
For office use only 

Membership number 

Title Mr Mrs Ms Dr Prof ID / passport No.              

Surname Initials  

First names  Gender Male Female 

 Marital status  

Nickname  Date of marriage y y y y m m d d

Date of birth y y y y m m d d Afrikaans English 

Postal address Tel: (H) Code No. 

Tel: (W) Code No. 

Code Fax: Code No. 

Residential address  Cell No.  

E-mail address 

Code 

May Medihelp communicate with you by means of e-mail Yes No  and/or SMS? Yes No 

4   details of employer 

NB: Pensioners who are subsidised by their former employers must also complete this section. NB: Pensioners who are subsidised by their former employers must also complete this section. 

Name of employer  E-mail address

Address of employer  

Postal code     

Contact person        Tel: code   No.  

Branch code/employer group No.         Office stamp 

Payroll number                

Date of appointment   

Appointment Permanent    

Enquiries: 086 0100 678 Fax: 012 336 9540 E-mail: medihelp@medihelp.co.za
Postal address: PO Box 26004, ARCADIA, 0007 Web site: http://www.medihelp.co.za

my medihelp application form
How to complete this form:

1. Please complete this form in print, using black ink, and e-mail, fax or post it to Medihelp.
2. Please complete all sections in full and sign the application form. 
3. Never sign a blank application form.

Medihelp confirms that- 

1. the personal and medical information of the member and his/her dependant(s) will be treated confidentially and will not be sold to a third party 
or used for commercial or related purposes;

2. security measures have been implemented to protect your data and that Medihelp staff and contracted third parties have access to your data to 
process and pay claims, among other things, and that they have signed a confidentiality agreement in terms of which they undertake not to 
disclose your personal information to any unauthorised parties;

3. your personal information will only be used for purposes such as  processing your application for membership, paying your medical claims, 
determining whether you are entitled to benefits, managing risks, and for any communication purposes; and

4. Medihelp will accept liability for any breach of confidence and will manage such occurrences in accordance with its internal policy.

y y y y m m d d1   date from when membership is required

2   details of applicant

3   contact details of applicant

Language

Temporary

4216-11/08



Dimension Prime 1   Dimension Prime 2   Dimension Prime 3  
 

Dimension Elite   Necesse    Medihelp Plus   

 

Surname Full first names Gender Identity number* Relation to 

  m f               

  m f               

  m f               

  m f               

  m f               

  m f               

  m f               

  m f               

  m f               

  m f               
 

 
Bank  

Branch  Branch code         

Account number           Type of account         Savings           Cheque         Transmission

Type of account         Savings           Cheque         Transmission

Name and surname of account holder  
 
 
Signature of account holder/authorised official:  

 
Bank  

Branch  Branch code         

Account number           

*Name and surname of account holder  
 
 
Signature of account holder:  Signature of member:  
 

*   I f the member is not the account holder, the name and surname of the account holder must be indicated, and both must sign.

5   choice of benefit option (choose one benefit option by marking an “X” in the appropriate box)

6   details of dependants you wish to register

7   debit order authorisation

8   bank account details for depositing  refunds (complete only if different from the details provided in section 7)

The following dependants of a member can be registered - your:

• Spouse /partner
• Father/mother/brothers/sisters/grandchildren of the member (please note: these dependants of the spouse/partner cannot be registered as 

dependants of the member)
• Dependent natural children (of the member and spouse/partner)
• Dependent stepchildren (of the member and spouse/partner)
• Adopted/foster children (acceptable proof of adoption/foster care placement must accompany this application form - foster children can 

be registered as dependants only up to the age of 18 years)

member

* In the case of dependants who are not South African citizens please indicate the date of birth and submit a copy of their passport with 
the completed application form.

NB: Subscription is due on the first (1st) calendar day of each month in which you are enrolled as a member, but is payable on the last 
workday of each calendar month.

* I/my employer hereby authorise/s Medihelp to recover the applicable monthly subscription payable by *me/my employer as my 
authorised agent to Medihelp by debit order from *my/my employer as my authorised agent's bank account as from the date of 
enrolment as indicated above.  I further authorise Medihelp to, should it be necessary, increase or decrease  the subscription and recover 
the amended amount, or any subscription in arrears, from *my/my employer as my authorised agent's bank account.

(*Delete where not applicable.)

NB: Subscription is due on the first (1st) calendar day of each month in which you are enrolled as a member, but is payable on the last 
workday of each calendar month.



Yes No 

9.2 Please provide details of ALL the medical scheme(s) where you and your dependants were enrolled in the past: 

      Has this application been necessitated by a change in employment which resulted in the cancellation of your previous membership

 

     
     

    
    

     
     

    
    

     
     

    
    

     
     

    
    

     
     

    
    

     
     
     
     

 
9.3 

Yes No 

 

Name of applicant/dependant                                                      Late-joiner penalty 

 5% 25% 50% 75% 

 5% 25% 50% 75% 

 5% 25% 50% 75% 

 

Yes No 

 

 

Name of applicant/dependant  Condition-specific waiting period (CSW)  

  y y y y m m d d 

  y y y y m m d d 

  y y y y m m d d 

 
If the space provided is insufficient, please provide additional information on a separate page. 
 

9   previous/current membership of medical scheme(s)

      of a medical scheme?
9.1

Name and surname Name of medical scheme Membership number Date joined Date ended

If “Yes”, please provide the following details:

If “Yes”, please provide the following details:

Did your/your dependants' previous medical scheme apply any condition-specific waiting period and was it still active before 
termination of membership?

Did your/your dependants' previous medical scheme apply any late-joiner penalty?

End date of CSW
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Signature of applicant:  Date: /          / 
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11   conditions of membership and declaration by applicant

12   undertaking and declaration by broker

1. I am familiar with the conditions and benefits of my chosen benefit option and the Rules of Medihelp, and I undertake to abide by the 

Rules.

2. I declare that the information provided in this application for membership is accurate and complete. I understand that any false 

declaration or omission of information may result in the termination of my membership and that of my dependant(s) or any other 

measures which Medihelp, in its sole discretion, may decide to take, subject to appeal procedures.

3. I am aware that a general and/or condition-specific waiting period and a late-joiner penalty may be imposed on my membership 

and that of my dependant(s) in terms of the Medical Schemes Act, 1998 (Act No 131 of 1998).

4. I give permission that my medical doctor or any person who is in possession of information about my health status and/or that of 

my dependant(s) may make such information available to Medihelp and its contracted third parties, on condition that such 

information will be treated confidentially at all times.

5. I understand that the information contemplated in paragraph 4 will only be used for the purposes as set out in Medihelp's 

confidentiality statement (on this application form) and that any deviation will be regarded as a breach of confidence. Should 

Medihelp wish to use the information for any other purpose, Medihelp must first obtain my approval.

6. I am responsible for paying the monthly subscription fees to Medihelp by no later than the last workday of any given month.

7. Should my employer, as my authorised agent, undertake to pay my subscriptions to Medihelp, I give permission to my employer 

to deduct the amount payable to Medihelp from my salary and pay such amount over to Medihelp.

8. I confirm that neither my dependant(s) nor I will be registered as beneficiaries of another registered medical scheme from the 

date on which I request membership of Medihelp.

9. I undertake to notify Medihelp in writing should there be any changes in my health status or that of my dependant(s) after my 

application for membership has been submitted but not yet finalised.

10. I undertake to notify Medihelp in writing should there be any changes in my personal details and/or banking details. 

11. I agree that all my telephone conversations and/or that of my dependant(s) with Medihelp and/or its contracted third parties may 

be recorded and that all information contained in such conversations will form part of Medihelp's records.

NB: If this section is not completed in full by the broker, no commission will be paid.

I declare that –

1. the applicant has appointed me as his/her broker and is entitled to cancel my services at any time;

2. on the date of the applicant's application, I am a contracted broker;

3. I am licensed with the FSB in terms of FAIS legislation;

4. I have provided my name, telephone number, physical and postal address to the applicant;

5. I have declared the amount of the commission paid by Medihelp to me to the applicant;

6. I have signed a valid contract with Medihelp;

7. advice was given to the applicant as required in terms of the FAIS Act, and the necessary disclosures made;  and

8. the applicant has signed the application in person.

NB: If this section is not completed in full by the broker, no commission will be paid.

Name of broker house                                                                                                             Broker house code                         Broker codeName of broker house                                                                                                             Broker house code                         Broker code

Tel: Code                                        No.                                                                     Fax: Code                                  No.

E-mail address

Signature of broker:                                                                                                                                                                  Date:

Lead reference number:

Medihelp is an authorised financial services provider


