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MEMBER RECORD AMENDMENT/ DEPENDANT REGISTRATION
____________________________INSTRUCTIONs ______________________|

Registration Number 1464

PO Box 1672 | Port Elizabeth | 6000

7 Lutman Street | Richmond Hill | Port Elizabeth | 6001
XM info@suremedhealth.co.za

@ www.suremedhealth.co.za
Z 086 008 0888 | (O 086 177 7660

INSTRUCTIONS

CHANGE OF ADDRESS / CONTACT DETAILS: Complete Sections 1,2 & 7

TERMINATION OF DEPENDANT MEMBERSHIP: Complete Sections [, 2, 3, *5B & 7 (*Not applicable for private members)

|:| REGISTRATION OF BIRTHS: Complete Sections 1, 2, 4, *5B, & 7 (*5B not applicable for private members)
Attach copy of Birth Certificate
|:| REGISTRATION OF ADULT AND CHILD DEPENDANTS: Complete Sections [, 2,4, *5B,6 & 7
(*5B not applicable for private members)
Attach copy Identity Document | Birth Certificate | Marriage certificate | Proof of previous membership | Student Registration /
Affidavit should any dependants surname differ from principle member surname

Sections 1,2, 6 and 7 must always be completed for adding of a dependant.

Please complete in block letters.

*  Complete blocks from left to right, one letter/number per block.

* Registration and amendments are subject to the rules of the Scheme.

*  The Scheme must be notified 30 days in advance of effective date of change.

* Should you have any queries, please contact our customer care department.

SECTION I: PRINCIPAL MEMBER DETAILS

Title Initials Surname Medical Aid Number

SECTION 2: CHANGE OF ADDRESS / CONTACT DETAILS

Telephone Number (Work) Telephone Number (Home) Cellphone Number

E-mail Address

Physical Address Postal Address |:| Same as Physical

/

Certified by: Administered by: TMOMEeNtum @ TYB A Member of
SABS Momentum
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an authorised financial services and registered credit provider.
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SECTION 3: TERMINATION OF DEPENDANT REGISTRATION

Name Date of Birth
Relationship Gender: I:I M I:IF Date of Termination
Reason
Name Date of Birth
Relationship Gender: I:I M I:IF Date of Termination
Reason
Name Date of Birth
Relationship Gender: |:| M |:|F Date of Termination
Reason

SECTION 4: REGISTRATION OF SPOUSE / PARTNER / ADDITIONAL ADULT OR CHILD DEPENDANT

Note: If the dependant is 18 and older kindly complete the consent section.

m First Names Surname Relationship

Date of Birth

Physical Address

Gender: I:I M |:| F

Identity Number/ Passport Number

Cellphone Number Effective Date:

If your dependant is your child and is 21 years and older, or your parent, are they: Married: I:IYES I:I NO

YES NO YES NO Monthly
Financially dependant on you? |:| |:| Does your dependant earn an income? |:| Income:

Adult Dependant Consent Section: You give permission to make information available to the third party/family member specified below.
Title Initials First Names Surname

Identity / Passport

Number Contact Number

Please select one option by placing I:I . . |:| . 1R |:| o] |:|
e e All consent |:| Updating details Financial info Clinical info None

Relationship| | Signature: Date:
First Names Surname Relationship

Date of Birth Physical Address

Gender: I:I M |:| F

Identity Number/ Passport Number

Cellphone Number Effective Date:

.

If your dependant is your child and is 21 years and older, or your parent, are they: Married: I:IYES I:I NO

YES NO YES NO
. . . Monthly
Financially dependant on you? |:| |:| Does your dependant earn an income? |:| |:| Income: R

~




/ Medical Aid Number:

- First Names Surname Relationship

Date of Birth Physical Address

Gender: |:| M |:| F

Identity Number/ Passport Number

Cellphone Number Effective Date:

If your dependant is your child and is 21 years and older, or your parent, are they: Married: |:|YES |:| NO

YES NO YES NO Monthly
Financially dependant on you? I:I I:I Does your dependant earn an income? I:I I:I Income:

- First Names Surname Relationship

Date of Birth Physical Address

Gender: I:I M I:I F

Identity Number/ Passport Number

Cellphone Number Effective Date:

If your dependant is your child and is 21 years and older, or your parent, are they: Married: |:|YES |:| NO

YES NO YES NO Monthly
Financially dependant on you? I:I I:I Does your dependant earn an income? I:I I:I Income: R




/

SECTION 5: INCOME & EMPLOYER SECTION

Private Member I:I If ticked Private Member, please complete SECTION 5A and *marked fields in SECTION 5B

SECTION 5A: PRIVATE MEMBER TO COMPLETE

The rules of the Scheme refer to “income” as: The total gross monthly earning from all sources. If a spouse or partner is registered as a
dependent on the Scheme, then “income” is the higher of member or spouse/partner's income.

Important notice: Declaring income lower than your actual income is fraud. This will result in the immediate cancellation of your membership
and you will not be able to join the Scheme again.

Monthly earnings in the highest income category?  YES I:I NO I:I If yes, not required to submit supporting documentation.

If your income is lower than the highest bracket, we will require the following documentation:

* A copy of your latest IT 34 (Mandatory) . Letter from your company or employer confirming your monthly income
*  Latest payslip with IRPS or . And 3 months bank statements
SECTION 5B: EMPLOYER TO COMPLETE AND SIGN
Employer
Paypoint Tax Number* Basic Salary*
R
Scheme Join Date Clock/Payroll Number Date of Employment Date of Benefit
Number of Subsidised Dependants: Spouse Children Adult Dependents

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

Employer’s Telephone
Number

Employer’s E-mail Address

Name of Medical Scheme/
Salary Administrator

Desigination

Signature: Date:

SECTION 6: MEDICAL HISTORY (not compulsory for registration of a newborn baby)

Patient Name |

CONDITION INFORMATION

Please indicate if you or any dependant in this application have experienced any of the below medical incidents within the
I2-month period prior to your application for membership. If Yes, Please tick the appropriate block or specify the conditions.

I. Cardiovascular and/or Blood disorders

I:I Chest Pain (Angina) I:I Valve defect |:| Rheumatic heart disease I:I Heart attack

Hypertension i i

|:| MRS |:| (Blood pressure) |:| Arrhythmia I:I Hypercholestrolcemia

|:| Anemia |:| Leukemia

Other, Specify | |

N




Medical Aid Number:
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Medical Aid Number:

Has your dependant had, or is he/she currently undergoing or anticipating any specialist dentist treatment? DYES |:| NO
(E.g. Orthodontic treatment or impacted wisdom teeth)

Does your dependant have any congenital, hereditary or physical disability? DYES |:| NO
Does your dependant participate in any hazardous sports or pursuits (e.g. mountain climbing, paragliding?) |:|YES |:| NO
Are you aware of any other conditions which may not have been specified on this form? |:|YES |:|NO

If the answer is 'Yes', please supply details on the reverse.
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