
CORPORATE APPLICATION FORM
KO RPORATI EWE AANSO EKVORM

best^/1ed
Better livinS, Better life,

Healthcare advisor code
Kode van Gesondheidsorg-adviseur

Applicant to complete sections 1--9. HR practitioner to complete section 10, Complete in block letters.
Afdelings 1-9 moet deur die aansoeker voltooi word. Werkgewer moet afdeling L0 voltooi. Voltool in blokletters.

Title
Titel

Surname
Van

Full names
Volle name

Date of birth of member
Ceboortedatum van lid

Marital status
H uwelikstatus

,1
I

Language preference
Taalvoorkeur

Date of marriage/divorce
Datum van huwelik/egskeiding

lD number
lD nommer

(Need copy of lD/Passport / Benodig afskrif van lD/Paspoort)

G ende r

Ceslae

v Y Y

Residential address
Residensi6le adres

Fax
Faks

E-mail
E-pos

Postal code
Poskode

Medical correspondence to be sent to
Tel (w)

Tel (h)

Ce ll

Sel

Stuur mediese korrespondensie na

Postal code
Poskode

Deliver starter pack via courier at (Physical address)
Lewer beginpak af via koerier by (Fisiese adres)

Total member cards
Aantal lidkaarte

Name
Naam

Surname
(lf different from principal member)

Van
(lndien verskillend van hooflid)

Gender
Geslag

ID number
lD nommer

Relationship"
Verwa ntska p*

u5e Partner third

Tvi Iacie

ne (

11(} eTge5f; Kind nr"{

1
I r

LA(

* Declare other/Verklaar ander

"othe/' is defned as a parent brother or sister of a member for whom the member is de facto liable for family care and support, and for whom contributions as for adult dependants

wasse afhanklikes betaalbaar is, indien ouer as 2l- jaar, Children are regarded as such only up to the age of 2L, unless studying (but not older than 26) or dependent on the member

gestremdhei4 afhanklik is van die hooflid.

. Block A, Glenfield office Park. 361 oberon Avenue, Faerie Clen, Pretoria, 0081, RSA . P0 Box 2297, Pretoria, 0001-, RSA

. Client service 086 000 2378 . Fax +27 (0)L2 47 2 6500 . E-mail service@bestmed.co.za . www,bestmed,co.za . Reg no. 1252

Bestmed Medical Scheme is an Authorised Financial Services Provider (FSP no.44058)
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CE USE ONLY / SLEGS VIR KANTOOR GEBRUIKFOR OFFII

Membership number
Lidmaatska pnommer

0rganisation number
0rganisasie nommer

Date of admission
Datum van toelating

Contribution
Ledegeld

1. APPLTCANT (PRTNCTPAL MEMBER) / AANSOEKER (HOOFLID)

r\
Lj M Y Y Y

2. ADDRESS AND CONTACT DETATLS (PRINCTPAL MEMBER) / ADRES EN KoNTAKBESONDERHEDE (HOOFUD)

3. DEPENDANTS / AFHANKLIKES

1,4
t-

Metgesel Kind

0ther

M

Spouse chird Other

L I\4etgeset Kind Ander





1) I declare that I am an accredited Bestmed Healthcare Advisor, I am fully licensed by the Financial Services Board (FSB) in terms of the Financial
Advisory and Healthcare Advisor Services Acl37 ot 2OO2.

2) I accept that the applicant has appointed me as his/her Healthcare Advisor and that he/she is entitled to cancel my services at his/her will.

3) I confirm that the applicant was given my personal details including my physical and postal address and contact number.

4) I acknowledge that in terms of Act 131 of 1998 in the Medical Schemes Act (or as amended), a monthly commission of 3% from the total premium
up to a maximum of R65.65 will be paid out to me.

5) I acknowledge that there has been no physical misrepresentation of any fact by me and that in the event of material or unlawful conduct,
I will be responsible for refunding all monies paid in effect of such misrepresentation or conduct,

6) The applicant is familiar with the information required in the application form and he/she has provided all the correct information.

7) The advice and support given to the applicant was unbiased and in his/her best interest.

8) The applicant has personally signed this application form.

1) Ek verklaar dat ek'n geakkrediteerde Bestmed Gesondheidsorg-adviseur is, ek is ten volle gelisensiEer deur die Raad op Finansi€le Dienste (RFD) in
terme van die Finansidle Advies-en Gesondheidsorgadviesdienste-wet, Wet 37 van 2002.

2) Ek aanvaar dat die aansoeker my aangestel het as sy/haar Gesondheidsorg-adviseur en dat hy/sy geregtig is om my dienste te kanselleer.

3) Ek bevestig dat die aansoeker my persoonlike besonderhede, insluitend my fisiese en posadres sowel as my telefoonnommer ontvang het.

4) Ek erken dat in terme van Wet L3L van 1998 van die Wet op Mediese Skemas (of soos gewysig),'n maandelikse kommissie van 3% van die totale
premie tot'n maksimum van R65,65 aan my uitbetaal sal word.

5) Ek erken dat daar geen fisiese wanvoorstelling van enige feite deur my is nie en dat in die geval van materiiile of onwettige optrede, ek
verantwoordelik sal wees vir die terugbetaling van alle gelde wat betaal is in die effek van so'n wanvoorstelling.

6) Die aansoeker is bekend met die inligting wat benodig word in die aansoekvorm en hy/sy het al die korrekte inligting verskaf.

7) Die raad en ondersteuning wat gegee was aan die aansoeker is onbevooroordeeld en in sy/haar beste belang.

8) Die aansoeker het persoonlik hierdie aansoekvorm onderteken.

Healthcare Advisor name M5{ to}3sqL,NNaam van Gesondheidsorg-adviseur

Healthcare Advisor code

C es o n d h e idso rg-a dv iseu rkod e

Datum

Date

atu re/Ha ndteken i n g van Cesondheidsorg-advisbur

Name of
Naam van

Length
Lengte (in cm)

Weight
Gewig (in kg)

Principal Applicant
Hoof Aansoeker

Dependa nt
Afha nklike

Dependant
Afhanklike

Dependant
Afhanklike

Dependant
Afhanklike

Dependant
Afha n klike

Please note: All questions in the medical history questionnaire must be answered with a YES or N0. Where the answer is YES, please give full details

of the person concerned in the space provided. lf you or any of your dependant(s) are suffering from a chronic condition, a medical report is required

setting out details of the condition as well as the estimated annual cost of treatment thereof. lf the space provided is insufficient, write the details

on a separate page and attach it to this questionnaire.

Neem kennis: Alle vrae in die mediese geskiedenis vraelys moet met'n JA of NEE beantwoord word. ln die geval van'n JA, moet die volle

besonderhede van die relevante persoon voorsien word in die beskikbare spasie. lndien u of enige van u afhanklikes aan'n chroniese siektetoestand

lei, word'n mediese verslag benodig wat die besonderhede uiteensit asook die benaderde jaarlikse bedrag vir behandeling daarvan. lndien die ruimte

voorsien nie voldoende is nie, verskaf asseblief besonderhede op'n aparte bladsy en heg dit by hierdie vraelys aan.
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H EALTHCARE ADIdI SOR DECLARATION / G ESON DHE I DSORG-ADVISE UR SE VE RKLARI N G

6. MEDICAL H]STORY OF APPLICANT / MEDIESE GESKIEDENIS VAN AANSOEKER



Have you or your dependant(s) received any medical treatment or care in the
past 12 months or medical advice relating to any of the following conditionsT

Het u of u afhanklike(s) in die laaste 12 maande enige mediese behandeling of sorg of
advies rakende enige van die volgende toestande ontvang?

1. Congenital physical deviations e.g. bat-ears, valvular heart disease
Kongenitale fisiese afwykings bv. bakore, hartklepsiektes

?. Abnormality of skin (including allergies) e.g. eczema, psoriasis
Velabnormaliteit (insluitende allergieE) bv. ekseem, psoriase

3. Deviations and problems in skeleton, joints and muscles e,g, arthritis, back problems
Skelet-, gewrigs- en spierafwykings en probleme bv. artritis, rugprobleme

4. Sense organs: sight, hearing, speech, also state spectacles and/or contact
lenses as well as visual strength reading if available
Sintuie: sig, gehoor, spraak, meld brille en/of kontaklense asook oogsterktelesings indien
beskikbaar

5. Respiratory system e,g, asthma
Siektes van die lugwee bv. asma

6. Cardio-vascular systems e.g, hypertension, cholesterol
Siektes van die kardiovaskul6re stelsel bv. hipertensie, cholesterol

7 . Digestive system e.g. hiatus hernia, stomach ulcer
Spysverteringstelselsiektes bv. hiatus hernia, maagseer

B. Bladder, kidney and sexua! system
Blaas-, nier- en geslagstelselsiektes

9. Nervous system e.g. paralysis, epilepsy, parkinsonism
Senuweestelselsiektes bv. verlamm i ng, epi !epsie, parki nson isme

10. Hormone system e,g, hormone replacement therapy
H ormoon ste I se I bv, hormoonverva ngi n gstera p ie

11, Metabolic diseases e.g. obesity, diabetes, porphyria, thyroid problems
Metaboliese siektes bv. vetsug, diabetes, porfi rie, skildklierprobleme

1-2. Psychiatric or psychological treatment e.g. depression, anxiety
Psigiatriese of sielkundige behandeling bv, depressie, angs

13. Substance dependance e.g. alcohot, drugs
Substansafhanklikheid bv, alkohol, dwelms

14. Dental treatment
T.rndheel kund i ge behandel i ng

15. A condition for which you and/or your dependant(s) receive a payment and/or
medical treatment of whatever nature e.g.third party claim
'n Toestand waarvoor u en/of u afhanklike(s) 'n uitbetaling en/of gewaarborgde
mediese behandeling van welke aard ookal ontvang bv. derdepartyeis

16. Pregnant or suspected pregnancy
Swanger of vermoede van swangerskap

lndicate with an "X" in
the appropriate column

Toon aan met'n
"X" in die toepaslike
kolom

Name of patient
Naam van pasient

Con d itio n
Toestand

Date
Datum

Period
Periode

Level/stage of illness,
condition, nature of treatment,
medication dosage and hospitalisation

Craad/stadium van toestand, aard
van behandeling, medikasie, dosis en
hospitalisasie
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I Yes i Ja

No / Nee

1

Nd I Nee

YesiJa I NolNee

':": ''i
Yes I Ja

Nn / Nee

No / Nee

Yes/Ja i No/Nee

YeslJa I *oi Nee
*T****

Yes/Ja I *o/Nee

Yes/Ja I No/Nee
+--*--

YesiJa I *o/Nee

I

Yes/Ja I No/Nee
I

YeslJa I No/Nee



L7. Previous abnormal pregnancies
Vorige abnormale swangerskappe

l-8. Contagious diseases e.g. HlV, Hepatitis B, Tuberculosis
Oordraagbare / aansteeklike siektes bv. MlV, Hepatitis B, Tuberkulose

19. Operations undeigone
0perasies ondergaan

20. Are you and/or your dependant(s) currently being treated for a medical condition?
Word u en/of u afhanklike(s) tans vir'n mediese toestand behandel?

2l-. Present medicine
Huidige medisyne

22. Any other medical condition not mentioned above, even though you or your
dependant(s) did not receive treatment or advice or consult a doctor in the
past 12 monthsT
Enige ander mediese aangeleentheid wat nie hierbo gemeld is nie, selfs al het
u of u afhanklike(s) nie behandeling of advies ontvang of 'n dokter gekonsul-
teerin die laaste LZ maande nie?

23. Do you and/or your dependant(s) participate in professional or dangerous
amateur sport, like power-driven vehicle sport, glider sport, scuba diving,
bungee or parachute jumpingT lf so, provide details:
Neem u of u afhanklikes deel aan beroepsport- of gevaarlike amateursportsoorte soos
kragaangedrewe voertuigsport, sweeftuigsport, skubaduik / duiklongsport, rekspring en
valskermspring? lndien wel, verstrek besonderhede:

Signature of member/Handtekening van lid

Yes I Ja

::jr
Yms I Ja

I *otNm*
I

I ruoi Nee

i ruolNee
i

I 

--, Nee

lnjuries / Beserings

Date

Datum

..,'.1

[V[ S F] C O f,J [:, i"i']- j j\,;'.; I ,.

P.0 BOX 14?,,:\. F (-)r.-.1i-ir,ivr\.i li, l]Lr:,:_.

TEL. 01 1 ,.i(i:i i:i.iii I ,' I t::rr
0i 1 il,_i .i u-ii:;

FAX: 0iju r''tj * ti),+

t [*l -t

sport
rtsoo

i ruolNee
i
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Yes I

Yes I Ja

Person(s) participating /
Persoon wat deelneem

Y



EK,

hereby declare that:

a. Should I be enrolled as a member of Bestmed, lshall subject myself

to the rules of Bestmed;

b. The information furnished herein is completely true and correct to

the best of my knowledge and conviction and that I have not omitted

or concealed any information. I unconditionally accept membership for

l-2 months and understand that a savings account will be allocated pro

rata (if applicable);

c. I understand that should my application for membership be

approved and accepted, the information furnished on my application

form will be used as the basis of my application and the payment of

benefits in the future;

d. I irrevocably hereby grant permission on behalf of myself as well as

on behalf of my dependant(s) (if applicable) to any physician, person

or party who may be in possession of or obtain information concerning

my state of health or that of my dependant(s), treatment received or

expected as well as any other relevant information to divulge such

information to Bestmed or its proxy on demand, also after my death or

that of my dependant(s); I understand that this information together

with other information will be used to evaluate the payment of

benefits for certain sickness conditions, I guarantee that ! have

obtained my dependant(s) consent to grant this authorisation;

e. I undertake to pay my share of accounts to Bestmed; on default,

! hereby authorise my employer/undertaking to deduct the amount

due from my salary or should lresign, lhereby authorise my employer/

undertaking to deduct the amount due from my pension or any other

monies due to me and pay this over to Bestmed;

f. lf after my admission as a member of Bestmed it is found that any

statement or information furnished by me was knowingly and u,rilfully

inadequate or untrue, !agree to refund in full to Bestmed all payments

which Bestmed may have made on my behalf and to relinquish any

claim to any benefits on the part of Bestmed;

g. Any deterioration or change in my state of health or in that of

any dependant(s) before the date or event to be set by Bestmed for

commencement of membership, or the date of acceptance of this

application by Bestmed, or the date of receipt of the first subscription,

whichever date is the latest shall entitle Bestmed to reconsider

the application and propose new terms of admission or declare the

membership null and void in which case all moneys paid to Bestmed

in connection with this membership before Bestmed is informed of

the change, shall be forfeited and benefits paid by Bestmed shall

immediately be refunded to Bestmed;

h. Bestmed reserves the right to cancel membership should it become

apparent that false information was wilfully supplied on application.

Signature of applicant/Handtekening van aansoeker
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verklaar dat:

a. Indien ek as lid van Bestmed ingeskryf word, ek my aan die reels van

Bestmed onderwerp;

b. Die inligting hierin verstrek is na die beste van my wete en oortuig-

ing volkome waar is en dat ek geen inligting verswyg het nie, Ek aanvaar

onvoorwaardelik lidmaatskap vir l-2 maande en dat die mediesespaarrek-

ening pro rata bereken word (waar van toepassing);

c. Ek verstaan dat sou my aansoek om lidmaatskap goedgekeur en

aanvaar word, die inligting vervat in my aansoekvorm in die toekoms die

basis sal vorm van my aansoek en die betaling van voordele;

d. Ek onherroeplik toestemming gee aan enige geneesheer, persoon of

instansie wat in besit mag wees of in besit mag kom van inligting aan-

gaande my gesondheid of di6 van my afhanklike(s), om die inligting aan

Bestmed of sy gevolmagtigde te openbaar, ook na my dood of di6 van my

afhanklike(s). Ek verstaan dat die inligting tesame met ander inligting

in ag geneem sal word met die evaluasie van betalings ten opsigte van

sekere toestande. Ek bevestig dat ek my afhanklike(s) se toestemming

verkry het om hierdie magtiging te verleen;

e. Ek onderneem om my bydrae op rekenings aan Bestmed te vereffen

en by versuim ek my werkgewer/onderneming hiermee magtig om die

verskuldigde bedrag van my salaris af te trek, of indien ek sou bedank,

magtig ek my werkgewer/onderneming hiermee om die verskuldigde

bedrag van my pensioen of enige ander gelde aan my betaalbaar af te

trek en aan Bestmed oor te betaal;

f. lndien daar na my toelating as lid van Bestmed gevind word dat enige

verklaring of inligting deur my verstrek, willens of wetens onvoldoende

of onwaar was, ek toestem om alle betalings wat Bestmed in my belang

mag gemaak het, ten volle terug te betaal en om alle aanspreeklikheid op

enige voordele aan die kant van Bestmed, te verbeur;

g. Enige verswakking of verandering in my gesondheidstoestand

of in die van my afhanklikes voor die datum of gebeurtenis wat deur

Bestmed vir die aanvang van lidmaatskap gestel sal word, of die datum

van die aanvaarding van hierdie aansoek deur Bestmed, of die datum van

ontvangs van die eerste ledegelde, watter een ookal laaste is, Bestmed

die reg sal gee om die aansoek te heroorweeg en nuwe voorwaardes vir

toelating voor te stel of die lidmaatskap nietig te verklaar, in welke geval

alle gelde wat ten opsigte van hierdie lidmaatskap aan Bestmed betaal is

voordat Bestmed kennis van clie verandering ontvang het, verbeur word

en uitbetaalde voordele onverwyd aan Bestmed terugbetaal sal word;

h. Bestmed behou die reg om lidmaatskap te kanselleer behou indien

dit aan die lig sou kom dat valse inligting willens en wetens met aansoek

verskaf is,

Signature of witness/Handtekening van getuie
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8. STATEMENT OF APPLICANT / VERKLARING DEUR AANSOEKER



Account holder
Reken i nghouer

Bank

Branch name and town
Taknaam en dorp

Account number
Reken ingnom mer

Type of account
Tipe rekening

Title
Titel

Branch number
Takkode

Surname
Van

Fuli names
Volle name

lD number
lD nommer

Date
Datum

itr,

Signature of applicant
Handtekening van aansoeker

Signature of witness
Handtekening van getuie

Note: Please attach a copy of bank statement (not older than 3 months). Details cannot be loaded without the relevant information.
Nota: Heg asseblief'n afskrif van u bankstaat aan (nie ouer as 3 maande nie). Besonderhede kan nie opgelaai word sonder relevante
inligting nie.

To be completed by Employer / Moet deur Werkgewer voltooi word

Employer name
Naam van Werkgewer

Name of HR practitioner
Naam van Menslikehulpbronne-praktisyn

State that the applicant/Verklaar dat die aansoeker:

a. Has been permanently empioyed by us since/ln ons diens is vanaf

b. Start date/Aanvangs datum

c. Salary per annum{aarlikse salaris R

d. Department / Departement

e mployer code
Werkgewerkode

Contact number
Telefoon nommer

*fompulsory field
Verpligte veld

*fompulsory field
Verpligte veld

"Cornpulsory tield
Verpiigte veld

e. Personnel number / Personeelnommer

f. Total monthly contribution to be paid to Bestmed/Totale maandelikse ledegeld betaalbaar aan Bestmed ( R

g, 0ption choice (See overleaf)
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9. CLAIM R€IMBURSEMENT DETAILS / EIS BETALINGS BESONDERHEDE

10. STATEMENT BY EMPLOYER TO APPLICANT / VERKLARING DEUR WERKGEh'ER AANGMNDE MNSOEKER

1..:



Benefit ootion
Voordeelopsie

Beatl- "
BeatZ "
Beat3 "

Beat4"

Benefit ootion
Voordeelopsie

Pace1"

Pace2"

Pace3"

Pace4v

Benefit ootion
Voordeelopsie

Pulsel-"

Pu lseZ"

Yes/Ja i Noi ldee

IMPORTANT/BELANGRIK

I would like to receive Bestmed marketing material/Ek wil graag Bestmed bemarkingsmateriaal ontvang

I would like to receive Top Living, Bestmed's electronic magazine/Ek wil graag Top Living, Bestmed se
elektroniese tydskrif ontvang.

Date

Datu-
Signature of member/Handtekening van lid '

Signature of HR/Handtekening van MH - Praktisyn Name stamp of employer/Naam stempel van werkgewer

Remarks/Kommentaar:

U M Y Y Y Y

H uma n Resources practitioner/Mensl i ke H u I pbron-praktisyn Telephone number/Telefoonnommer
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