momentum
health

Consolidated Application for membership

Imeludec Health Saver, Multiply, Advice Fee and Health Waiver

Imp-nr'tant notes:

204

Please do mos resign frem your curren: me-dical scheme until you have recesved witten nedification of acceptancs from Momenium Heakh,
ormentum Hea'th wl only consider membership on receipt of a fully compieied applicaten form.

+  Please prowide a copy of 10, for all t=neficianes.
v FICA requirements for Health Saver: Proof of identfication ang proof of rescential address (comoeie the residential acdress on this apphcation

ferml.

¥ Ih z applization iz for groupe amd the corrpany is mot 2ready lizted om Momenturs Haalte, 3 cornzany applization forrn nezds o be completed 33

well

If thes application is for Government empleyeess, atiach 3 copy of your Latest payslio.

Section 1: Personal details

Principal member
Titl=
Sumame

Frevious cumams

|DiPassport mumbser™
"H passport rumb-er, pimase nopply date-of bih

Country of residemnce

Residential address

Fostal address §if differert)

Telephone - home (zode - numzen
E-rnail aacress

VWelowld you like to receive a Mobicara?
Vehat prompied you to join
Memernturm Health?

Spouse or partner

Initizs's

Financial Adwiser Actvertising
Other, please speciy details

Tide I nitials
Swmame
Previows sumame
ID.'F'as numizer’
o plaazs Supgly cale of W
Ecuntr:,' cf residencs
Dependants
; Sumame if different to IO mrummibmerd
First name prinicipal riembar Pasznart Mo
1.
2.
3
4.
5.

Are the adu’t dependants Fnancialy dependent on the prinepal member?

Do the cependants receive an income, &.g. pension, salany

If *fes, what is the monthly income?
Adutdependant 1 R

Adutdependant 2R

First marms=
Gender: | Male Female
Marital sistus
FPesial sods
Postal coos
Cellphzne number
Yas Mo
Intermet Personal Recommendation
First name
Gender. hale Ferma=s
Marital status
Date of iSander Relatenzhipts | Adult ousr 21
Birth 1 =] princpal member | (Yaz/Ma
Wes No
es Mo

Adult dependant 2 R
Adult dependantd R



Section 2: Employer info
Non-government employees
Branch name _ ' Branch number

Existing group number _ Empioyee number

Business telephone NUMber oo - mmbs) ' I Date of employment - -
Principal member's manthly incoms '

Principal member's ocoupation
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Government employees

Hame of department

MMdﬂmm : Date of ermployment
Principal member's martily income ' '

Principal member's occupsaton

Section 3: Business information if self-employed
Compary Mame _
Registration rumber ' ' Registraion date ~ — -2 0
Mature of Business : ; ]

Telophone - work josde - menbe B ' Fax - work feoe - semben :
Celiphone number i _ Preferred method of communication: E-mail Post
E-mail address ) |

Business physical address
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Business postal addross
(iF ceffrent)

Section 4: Financial adviser
Financal pdvisers code Broker housa code Commission raf no Commission Spit %

feet Tutd 24206 Chob 2t _ 100%

Signature of financial adviser Date = -2 0
How would you like to receive your
walcomi pack?

L b e Vg A UL A Y Pl A L B

Mail tomember %  Send to branch Broker to colled

Section 5: Marketing adviser
Name ' ' Marketing adviser's code
Branch name - ’ ’ Telephone - work eoda - mussen

E-mail address

Section 6: Previous medical scheme information
Please list previous medical scheme membership details for principal member, spouse and adult dependants separately.

Name of member Mamea of scheme Member numiber Draite joirwed Diate berminated



Section 6! Previous madical scheme information
Are you changing yowr medica’ scheme due o a changs in your employment? Yes Mo

Haws you, wour spouse o any of wour dependants ever had & waitng perod, pre-sxisting condtion exclusicens o a [ate
joiner penaty? IF Yes, pleass aitach previcus membership carificate njﬁal.railaﬂle]. Yes Mo

Section 7: Medical details
Failure to dicelose pre-exicting conditions coukd limit andior exelude certain benefits or result in termination of your membership

Complete Section 7.1 if you hawe been a member of a medical scheme registered in Scwth Afrca for at least 24-months. and less than 90 days have
passad since your resignation from that schems. If nod, please complete Section 72,

Please make sure that wou have completed Section & before completing this section
Hawe oo or vour Sependants aver had any of thie folawing:

SECTIONT.A

711 Hawe you or your dependants ever suffersc fromn diabetes. heart diseasze, stiroke or cancer? ‘Yes Mz

742 Hawe you or your dependants had an cperaticn or admission to any hospital o the [ast 12 menths? ‘Yes Mz

713 Are you or your degpend ants awaitng or planning any ooeraton o admisson to hospital (including pregnancy) Yes i
for freatrment in the next 12 moenths?

7.4 Arez you o your cependants cumentty taking engoing medication or reasonstly exzecting 1o take medaation n fec Mz
the next TZmonths?

715 I= there any cther condiion o symptom, which &5 net detailed n any guestion abows, for which medical adwics, Yes Mz

diagnosss, care or treatment has already been recommended or received, or coulks potentially result in 3 medical
laim withn the next 12 manths?
If woiu hawe amcwered no o all of the above questions, we wil not aoply any waitng percds and wou do net have io complete Szctien 7.2

If you hawve answened yes to any of the abowe guestions, we will app'y a three-month general watting perod o all dependants included on your application
fzrmm and you do not hawe io complete Section 7.2

SECTIONT.2

Failure to disclose pre-existing conditions coubd limit andior exclude certain benefits or result in termination of your membership

Haws wou or vour 2spendants ever had any of the fotowing: IF wes o any of the guestions please provide full desa™s, chould require addition space
please add 2m addtionzl page to the appdestion form.

7.21 Disorders or problems with the heart or cardiowascwlar system. Eg_heart munmur, high bloed pressure, raised | ywae o
chelesternl, shorinezs of breath, palpitations, chest pain, angna pestoris or heart tack?

e . T Are wou currendly | Last treatmentd .
Hame of memoer Conditicn and date diagnosed Mame cf medication on Treatment? | sympims date Atending doctor

7.22 Respiratory or lung trouble. Eg wbsrculosis, ssthma, perestent cough or other breathvng problems, emphysema, | wao Mo
coughing up Bood cyetic fibrosis, sinusit's or a'2ngic rhinitis?

e : P Areyou currendly | Last treatmenty :
Marme of rmarmzer Coneition 2nd dzte diagnozed Mamie of radicatian o Tresiment? | Sympims daie Atznding docstar

7.2.3 Disorders of the digestive system, stomach, gall bladder, pancreas of liver. Eg gasitric or cucdenal ulcer, Wam M
heartburn, hizius hemia, recial bieeding, Crohin's dissass, ucerative coliis, imiable bowel syndroms. hepatitis,
camhess, liwer failurs, or have you ever hac a gasinoscopy, colenasoopy, o other special examinations 7

Are you currendly | Last treatmentd

Mame of memiosr Cenditicn and date diagnosed Mame cf medication on reatment? | sympioms date Atending coctor
7.24 Disease or discerders of the kidneys, bladder or reproductive organs. Eg abnormal urine tests, kidney stones, Yes Mo
nephritis, prostatitis, bladder infections, or sexually ransmities diseasza?
Mame of mermizer Cenditicn and date diagnosed Mame cf medication A{&?n?euaﬁ.lu.lgﬁ?;w %ﬁ?‘ﬂg Atending doctor
7.25 Dizorders of the nervous systam or brain. Eg zpilepsy . stoke ruliple sdermeis, migraine, he adaches parsipsis, Yes [
Parkinzsm's dissaz, or hiawe you or 20y of your dependants had o been aduizzd to have an MR or C7 s2an?
Mame of memzer Condiion and date diagnosed Mame of medicaiion Are you currently | Last freatment! Attending doctor

on treatment? | sympioms date



Section 7: Medical details {continued)

728 Mental disorders. Eg deprassion, anxiety. panic aflacks, schzophrenia, ealing disorders, ADHD, or post traumatic

siress disorder?

Are you curenily

Marme of medicstion o freatment?

MNarme of member Condibon and dale diagnosed

7.7
hearing loss, ear discharge, ofitis media or allergies?

Are you surrenshy

Marme of memioer o traatmant?

Conditicn and dale diagnosed Mame of medication

7.2.6 Disorders or diseases of the skin, muscles, bones, joints, limbs, spine. Eg any skn rash, arthrits, gout,

Ear, mose, throat or eye disorders. =g cefectwe vision, cataracts | glavcoma,_ retinitis, discrders of the comea,

Yes

Last ireatment/
symptems date

Yes

L=t freatrnenty
cympioms dale

Yee

floromyalgia, any backneckmipiknes or other joint rouble, muliiple sclercss, any oint problems or replacemenis,

ACTNE, BCIEMA OF psoriasis?

Marme of mermiber Aure you curmently

Mame of medication on treatment?

Condiion and date diagnosed

7.0 [habetes, sugarinunne, thyroid or other glandular or blood disorders. Eg anaemia, bleedng dizorders,

disorder, Cushing's dizeass or Addison's dseasa?

- : T Are you curmenily
Mamie of mermber Condition and dafe diagnosad Mame of medication o reatment?
7.2.10 Cancer, a growth or tumcur of any kind including meles: removed {malignantbenign|?
Mamie of rmermber Condiion and date diagnosed Mame of medication ﬁﬁaﬁgﬂgw

7.2.11 Are you or any of yeur dependanis curment’y und ergoing, or anticipatng amy specialised dentalmaxilic
facial treatment?

Ara ol surrently

Mamie of mermisr o traatmisnt?

Condiion and dale diagnosed Mame of medication

7.2.12 Hawe you haz any accdents (incledng maotor wehicle scddents) in the past 28 manths? If yes, pleass
prowide deta’s of injuries sustansd?

Are you currently

Mamie of mermbsr o reatmient™

Condiion amd date diagnosed Mame of medication

7.2.12 Are you or any of your dependanis taking cngomng medication for any condition not liste in any other
question?
Narme of me e you currenily

Mame of medication o treatment?

Condiion and date diagnosed

7.2.14 Hawe you or any of your dependants had any surgical procedure in the past 24 months?

Are you curmenily

MName of member o TeatTIEnt™

Conditicn and dafe diagnosed MNamie of medication

7.2.15 |5 there any othier condition or symptom, which is not defailed in any other guestion, for which medical adwice,

Last treatrmenty
syrmpoms date

growth

Wes

Last treatrnents
sympoms date

fes

Last freatrmenty
symgioms date

Tes

Lz=t freatrmenty
syrmptoams date

Yes

Last tresatrnenty
sympioms date

Yes

Last reatrmenty
symgioms date

Yes

Last freatrmenty
SYMpioms dale

Yes

diagnosis, care or tneaiment has already been recemmended or recewed, or could potentially resultn a medical

cairn within the next 12 months?

Are you surrenthy

Mamie of medication o treatment?

Marrie of rermber Condiion and date diagnosed

Lz=t freatrmenty
cyrmpioms dale

Mo

Att=nding coctor

No

Atftending dector

[il=]

Atending doctor

No

Atending doctor

No

Atenging aoctor

Mo

Atenging Soctor

No

Atenaing aoctor

Mo

Atending doctor

No

Attending deosctor

MNo

Ahending doctor



Section 7: Medical details (continued)
Qwestions 7.2 156 to 7.2.12 apply 1o female applicants

T.2.1% Disorders of the fermale organs. Eg endometnas's, ovanan cysts, fhroids, infertility, disarders of fe cemis, mensirua Yar [
discrders or any sbmormalty of pregnancy or confinemsnt?

Marme of rrarmsar Coneiion 2md sate diagnozed Mame of medicstion fAre you sumsnily ';fwﬁjﬁg”ﬂl Afsamsing destor

T7.2.17 Areyou currently pregnant? Yas Mo
7212 Covyou have regulzs Pap smaars or marmmagrams? [fyes passe give details of your maost recent results? Yas Mo
Marrse of rrarmser Date of pap =rmear Fesult

I you or any of dependants are living waith H IV Alds and would prefer not to disclese your or their HNV-status on this form due to confidertiality, you may
wait until you hawve receiwed your membership nurmiber. On receipt of your membership numizer phease o3’ us a1 0880 50 60 80, in crder 1o notify us
that you o your cependants are livmg with HW&ids. This inforrnation w be kept confidential. Pease aduise us within 7 daws of your dats of eniny onto
Momentum Health, failing which memb erchip may be termnated for non-discloura.

7.1 Principal mamber

Height {withoaut shoss) . m | Tobacco smoksd: | Typs Guantiy per day
Mass fchothed) kg Aleohal consumed: | Typs Quantity per wesk
Spouse or pariner

Height {withoa: shoss) , m | Tobacoo smoksd: | Typs Cwantiy per day
Mazs {elothed) kg Alechal consurmea: | Typs Quantity per wesk

Adult dependant 1

Height {without shoss) . m | Tobacco smoksd: | Type Cuantiy per day
Mass {clothed) kg Aloohel consurmea: | Typs Quantity per wesk
Adult dependant 2

Height {without shoss) . m | Tobacco smoksd: | Typs Cwantzy per day
Mas=s {clothed) kg Alechol consurmea: | Typs Quantty per wesk
Adult dependant 3

Hieight {wathoaut sheoss) , m | Tobaccosmoked: | Type Cruantity per day
Mass [clothed) kg Alechol zonsurmea: | Type Juanity per week
Adult dependant 4

Heeight {wnthoat sheoss) , m | Tobaccosmoked: | Type Cwantiy per day
Mass [clothed) kg Alochal zonsumea: | Type Juanity per week
7.220  Hawe you taken cut a Me incwrance palicy with Momenium dusng thes 3st cix months? fes Mo

If Yes please supEly your peboy number,

Current doctor
Mame and swmame

Telephone « wark (cooe « numpsr Hio long has hedshe been your doctor?

Current dentist

Mame and sumarms

Telepheng - wark e - mariRn Hewy kareg has helshe Bsen your dentst?



Section 8: Option choice

Important note: The principal member may make chamges only on 1 January each year.

; Hospital prowider Chronic and Ealary
Base Cption Diay-to-day provider
Base Metwsrk Carelrose =7 401 or more
Ctate [Faramani R5 501 - RY 600"
Prirme Cure R3 501 - RS 500°
Provider's practics mumber Less than R3 200"
UIF las Shan BTS00, pleaze
Provider's practics mame aach 8 0opy of your payelp
Arces ; Hospital provider: &ccess Metwork ‘Chronic and
s Option Day-to-day provider
Medicross
Prime Cure
Provider's practics number
Provider's practics name
Hospital prowider Chronic and Sawings:7.3%

Custom Optien

Any hosgial
Associated hospials

Day -to-day provider
Ay

Associated GF and Gourer Fhanmmacies

State

Chronic and

Incentive Option Hospital prowider Day-to-day provider Savings 10%
Any hospital Lny
Aesociated hospitals Lesooiated GF and Courer Shanmmacies
State
Extender Option Hospital prowider Dayggm]ilup?ﬁiﬂer Savings:20%
Amy hospial Any

Pay day-te-day claims at:

Associated hospaials

Accurmuation rats

Associatsd GF and Courier Phanmmaci es

State

I to 200% of the Momentum Health Rate

Summit Option Hospital provider: &ny hospits Chronie and Day-te-day provider: Freedom-oi-choice

Section 9: Banking details for payment of comtributions
(Mizrmentum Heakh does ot delbt from orect card acoountz)

Is the contrizution payer the: | Principa Member (complete only section 2.2)
Company (a5 per company application form —ignore sections 3.1 ane B.2)

Cther | complede sections 9.1 and 2.2)

Section 9.1

Tite Imitials Firs1 narme

Sumame/Comgany name
RSa D Yes Mo

ICYPassgpert number”
" sz nam numar plEszE suepl sale el Einn

Gender: | Male Female



Section 3.1 (continued)

Resident.al address

Postal code
Postal address [ differant)

Postal code

Telephone - home jeeee - rurkes Cellphons number

E-mail address

Section 9.2

Mame of account holder

Mame &f ingsiuten

AGToUNT nurmibe=r

Ercount type: Current Sawings Transmission Deducton day | 0| 1
Branch code Branch mame

Iarrzntum Haalth may d2bit the above zozount with the smount Sue urder the sontract in sscordancs with the Momentom Szath dabit srder system,

| /'wie agree to inform Momentum Heslth in writing of any changes that iake place. | [ we authorise Mementum Heal® bo verfy such account ceta’s wih
the financial mstitutien. We accept that Mormentum Health may debit the account on a date other than specfied.

If 3 company accownt is to be debited:

' ! wez warrant that the principa’ memier refared toin fes application ic an employes of our arganssation.
Memernturm Health may bill us for the amount due for thes member in the same manner as for ofer members that cur organisation employs.

Marme

Poition in eomipany

Signature of account holder!
Autivorised signatory Date
Section 10: Banking details for claim refunds payable to member

Marre of 2zca0nt holder

Mame of instiuticn

Bcoount nurmber
Acoount type: Current Savings Tramsmission
Branch code Branch name

Signature of principal member Date = - 20



Section 11: Terms and conditions

1. | apply for my dependants and | 4o join Momentumn Health (the: Scheme]) administered by Memenium Medizal Scheme Adminisirators: (MMEA] (the
Aaministrator) and agree to familiarse myssll wih, and be Bound Dy, the Rue'ss of the Scheme (the Russ) if my application for membershg is
accepied. |understand that | may requess to insped: the Rules and that, in the event of a dispute, the Rulss wi be decisive.

| acknosdsdige that if my dependants and | do not oscloss all the information that is relsvant to the assessment of this applcation, it will make
mﬂ coniracts 1o which thic soglication relates null and veid. Daill alsz forfel 31 contrbutions that | paid o the Schems. In such an svent the
Scheme will have the rght @ reclaim any amounis that it may have pad to me or 30y person on behalf of me or my depend ants under such
zomirass.

fed

3. will nobfy the Scheme ¢ any alberation takes placs in any arcumstances on which the Scheme based its assessment of s nsk after
the cate of this application and before the date of the Scheme’s acceptance of the rsk. | acknowledge that faiure te do s will make any
contracts to which this applicaton relaies nul and woid. In such event, the Scheme will have the right to reclam any amounts that & may hawe
pasd toime or any perscn on my or my dependants’ behalf under such contracts.

4. | umgerstand that this apglication form is waid for 20 days onby
| am awars that the Scheme may ask for proof of identification 31 any s2age.

6. Itis my respensiility aone {35 a member) 0 make swure that the Scheme receives the monthly contribwtion,
- Non-receipt of & single monith's contrbutcn will result i suspension of medical scheme benefits. This suspension wi last urtl | have
pad all contributions m arears,
] Mon-receipt of tiwe months” contributione will resu’ in cancallaton of mmy memberchio of the Scheme.

7. |ftne employver s regpensibis to pay my madical scheme contrzutions, | suthories and instuet my emplover o
- decuct from my remuneration (and any cther sums due fo me) any amounts that | may ows to the Scheme fom time fo time; and
- pay such amounts to the Scheme.
| 3'so authorise and instruct any person (such as my erngloper, 3 pension fund or provident fund ) who holds funds for my bensfit after | ceasze
emiployrment, to pay and comtinue I:-::Eeajrme armounis refemed to in the first sentence of this clause to the Schame as and when it &5 due.
Furthenmoee, | understand that | will be liakis for any legal costs that may be incumed by any party in $e recowsry of any amount that | owe
to the Jcheme.

2. |wilpay all sums that| cwe o the Scheme omn demand.

8. The answers that | have given here are fuf, complete and true. | understand that f | am accepted a5 a member of the Scherme, my answers
on this form W form the basis of my memiosrship.

10. | reslise that | must submit svicdencs of my own good heath and that of my dependant's 1o the Scheme and that the Schems may limit or
exciude bsneffc for any parteular ailment, @sease, disorder, condition or dsability that hacs exicied on my admission date.

11. [§] am zzczpted as 3 memnber, | must, both now 2nd incfuture, give the Seheme all such imfermation and svidanse a2 itmay reguire from time
t firme. For this purpose, awthonise the Scheme andior the Admonistrator andlor miy financial adwser to oblain from any person any necessary
informaticn that they in their scle and absolute dscretion may require conceming any of my dependants or me in assessing any rskor dam
in relation to ths application or regargng my medical schems membership and | direct that person to provide the Scherne and/or the Administrator
anaior Fnancial adwiser with such informnation on reguest. | authorise amy medical doctor or other prowider whos has: attended me in the past
or whio will attend me inthe future to provide the Scheme amdfor the Administrator with such information as it may reguire. | thenefors waive
the prowsions of any law or regulation that restrizis the gwing of such informiztion, | understand that | must also submit to any examination
oy the Scheme's medcal assessor as and when the Scheme requires this.

12. Inthe case of new memoers of the Scheme, the following mizy aoply:
w & three-month general warting pencd;
» & twelve-month exclusion an 3 pre-exsting condion; amalkor
= Lat=-jminer comtribution pemalty.

12, | will motfy the Seheme &1 ar 2y of my depandants e living with HV igs.

14. | will nobfy the Scheme shouls Lor any of my desendants require hesgalisation for 2 non-smengency event a2 lzast 42 hours befors the svent.
| acknowi=dge that failure o do 0 wil result in a reduction of benefits pawat's by the Scheme for any procedure undemaken.

15, | unmdersiand that # | hawe selecied the Base or Access Ogtions, day-to-day and cheonic olams will be pasd only for fee chosen providers.

18, | undertake w0 obtain the necessary consents from ary of my degendanits o whom these conditions may spply and hereby mdermndy the
Scheme and [ or administrator against any claim which may arise a5 3 result of my failure 1o do so.

17. Words used in this appfcation have the meaning that the Rules giwe them.

1E. | consent to the recording of 37 conversations between me and the Scheme or the Administrater, and all nfornaticn cbdained through these
conversations will form gart of the Scheme's and the Administrator's records. | also consent to 37 the se records remaining the scle property
of the Sicheme and the Adminisirator.

18, | acknow'=age that my fnancal adviser will have access to my memioership informiation and that this aceess will stay in-fores wndil | oty the
Scheme of a change in fimancial advssr,

Shou'd Mormentum Heath confim your staring date before acoepianca? s MNo
Shou'd Mormentum Seath confirm your lerme of aceepianca? Ties MNo
Startng date 01— — 10

Signad at

Signature of principal member Date = -2 0



