HEALTH QUESTIONNAIRE @

BETTER HEALTHCARE FOR YOU

A. MEDICAL HISTORY OF THE APPLICANT AND THE DEPENDANTS

Have you or any of your dependants ever experienced any of the following conditions, if you have
answered “YES” to any of the questions, please provide us with full details for that person in the space
provided. If you or any of your dependants suffer from a chronic condition, please provide us with the
medical report from your treating doctor stating particulars of the condition and the duration and the
estimated cost of treatment per annum.

1. In the last 12 months, have you or any of your dependants ever had medical problems or
received treatment relating to:

1.1. Physical disability since birth.

1.2. Disorders of the heart and blood vessels.
(e.g. hypertension, heart attack, heart failure, vascular disease)

1.3. Disorders of the skin.
(e.g. psoriasis, acne, cancer, eczema, allergies.)

1.4. Disorders of the muscles, joints, and spine.
(e.g. rheumatism, osteo or rheumatoid arthritis, muscular dystrophy)

1.5. Disorders of the special senses: vision, touch, hearing, taste and smell.
(e.g. blindness, cataracts, glaucoma, and deafness.)

1.6. Disorders of the respiratory tract or lungs.
(e.qg. asthma, bronchitis, tuberculosis, persistent cough, emphysema.)

1.7. Disorders of the digestive system, gallbladder or liver.
(e.q. gastric, duodenal ulcers, recurrent heartburn, gallstones, liver cirrhosis,
hepatitis B, spastic colon, Crohns disease, pancreatitis, Irritable Brown syndrome.)

1.8. Disorders of the bladder, kidney and reproductive system.
(e.g. kidney stones, infertility, recurrent bladder infections, ovarian cysts,
endometriosis, erectile dysfunction, prostatitis)

1.9. Disorders of the hormonal and endocrine system.
(e.qg. post menopausal syndrome on HRT, diabetes, hypo and hyperthyroidism.)

1.10. Disorders of the nervous system or mental illness.
(e.q. epilepsy, paralysis, speech disorder, depression, anxiety, bipolar mood disorder,
schizophrenia, Alzheimer’s, Parkinson’s disease, chronic headaches or migraines)

1.11. Disorders of the immune system.
(e.g. scleroderma, psoriasis, HIV/AIDS, systemic Lupus Erythematosus)

1.12. Disorders of the ear nose and throat.
(e.qg. hay fever, allergic sinusitis, tonsillitis, ear infections)

1.13. Substance dependence.
(e.qg. alcohol, drugs, sleeping tablets, painkillers)

1.14. Special dental treatment.
(e.g. root canal treatment, crowns, orthodontics.)

1.15. Metabolic disorders.
(e.qg. obesity, porphyria, gout)

1.16. A disease or medical condition for which you or any of your dependants are
receiving a payment and / or guaranteed medical treatment of whatever nature.
(e.g. disability pensions, hospital plans)

1.17. In the last 12 months, have you or any of your dependants been hospitalized for any
reason. (e.q. surgery, accident, medical investigations.)

1.18. Are you or any of your dependants currently receiving ongoing treatment for any
disorder? (e.g. depression, epilepsy, diabetes, asthma, hypertension, cancer.)

1.19. For female applicants and female dependants.
Do you suspect that you are pregnant, if so how many months?




If you have answered “YES” to any of the questions, please give full details.

Full Name Disease / Date Doctor / Hospital | Medication /
Condition information Treatment.

B. DECLARATION BY PRINCIPAL MEMBER

Important: Failure to disclose all relevant and / or correct information may adversely affect the benefits available to you and
your dependants.

Is
Declare that this personal statement, whether in my handwriting or not, is completed and true.

| hereby apply for membership of the Getmed Health Protection Plan and agree to abide by its Rules and any amendments
thereto.

| confirm that all the information given is complete, true and that | have not concealed any information. | understand that
false information could result in my application for membership being rejected or my membership being cancelled. Should
this occur, | agree to refund the Getmed Health Protection Plan all relevant payments that the Getmed Health Protection Plan
has made on my behalf.

| accept any penalties that may be applied in accordance with Labour Relations Act of 1995. | understand that these
penalties include a 1 month general waiting period, a 12 months waiting period for pre-existing conditions.

Contributions due to the Getmed Health Protection Plan by me or my dependants will be paid monthly/weekly. Failure to do
so will result in my membership being suspended or terminated as pet the Getmed Health Protection Plan credit control

policy.

| understand that the Getmed Health Protection Plan may provide written notification, to my postal address, of changes to its
Rules. Any notice sent to me by prepaid or registered post to my postal address shall be considered received by me on the
7" day after the date of posting.

| hereby authorized Getmed to access my medical history in terms of the Labour Relations Act.

Signature (Principal Member) Date
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