& Discovery
Health

Contact us
Tel: D860 3 83 77, PO Box 734262, Sandion, 2145, wewer.discovery.co.za

Applying to become a member of Discovery Health Medical Scheme in 2010

Thank you for deciding to apply to join the Discovery Health Medical Scheme. This docurmert i an application fomn for membership.

It alsa contains some rules for membsrship, Flease make sure you read and understard the rules.

Who we are

The Discovery Health Medical Scheme (referred to 22 'the Scherne’) i the medizal schame that wou are applying to beoome 2 member of,

This is a non-prafit crganisation, registerad with the Courcil far Medical Schemes,

Drizeewery Health (Pty) Ltd (rafemred to as 'we' 'uz’ and 'our’ or as "the administrator’) iz 2 zeparate comparny ard an authorizad finarcial szrices provider
[registration nurmber 1937M01348007). We take care of the administration of your membership for the Scheme.

What you must do

Pleasa go through these steps:

Step 1: Rl in the farm in Elad ink, using one letter por Block. Pleass print clearly.

Step 2: Read and understand the rules for membership (section 120,

Step 3: Sign section & ard section 12,

Step 4: Please make sure the main applicant zsigns and dates any changes.

Stap 5: Fax the completed ard signed form te 011 539 2000 or email it to application@discovery.co.za

Step 6 Fease attach a copy of each applicant's identity documert: to this application fom. We also acoept vald pessports ard birth centificates for dhildren
When you sign this application, you condirm that you have read and understood the rules for membership and agree to them.

If you have any questions, please ket us or your financial adviser krow, Orce we have assessed your application, we will let you know if vou have been accepted
and what will happen nest.

| 1. i you already have a Discovery Health Madical Scheme membership |

If you were an active member of the Ciscovery Health Medical Scheme in the meonth before the date you want your membemship to be effective, please contact us
of speak to vour financial advizer first to ss if we can trareber your membership instead of complating this application.

| 2. About yoursalf (main applicant) |

When do wwu want your cover toztartr |2 [0 | 0] o1
e [ L [ [ ] mitws L] T T 1 urname ||
|
|

[ [ TT T T T 1]
[ [ TT T T T 1]
ser [ [ ]| Dateofbinh [ ] |
[T T T TTTTTTTTIT]

[ ]

communication quicker and there is less of an impa

[
First namel=) fas par idnticy deamenil LT T T TTTI |
Preferredrame | [ [ [ [ [ [ [ [ [ ][] |
Previous ar maiden name | | | | | | | | | | | | |
Preferrad commurication Email ] Post 1 By choosing email, vou will receive yau
Preferrad language  Erglish ] Afrikaans [

[ ]
[ ]
[ ]
[ ]
the environment.

I
I
|
|
r

Warpasspartrurber [ | | [ [ | [ [ T [ [ [ [ Jeowmyofisee [ [ [ T T TT TTTTTTTTTTTT]
Telzphne (H) LTI LT T[] o [ LT[ LI T[T 1]
Cellphane HEEpEEEEEEE e [ [T TT T
emal [ [T [T OT OO OO IITTIPTTIITIITTI PP TTITT]
Postal address (Foet collected fram post box, suite or private bag)

_JPOBox [ Frivatz Bag Eicee number | | | | | | | | | | | | ||

| Zuita [ Pastnet Suite Humber | | | | | | | ||

s [T T T T T TTTTTTTTTTTTTTTITITTITTTITTTTT] rostlende T T T
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2. About yoursalf {main applicant) (continued) |

If your pest is delivered to your street address, please completa these details under physical address,
Physical addrass:

SuitaMInit numbsr D:‘:I:l Complex rame ||

[ [T T[] [ [ [T
steetrumber [ [ [ [ | mestrame [ [ [ TT TTTTTTTTTTTITTTITITTITITTITIT]
Suburb LT T T T T T T T T T T I T T TT I T ITTITITTITITTT T Pestaleade[ T T 11
Ocwpation | [ [ [ [ [T [T [P TP TP Tl ] vwerwenber [ [ [T]]T[T[[[[]]
| 3. About your spouse or partner (if applying for cover) |
me | [ [ [ [owiats [ [ [ [ ] swname [ [ [ [T TTITIIIIIITITITIIT]]]
First nameis) mprimigdeamens | | | | | [ [ [ [T [ [ T T T T T TTITTIITTIITTTTT]
Preferedname [ [ [ [ [ [ [ [ [T TTTTTTTTT] sw [T ] osteattin (T[]
Previowsormaienrame [ | | | [ [T [ [ [ [ [ [ [T T PTTIT[[J[T]TITI[[[]]
orpassportouber | | [ | [ | | [ [ | | [ [ |comyofisee| | [ [ [ [ [ [ [ [ [ [T 1T ][]
Telephene (H) HEEEEREEEEEEN o LTI T LTI TT T
Cellphane LI LI T T ITT] Taerwmber L | [ T T T T T TTTTT]
emal [ [ [ [ [ [T T LTI TT I T T ITTIIITTIIIITTIT ]
| 4, About your dependants (if applying for cover) |
Dependant 1
e [ [ [ [ [owits [ [ [ [ | sumame ([ [ TTTTTTITTTITTTTITTIITTT]
First namels fo poridbnttgdoamernd [ [ [ | [ [ [ [ [ [ [ [ [ [ [ [ [T TP [TTPLTTTT ][]
Preferedrame [ [ [ [ [ [ [ [ [T [T TTTTTTT] s [T ] osteatbish [ [[TT[TT]
Relatoshp to main mamber 207tk e 14 Wt pur it et atiogel i sz [T [ [ [ T [ [ [ [ [ [[[]
orpassportrumber | | | [ [ [ [ [ [ [ [ [ | Jcowmyofisue [ [ [ [ [ [[ [ [T]T[T[[[[]]
Is wour dependant: mamied? Yes[ ] Mo[]  finarcialy deperdert on you? Yes[] Mo[ ]  dsabled? Yes[] Mo[J  afulldime studert? Yes[ ] Mo[]

[Dioes your dependant earn anircome? Yes[ ] Mo[ ] How much does your dependant earn each morth? R D:D:D

Dependant 2
e [ [ T ] wisals [ T T T 1 [ [T T T T TP TPT T T]
First namels) parigntigdoament | | [ | [ [ [ [ [ [ [ [ T [ [T [T [[[[]]

[
I
prefersdrame [ [ [ [ [ [ [T [T TTTTTTTTT] s [T ateofbinh |
[
[

Surname |

. . . for axanpl, mathar, chid Whare your child is not your biolgical chid, plaasa staie
Relationship to main member |ph|ior:hl::|,1-o| cxanple sdoptd i, estar child oo u.gpl-,-bgs Fpmﬂ LIT T[]

I[I-:-rpassp-:-rtmn'ber||||||||||||||E-:-un1r:.'n{issue|||||||||||
Is your dependant:  mamied? Yes[ ] Mo[ ]  financidly deperdert on you? Yes[ ] Mo[ ] disabled? Yes[ ] Ma[ ] afull

[ioes your dependant 2arn anircome? Yes[ ] Mo How much does your dependant 2arn 2ach morth? R D:D:D

[ ] |
| | |
[ |
[ ] |
[ ] |
me studerit? Yes[] Mo ]

Dependant 3

e [T 1] wiids (TTT]  wname [(TT T I I T T T T T T T T T T TTTTTTT]
s n s oames [T T T T T T T T T TT T TT T TTTTTITTTIIT]
Pre{errszlname||||||||||||||||||||5€i|:|:| paeofbtith [ [ [ [ [ [ T[]
Relationship to main rerber m,ﬁﬁ:ﬂ"mﬂ:m?ﬂgﬂ'iimﬁﬁ;?mﬁlgdﬁw"’m R EEEEEEEE
orpasportramber LT T T T T T T T T T T T commpoliosse [T T TT T T T T T T T TTTTTTT]
Is your dependant: mamied? Yes[ ] Mo[]  finarciadly deperdert on you? ¥es[] Mo[ ]  disabled? Yes[] Mo[  afulldime shuderd? Yes[ ] Mo[]

Dices your dapendant 2arn anircome? Yes[ 1 Mo[ ] How much does your dependant earn 2ach morth? R D:l:l:l:l

Fagm 1 of B Dismavery Hamhih Py Lid adinla e dha Discovery Hshh Medcal Sdena Raghhiaiion nombar 1990013880900 An sutharimd fnandal savioes prosidar



fi adviser's name Code

Code
‘ T ([T Cope2a7 - 11 1]
swmsm.mwmozg&_r m tesdrombee[ [ | [ [ T [ [ [ | ]

mai PP PpUBIN P AN T [ T T T TTTTTTT I IIT]

Bank reberence umber (1 appicabie] S-E-E 1 L1 BE | OMareton on ol 2BSA and PN fiancd adasers)

1 declare that:

1. lamxomedimmmwnmdmwmmwuamwmsemmdurmmauawmwswumm
2. Imwwmemmmammmw

3. | have 3 vald contract with the Scheme ard | have made the chent aware of the commission payabie by Discovery Health Medical Scheme.

4 lam responsblefuprovdmtluxmcamm

. my name, address, postal add! number
2 thatsinhssorhabestimmx A
5. Ianmnmnblolormyamiuglmtom about completion of this application form and jeining the Scheme.
Fnandal adviser’s signature J . N

- v — T % 3 > - e e
I Py o bt ead 3 Ll A - St
-

Executive Plan Comprehensive Plans  Priority Plans Saver Plans Core Plans KeyCare Plans

[ Executive O Cassic O Clasic O Classk O Classic [ KeyCare Pus
[ Classic Delta [ Essential O Classic Delta [ Classic Deita [ KeyCare Core
O Essential () Essential O Essenval
[ Essencial Delta O Essential Deita [ Essential Deita
1 Coastal |3 Coastal

How would you like us to refund claims from the Medical Savings Account if your plan has one? Discovery Health Rate ] Cost D

You bavememwutlorhelplnsebcmgahulhplmmmyeurmedsByugnmmsappimmywcmmammwlmﬁmlhe(ondnom

and benefits of the plan you select

Please complete this if you selected a KeyCare Plan:

ff you have selected a KeyCare Plan, we calculate your contributions using the higher of the total cost to company of the main member or spouse or partner. Total cost 1o
indudes guarenteed earnings, guaranteed dlomances, company contributions and variable pay or commissions. Vie do ot take bonuses, for example annual

13th chegues and orce-off bonuses nto account. Please give us proof of income. We may ask you for updated proof of income each year

If you don’t give us proof of income, we will place you in the highest income band,

Main member R:D:]: [total monthiy cost to company)

Spouse or partner R | [ ] totat monthiy cost to company)

Please complete this if you have selected the KeyCare Plus Plan B

Name GP name Practice number Second GP name* Practice number

Main applicant
Spouse oo partner
Dependant 1°°
Dependant 2** ‘

Dependant 3°* |

* if you Ive far away from whece you work or you often need to weork in different towns or proviness, you may need 3 second GP.

Pitase only choose a second GP if this applies to you.
PIeastm&emmmmmmmwmmgMMBNwmasmwmhm&mhm4of|hshm

[ Please note: you can only access day-to-day cover and civonic benefits through the KeyCare general practitionerls) you chese sbove. |

7.Your employmentdetails i Chheatie SRR
7.ilfyu:umlw«lquhgmﬁslmhﬂonuamdRMM‘MWWMMMMM:
Nameotenpoyr [ [ [T TTTTTTTTTTTTT Emoloyer o biling number|_| [TTT1T11
Employee number | [ 1 T T TTiT1d Date of employment | R
hKMnuhhmmWﬁoMadﬂmﬁdmtuﬂne i
Benchname | ] [TTTTTTTT] Branch number | [T1TT11]
He&memmloyncunummsmwﬂmsa;plmonmgmmwlwmmmwwlmmlm

Employer warr
1. We warrant that the main applicant detailed in section 2 is an emplayee of cur organisation,
2. The Scheme may bill us for the amount due for this member in the same way as it coes for cur other employees with the Scheme.

Authorised signatory(ies) P- ] 2
Name(s) Ll L L L L L] T D N I
Designationts) [ 1]

Papidn Dacovery eatd Py L0 sdmiaiens e Ducovery Mookt Medesl Scdeve  Lapyrmon mumter 195701330007 Ar ssrorond bnesce’ serwony provde
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7. Your employment details (continued)

7.2 Only complete 7.2 if you own your own business and your business will be paying your contribution:

Marme of your business | | | | |
Reqistration rurmbsr VAT number
Telephone Fax
Phyzical addrass Postal address
Cede Code

&. Your banking details

2.1 Your contributions £.2 Your claim refunds
If you will be paying your contribution in full, please complets Hyou da not want to use the same banking details for your contribution
this section: and claim refunds, pleasa give us the details yvou would like to uss:
Please note: m' GTHT a‘l-':ﬂl’t ‘-i'e'dlit ‘-‘lardla':':l'}"”l"t dl'“alils B Plaase nota: we cannot accept credit card account details
Bank
ank name Barkrame [ | [ [ [ [ [ [ [ [ [[[][]
granchname [ [ [ [ [ [ [ [ [ [ [ [[ ][]

Branchrame [ | [ [ [ [ [ [ [ [ [[[]]]
grancheede [ [ ][ [ |-[ [ |-[[]

Bancheode | [ |- | |-[ [ |- []
tecourtoumber [ | [ [ [ [ [ [ [ [ [ [ ] []]
o oanber LI LLL scartrunber [T T T T T T T T T T T TTT]
tecourthelder [ [ [ T [ [ [ [ [ T T [T [] ] |"weckacount Chequel) Savingsl
Pleasa chacse the date you would like us to debit your accourt: Aceaunthalder | | | | | | | | | | | | | | | |

|1{5.::E appiluai!n.l:nl:‘is cq:l.lgrfal-;?fter ﬂ-iu.;gneu:,uu cﬁ;ﬂ‘ Eme your fist debit By signing below, you agres that once claims have been refundad into the bank
order will go aff on the first of the month and then an the ChIIJ'SEI'I daita aftar that, | @ecount you have dhosen, the Scheme will ot be responsible in any way for the

Can we w2 this account to refund claimes to you? Yes[] Mol amcunts refunded.
If you wanit to use a different account for claim refunds or if the barking details Sianature of
completed above belong to somecne else, please complete 8.2 to tell us what m.;!i-ln applicant | |

acoount o use for claim refunds,

Signiature of
accounthalder

9. Previous madical scheme details

Pleasa give us the details of all registered South &frican medical schernes that you previously belonged to. We will uze this information 1o determire if we need to
apply any waiting pericds, late-joiner penalty fees, or both,
Main applicant

Are you still | Erd date if you have
Scheme name Membership number |Start date amamber? | already resigned Reason for leaving

Yes [ Ha[]
Yes[ Ha[]
Yes _ Ho L
Yes [ Ha[]

If all dependants were on the same medical scheme(s) as completed above, please tick here to confirm this. [
If any of your dependants applying for cover belonged to differant medical schemes, please complete them below:

spouseorparner [ | [ [ [ [ [ [ [ [T [T T[T [T TTTTTTTTTTTTITTT]T]

Are you still | Erd date if you have
Scheme name Membership number |5tart date amember? | already resigned | Reason for leaving

Yes [ Mo []
Wes 1 Ho [
Yes [ Ha[]
Yes [ Mo []

Dependantname [ | | [ [ [ [ [ [ [T T [ [T T T T[T TTTTTTTTITTTT]T]]

Are you still | End date if you have
Scheme name Membership number |Start date amamber? | already resigned Reason for leaving

Yes [ Mo []
Yes [ Ha[]
Yes[ 1 Ha[]
Yes [ Mo []
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4, Previous medical scheme details (continued)

pependantname [ [ | [ [ [ [ [ T T T T JTJITTTTITPT I TP TTTTTTT]]

Areyou still | End date if you have

Scheme name Membership numbar |Start date a member? | already resigned Reason for leaving

Yes [ Ha[]

Yes [ Mo []

Yes[ 1 Ha[]

Vs L Mo ]

pependantname [ [ | [ [ [ [ [ [T T T T T TP TP TP TT I TTTTTTTTTT]

Are you still | Erd date if you have

Scheme name Membership numbar |Start date a mamber? | already resigned Reason for leaving

Yes [ Ha[]

Yes [ Ha[]

Yes [ Ha[]

Yes[ 1 Ha[]

10. Moving frem another medical scheme

Pleasa make sure that you have completed ssction 2.

If you answer ne to any question in 10,1, you must completa all the madical questions in saction 11.

10.1 | confirm that all pcple named an this application:
1. arz currerily or have been memnbers of a Scuth African medical scheme for at least the past 24 meonths, and

2. hawe not had a break in memksrship of mare than %0 days since resigning from that South &drican medical scheme.

If you arswered yes to the above questions, please answer the questiors in 10.2.
If you arswered ne in 10,1 you must complete section 11,

Ha [
Ma[]

10.2 For any persan named on this applcation fomn:
1. Have they been admitted to haspital in the 12 months befare this application?

2. Are they aurrently taking regular medicine or reasanably sspeding to nesd medidne where the trestment costs more than R200 a marth? Yas[]

3. Ara they planning to o reasonably sxpecting to be hospitalised (ircluding for pregnancy) or expscting to recaive
derital or medical reatmert costing mare than B2 000 in the nest 12 months?

If you arswered no to all questions in 10.2, we will not apply any waiting perods and you do net have o complete section 11.

Ha[]
Ha[]

Ma[]

If yeus answeared yes to any questions in 10,2, we will apply a three-month general waiting pericd ta weur application and you do not have to complets Section 11,

Dwrirg these three moritts, we will only cover claims relating to Frescribsd Minimum Banefits acoording o the Scheme's nles,
If you feel that a three-manth gerera waiting penod shoul rot be applisd and you want to give us mors infomation, complete section 11.

11. Your medical questions

&, Only the main apglicart, spousa or pariner and any adult deperdant applying for cover need to complete zaciion 11 A,
Main applicant
Heaw tall are you? |:| . ED metres
Heww miuch dao you weigh? ED:lki-:ngam:
D wou drink akohol? Yes[] Mo[]  How many units of aleohal do you drink each wesk?
1 writ of akohal = 1 measure of spirits, W pint of beer or 1 glass of wine
[ you smcke? Yes[] Ho[]  Amount each day
If ne, have you smoked in the last 24 mordhs? Yes[ ] Mo H yes, amount each day I:l:l:‘

If you stopp=d smcking, what was your reason for stopping? |

Spouse or partner
How tall are you? I:‘ . I:l:' metres
Howe much do you weigh? ED:' klagrams
Do you drink akohol? Yes[ ] Mo[]  How many units of aleohal do you drink each wesk? ED:D
1 writ of akohol = 1 measure of spirits, ¥ pint of bear or 1 glass of wine
[ you smoke? Yes[] Mo[]  Amount each day
I no, have you smoked in the last 24 months? Yes[ ] Mo[ ] W yes, amount each day El:l:l

If you stopp=sd smcking, what was your reason for stopping? |
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11. Your medical questions (continuad)

Adult 1 {any dependant 21 years ar oldar)
Heaw tall are you? . |:|:| melres
How much do you weigh? El:l:l klagams
[ you drink akoohal? Yes[ ] Mo[]  How many units of alochal do you drink each wesk? I:l:l:l:‘
1 writof akohol = 1 measure of spirits, ¥ pint of bear or 1 alass of wine

[ you smcka? Yes[] Mo[]  Amount each day
If ne, have you smoked in the last 24 morths? Yes[ ] Mo yes, amount each day El:l:l

If you stopped smcking, what was your reason for stopping? |

Adult 2 {any depandant 21 years or oldar)
How tall are you? |:| ] ED metres
How much da you weigh? I:':l:‘ kioorams
Do wou drink akohol? Yes[] Mo[]  How many units of aleohal do you drink each wesk?
1 uritof akohal = 1 measure of spirits, ' pint of bzer or 1 glass of wire

Do you smcka? Yes[ ] Mo[]  Amount each day I:l:l:‘
If ne, hawve you smoked in the last 24 months? Yes[J Mo N yes, amount each day ED:'

If you stopped smoking, what was your reason for stopping? |

B. Have you or any dependant in this application ever exparizncad, been treatad for, or are wou currertly suffering from any of the following symptars,
conditions or discrders?
111 Cancer Yes[ ] Mo[]
Exarnple: ary fom af carcer ar pre<ancerows growthe.

Mame: Name:

Iedical diagrisis

Diate first daonossd

Diate of lzst symptoms, consultation or hospitalisation

Medicires used for this cordition and dosage

Date last taken G N N G G G G G G N G

Currently on treatment for this condition? Yes | Mol ] Yes[] Mo ]

11.2  Heart and circulation conditions Yes[] Mo[]
Example: argina, chest pain, heart failure, murmurs, rheamatic fever, high Hood pressure, heart attack, raized dhclestenol, previous heart surgery ar palpitations.

Mama: Name:

IMedical diagrisis

Date first dagnosed

Diate of last symptoms, consultation or hospitalisation

IMedicires uzed for this cordition and dasage

Date last taken [ I T [ [ [ T P [ [ ]

Currantly on traatment fior this condition? Yes[ ] Mo ] Yes[ ] Mo

11.3  Gynaecological conditions Yes[ ] No[]
Example: cwarian cysts, erdometricsis, fibroids, cerical disorders, menstrual disorders or pregnancy.

Mams: Name:

Medical diagrosis

Diate first dagnosed

Date of last symptoms, consultation or hospitalisation

Medicires used for this cordition and dozsage

Date st taken [ I r rrrrJFrrrr [ [ [

Currently on treatment for this condition? Yes ] Mol ] Yes[] Mo

Fagesof 1 Disavedj Hatth Pyl Lid adnin % ha Dispovedy Hahh Medal itema  Raghtiasos numbar 10013880607 An suthorised aasdal savioes prosidar



11. Your medical questions (continued)

114 Mental haalth Yes[] Mo
Exarnple; depression, arsisty, schizophrenia or bipdar disorder,

Mame: Name:

Iedical diagrisis

Date first dagnesad

Diate of lzst syrptoms, consultation or hespitalisation

edicires uzed for this cordition and dasage

Diate lact taken D G N N G G G G G

Currantly on treatment for this cordition? Yes[] Mo ] Yes[ ] Mo

11.5  Metabalic or endecrine conditions Yes[] Mo[]
Exarnple: diabetes, thyroid disorders, grosth disorders, Cushing's dissaze or 2ddison's disease.

Mama: Name:

IMedical diagrisis

Date first dagnosed

Diate of last symptoms, consultation or hespitalisation

Iedicines uzed for this cordition and dasage

Date last taken [ I T [ F T [ [ [ T 1

Currantly on traatment fior this cordition? Yes [ Mo ] Yes[ ] Mo

11.6  Liver or pancreatic cenditions Yes[ ] Me[]
Exarnple: hepatitis, drtosis, liver failure, gallstones or pancreatitis.

Mame: Name:

Medical diagrosis

Date first dagnosed

Date of last symptoms, consultation or hospitalisation

Medicires used for this cordition and dasage

Date last taken [ I T [ F T [ T [ [ |

Currantly on traatment for this cordition? Yes[ ] Mo ] Yes[ ] Me[ ]

11.7  Gastrointestinal conditions Yes[] Ne[]
Exarnple: Crohn's disaase, ulcerative colitis or Hesding ukers.

Mams: Name:

Iedical diagrasis

Diate first dagnossd

Date of last symptoms, consultation or hospitalisation

Medicires used for this cordition and dozsage

Date last taken N N S N G G G G G

Currently on treatment for this condition? Wes[ ] Mol ] Yes[ ] Me[ ]

11.8  Brain and nerve conditions Yes[] Hel[]
Exarnple: stroke, muliphe scherasis, epilepsy, migraine, Pakinsen's diseass, quediiplegia, paraplegia or cerabral paksy.

Name: Name:

Iedical diagriazis

Diate first daonossd

Diate of lzst symptoms, consultation or hospitalisation

Medicires used for this cordition and dosage

Date las taken D G N N G G G Y G G

Currantly on traatment for this cordition? Yes [ Mo ] Yes[ ] Mo ]

Fazg ?o0f 1 Dimavety Haih PH] L sonin s ha Disovedy Hahh Madal Stona Raganaiod numbar 1900013880607 An suthaodimd fnanddal sanvinss prossdar



11. Your madical questions (continued)

Yes[ ] Ma[]

11.9  Respiratory conditions

Exarnple: asthma, emphysama, chroric bronchitis, shonress of breath, persistent cough, cystic fibrosis, chronic obstrudtive ainsays diseaze, any lung

surgery of coughing up of Blood.

Nams

Name

Medical diagrosis

Date first dagnosed

Date of last symptoms, consultation or hospitalisation

Medicires uzed for this cordition and dozge

Date lazt taken

Currently on treatment for this condition?

Yes ] Mo ]

Yes] Mo

1110 Musculeskeletal conditions

Yes[ ] Ma[]

Exarnple: rheumatoid arthiitiz, astecarthiitis, myasthenia gravis, gout, cstecporosis, loss of limb, back problems and cperations, slippsd disk, bade pain o

any ather conditions.

Namea: Name:
Medical diagrisis
Date first dagnosed
Date of last symptoms, consultation or hospitalisation
Medicires used for this cordition and dasage
Diate |ast taken [ ] [T T T 1T T 1
Currantly on treatment for this condition? Yes[] Mo Yes[ ] Mo
1111 Kidney or urinary tract conditions Yes[] e[

Exarnple: kidney faiure, kidney stones, recament infectiors, nephiitis, prastate problems, blood or protein in wine or pakoystic kidneys.

Nams:

Name:

Medical diagrosis

Date first dagnosed

Date of last symptoms, consultation or hospitalisation

Medicines uzed for this cordition and dozage

Date lazt taken

Currently on treatment for this condition?

Yes[] Mo ]

Yes[ ] Mo[ ]

11.12  Blood conditions Yas [ Ma[d

Exarnple: anaemia, kukazmia, beeding disanders, haemophilia, lvmphoma, deep vein thrombesis (blood dhots) or pulmanary embolus.

Name:

Name:

Medical diagriasis

Date first dagnosed

Date of last symptoms, consultation or hospitalisation

Medicines uzed for this cordition and dosage

Date last taken

Currantly on traatment for this cordition?
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