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CHRONIC MEDICINES BENEFIT
PROGRAMME APPLICATION FORM

How to fill in the form:
The patient or principal member must complete Section A in full. We will not process INCOMPLETE FORMS.
Sections B-E must be fully completed by the doctor to ensure efficient processing.
Fax, email or post the completed and signed applicatian forms to: (011) 353-0352/0076 P O Box 260799, Excom, 2023 chronic@sechabamedical.co.za

SECTION A: TO BE COMPLETED BY PATIENT OR PRINCIPAL MEMBER

MEMBERS DETAILS:

SCHEME OPTION

MEMBERSHIP NUMBER

SURNAME

TITLE INITIALS
PATIENTS DETAILS

SURNAME

FIRST NAMES TITLE

DATE OF BIRTH

ADDRESS

CODE

E-MAIL ADDRESS

TELEPHONE W H C

| hereby give permission for my doctor to provide Sizwe Medical Fund with my diagnosis and other relevant clinical information required to review my
application. | understand that funding from the Chronic Benefit is subject to clinical criteria and drug utilization review as determined by Sechaba

By registering on the programme, | accept that due to my Chronic Condition | may be subjected to wellness management interventions and periodic
review and that this may include access to my medical records.

Generic medication or therapeutic alternatives can significantly reduce prescription costs, while still providing the desired therapeutic effect. Should a
substitutable generic equivalent be available, Sizwe will only reimburse to the value of these alternatives

NOTE: Treatment for the Prescribed Minimum Benefit conditions will be approved in accordance with the Sizwe Medical Fund formularies.

MEMBER’S SIGNATURE DATE

NB: For all PMB Chronic Conditions, there are mandatory Entry Criteria that must be submitted with this form.

SECTION B: GENERAL INFORMATION *#%%* TO BE FILLED IN FOR ALL APPLICANTS., *#*x**

WEIGHT (KG) HEIGHT (M) BMI IS THE PATIENT POST-MENOPAUSAL(FEMALES)? Y I:I N I:I
SMOKING STATUS: SMOKER I:I EX-SMOKER I:I NON-SMOKER I:I

LIQUOR INTAKE: DAILY I:I WEEKLY I:I OCCASSIONALLY I:I NEVER I:I

EXERCISE: NOT REALLY I:I >3HOURS/WEEK I:I

ALLERGIES (Specify)

DETAILS OF HOSPITAL ADMISSIONS IN THE PAST YEAR?




Patient:
SECTION C: CLINICAL INFORMATION (to be completed by the doctor where applicable)

NB: Please attach appropriate diagnostic tests that were performed to confirm the Chronic lliness(es) the patient suffers from. e.g. Pathology Results,
Bone Density Reports, ECG reports, criteria for Rheumatoid Arthritis.

DIABETES MELLITIS:

1. Initial Venous Glucose Result
2. HBA1C Result

HYPERTENSION:

[ 1]
[ ]

1. Initial Bloodpressure Reading : mmHg
]

2. Latest Bloodpressure Reading mmHg

| HYPERLIPIDAE MIA |
1. Please attach INITIAL Lipogram Report

| CARDIOVASCULAR DISEASE: |
1. Please specify family or personal history of cardiovascular disease

CHRONIC RENAL FAILURE:

1. Creatinine Clearance Result :
2. Please attach other relevant pathology reports for the use of erythropoetin or iron replacement.

GLAUCOMA
’ 1. Intra Ocular Pressure Reading L |:| R|:|

| REPIRATORY CONDITIONS: eg Asthma and COPD
1. PEF (L/min)

2. FEV (L)

3. Use of Bronchodilator per day times

4. Limitations on daily activities/exe rcise Y N[ ]
5. Using Home Oxygen Y N |:|

SCHIZOPHRENIA:

1. Please include DSM IV Criteria

SECTION D: PRESCRIPTION WITH ICD-10 DIAGNOSIS CODE

ICD-10 CODE MEDICATION NAME, STRENGTH DATE PREVIOUS MEDICATION AND
(DIAGNOSIS) & DOSAGE INITIATED REASON FOR CHANGES

SECTION E: DOCTOR’S DETAILS (Please print in block letters)

SURNAME INITIALS PRACTICE NUMBER

SPECIALITY

ACKNOWLEDGEMENT BY EXAMINING DOCTOR:
| certify that the particulars hereto are — to the best of my knowledge and belief — true and accurate, having conducted a personal examination and/or
procured the tests and/or other diagnostic investigations referred to.

DOCTOR'’S SIGNATURE: DATE:
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