. Departmeant of War Pensions or ansing from the Molor Viehicle
Fhwnun:ian.mmnprv heart dimsg. chest puirﬁ._irmuulvr Insurance Act during the past 24 months?
hiu'lhu'l‘,‘ﬂ"-lunmllc fever, heart fﬂllﬂl’., walve lesions)? 20. Is any female member/dependant currently pregnant? If “YES',
9. Any offection of the chest or respiratory system (eg. Asthma, provide expected date of confinemant.
branchitis, chronic cough, TB or other lung diseoses)? 71. Do you or any of your de Jants suffer from any chronic
10_Any affection of the digestive system, liver ond gollblodder (eg. disease for which you and/or your dependants have to use
Gastric ulcers, hernio, poor digestion, gaollstones, spastic colon)? chranic medication?

11, Any affection of the uringry system and/or sex organs (eg. 22.1 Are you owore of any existing condition(s) thal may require
Bladder infection, nephritis, kidney stones, prostafitis)? medical or surgical ireatmant within the ned 12 menths?
12.1 Any affection/disarder of the eyes [ag. Cotaracts, 22.2 Are you or any of your dependants currently undergaing any

gloucoma)? ather medicol and/or surgical ireatment?
12.2 Any affection of the ears, nose or throat, imespective of 22.3Did you or any of your dependants undergo any medical
whether it is congenital or developed later (eg. Deafness)? and/or surgicol treotment during the post 12 months?
12.3 Any offection/disorder of the teeth or gums? 23. Were you or your dependants subjected fo any wailing periods,
13.1 Ary metobolic condition (eg. Goucher's diseass, porphiaal? exclusions or penalfies by your previous medical scheme?

If you answered YES to any of the guestions in the medical questionaire (6). please give full details. Attach additional information
if this space is insufficient.

muias | Mame of Patient Type of iliness Date diagnosed | ot Treatment and/or medication used
DO MMTY Y Y Y BSMMSY S
SOV V| TN YV Y
DM Y YY | DOJMMIY Y Y Y
o/MMfYYYY | DB/MMPY YY Y




7. DETAILS OF PREVIOUS MEDICAL SCHEME
COPIES OF MEMBERSHIP CERTIFICATES MUST BE ATTACHED OR DECLARATION OF PREVIOUS MEMBERSHIP MUST BE COMPLETED BELOW IN RESPECT OF ALL BENEFICIARIES.

MName Surname Date of Birth | Scheme & Membership No. Date from Date to
. VIMMIYYY Y | DD JMMIY Y ¥ Y
7 DO ] MMIY Y Y OO0 J MY Y Y
5 DO IMMIY Y Y Y | DD fMMIY ¥ 5
" Famagy DD £ naf
5 f O fmf

Attach odditional information if spoce is insufficient,
8. DETAILS OF GENERAL PRACTITIONER

Name Telephone Lod

9. WAITING PERIODS / LATE JOINER PENALTIES

Late joiner penalties will be applied in respect of persons over the age of 35 years who were without medical scheme cover for the period indicated hereunder:
14 years @5% x the relevani contribution 1524 years @50%  xthe relevant contribution

S-14years (@ 25% «x the relevant contribution 25+ years  @T75%  xthe relevant contribution

To avoid a late joiner penalty, please provide proof of your membership at all previous medical schemes.

NOTE: It is illegal to belong to more than one medical scheme simultaneously

Please nole that general andlor condition specific waiting periods will be imposed if you do not have proof of sufficient medical coverage over the previous 24 months.
10. DECLARATION BY APPLICANT

| am applying for benefits from PROFMED and warrant and declare that the information given and statements made herein, whether entered
on the form by myself or on my behalf, are correct and complete in every respect.

| declare that in the event of any amount being paid by the Scheme arising out of injuries which may involve a claim ageinst any other party, |
undertake fo refund the Scheme the whole amount relevant fo medical expenses incurred by the Scheme as moy be recovered from any other
source.

| hereby authorise any medical proctitioner or other person and/or the administrator of PROFMED, who may be in possession of or may
acquire any information concerning my health or that of any of my dependants, to disclose the information to PROFMED, and | agree that
compliance with this autharisation shall be o condition precedent to payment of any banefits by the Scheme.

| hereby consent to the disclosure by PROFMED from time to time of any information including, without restriction, the generality thereof,
personol, commerciol, medical or general information provided by me to PROFMED from time to fime and any information obtained pursuont
ta this application. Any disclosure shall only be made in fulfilment of the legal obligations of PROFMED and its Intermediaires.

| ocknowledge thot occeptonce of this opplication sholl be conditional upon there hoving been no deterioration in the stote of my health or that
of my dependants between the date of completion of the application and the date of acceptance of membership. | undertake, on acceptance of
my application, o advise PROFMED of any such deteriaration,

| agree that this declaration shall be the basis of the contract for benefits from PROFMED. | also agree that should any information be incorrect,
inexact or incomplete, the contract shall ba null and void and all money paid to the Scheme shall be forfeited. | agree to abide by the rules of the
Scheme, os omended from time to time.

| understand that occeptance of my membership of PROFMED is subject to the eligibility criteria,

PROFMED may deal with me elecironically and may freat electronic communication [e-mail, fax, telephone efc.) as being the same as written
authority and confirmation. | agree further that where | choose to use electronic methods to transact with PROFMED, that | will carry the risk of
such use.

Should PROFMED not apply underwriting conditions to my application, | accept membership of PROFMED without further notification.

Witnass Signature of applicont Date

11. DETAILS OF LICENSED PROFMED ADVISOR

Surnarme Initials
Intermediary number Business/company naome
Signed ot this day of 20

Signature of PROFMED Advisor



PROFMED

Private Bag X1031

Lyttelton, 0140

67 Koranna Ave

Doringkloof, Centurion

Tel: 0B60 679 200

Fax: (012) 679 4439

PROFMED www.profmed.co.za

TO BE COMPLETED BY GOVERNMENT EMPLOYEES ON PERSAL

Deduction and pay-over authorisation

Employee’s Mame
[Titte, Frit Mownae/s, 5 e

Persal/Salary No. Identity Mea.:

Occupation

Mame of Employer Department

Dept./Org. Code Pay point Nu.l
Tatal Monthly Confributions 3

[Mote claims will not be paid out until the first premium is received)

Starting date (for salary deductions)

Medicol Aid Number (Issued by PROFMED)

I, the undersigned, hareby outhorise my above-mentioned employer/deportment to dedwct my shore of the tolol monthly contribution and any future odjustment
thareto that may be due by me in terms of the Scheme's rules, and pay it over to the PROFMED (Deduction Code: 0118/ Table 057) on my behalf until swch fime that
| cancel this authorisation in wrifing or substitute it with o new one. | hereby accept that a written notice of three months musi be given for the termination of my
membership.

Employea's Signature: Date:

MUST BE ACCOMPANIED BY A HANDWRITTEN CAMCELLATION REQUEST FROM MEMBER

Request by Government Employee to PROFMED
: to cancel membership of previous medical scheme

The Paymaster

Dear Sir/Madam, | hereby request that PROFMED cancels my membaership of the following Medical Scheme on my behalf:
Medical Scheme Name

Membaearship Mo.

Resignotion Date
[Lost date of benefits)

Full Hames and Surname

1D Mumber

PERSAL Mo

Thank you for your assistance.

Signoature: Date:






