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INDIVIDUAL MEMBER APPLICATION FORM

Oxygen Medical Scheme   PO Box 90 Howard Place 7450, Mutualpark Jan Smuts Drive Pinelands 7405 Republic of South Africa, Tel: 0860 112 202 Fax: 0860 222 202
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Name of staff member:

E-mail address:

Intermediary code:

Name of Introducer:

Sales Centre code:

Cell number:

E-mail address:

Telephone: (W) Code: Number:

Cell number:

Telephone: (W) Code:

Fax: Code: Number:

Postal address:

Number:

Postal
 code:

Contact person:

Title:

Surname:

Initials:Mr. Mrs. Ms. Other

SECTION A: APPLICANT’S DETAILS

SECTION B: ADMIN SUPPORT STAFF DETAILS

SECTION C: INTERMEDIARY DETAILS

Distribution Channel: OM
PFA

OM
PWM

OM
GDS OTHEROM

GA

I, the undersigned, hereby declare and warrant that I am accredited by the Council for Medical Schemes and duly authorised to render financial services
in respect of the benefits provided by the Scheme.

Stamp:

Brokerage/Organization:

Accreditation number:

Signature:

Date: d d m m c c y y

How to complete this form:
Intermediary to complete section A, B and C.
Applicant to complete section D to O.

As the statements in this application constitute warranties, complete and accurate information must be given. All questions must be fully answered using BLOCK
LETTERS in the same colour ink. Please mark a box  X  where appropriate. Any amendments made to the application must be initialled by the Applicant. To
ensure speedy processing please complete relevant sections and attach all relevant documents.

FAIS Licence number:

OM
BD

OM AGENCY
FRANCHISE

 D PAUL STANBRIDGE

 PO BOX 23582, CLAREMONT, 7735

 23830

RANDY PANDAY 

 021

 021

 021

 079 886-2613

 083 658-2955

 pam@lmpbrokers.co.za 

 PAM FORTESCUE

 LMP BROKER SERVICES CC

 ORG143  11577

 rpanday@oldmutual.com

 530-9636

 761-8659

 761-7120 

IRACEMA FONSECA

064

PO BOX 423 BERGVLIET

712 6686

712 6626

084 334 4848084 334 4848

iracema@ihshealth.co.za

IRACEMA FONSECA

INFORMED HEALTHCARE SOLUTIONS (PTY) LTD

ORG104 12239

graham@ihshealth.co.za

G R A H A M    P I K E

G R A H A M    P I K E



SECTION E: APPLICANT’S DETAILS

Date of
birth:

Title:

Surname:

First names:

Identity / Passport
number: Gender: Male Female

Call name/Nickname:

Residential address:
(if different from postal
address)

Telephone: (H) Code:

(W) Code:

Fax: Code:

Cell number:

Postal address:

Postal
code:

Postal
code:

Number:

Number:

Number:

E-mail address:

d d m m c c y y

Initials:Mr. Mrs. Ms. Other

Preferred correspondence language: English Afrikaans

Marital status: Single Married Divorced Widowed

Occupation:

Applicant’s gross
monthly income:

R If you have chosen on income based option, please provide
proof of income.

If you have chosen an income based option, please provide
proof of income.

-2-

When would you like
membership to commence: d d m m c c y y

Benefit Option:

SECTION D: BENEFIT OPTION (Please consult your financial adviser/broker before selecting an option).

Options with designated service provider:

Doctor’s Name:

Practice number:

CareCross: ONECARE:
(Please call us if you want
to choose a provider per dependant)

Please call us on 0860 102 102 to obtain details of providers.

Weight kg Height cm Smoker Y N
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If your dependant is known to your doctor by a call name/nickname, please supply it (give the name that will show on any accounts).
Please ensure that the necessary affidavit (see below) is completed when nominating your partner, mother, father, brother, sister or child
dependant over the age of 25.

If additional space is required for more dependants, please add details (as per the above format) on a separate sheet and attach it to the application.

SECTION  F: DEPENDANT/S DETAILS (Persons qualifying as dependants whom you wish to nominate)

Title:

Surname:

First name(s):

Initials:

Call name/
Nickname:

Date of birth:

Gender:

Identity/Pass-
port number:

Mr. Mrs. Ms. Other

Male Female

1

d d m c c y ym

Title:

Surname:

First name(s):

Initials:

Call name/
Nickname:

Date of birth:

Gender:

Identity/Pass-
port number:

Mr. Mrs. Ms. Other

Male Female

2

d d m c c y ym

Title:

Surname:

First name(s):

Initials:

Call name/
Nickname:

Date of birth:

Gender:

Identity/Pass-
port number:

Mr. Mrs. Ms. Other

Male Female

3

d d m c c y ym

Title:

Surname:

First name(s):

Initials:

Call name/
Nickname:

Date of birth:

Gender:

Identity/Pass-
port number:

Mr. Mrs. Ms. Other

Male Female

4

d d m c c y ym

Title:

Surname:

First name(s):

Initials:

Call name/
Nickname:

Date of birth:

Gender:

Identity/Pass-
port number:

Mr. Mrs. Ms. Other

Male Female

5

d d m c c y ym

Please complete this section where you have nominated your mother,
father, brother, sister or child dependant over the age of 25.

I hereby declare that I am under a legal obligation to maintain the dependant.
I have the financial means to support the dependant and the dependant is
incapable of maintaining him/herself.

Member signature Date

Please complete this secton where you have nominated your partner.

I hereby declare that my partner and I are in a committed and permanent
relationship. We are financially dependent on each other and we have a
shared and common household.

Member signature Date

Spouse Son Daughter Other Spouse Son Daughter Other

Spouse Son Daughter Other Spouse Son Daughter Other

Spouse Son Daughter Other

Weight Height Weight Height

Weight Height Weight Height

Weight Height

Smoker

kg cm

Y N Smoker

kg cm

Y N

Smoker

kg cm

Y N Smoker

kg cm

Y N

Smoker

kg cm

Y N
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Oxygen Rewards Standard: All beneficiaries (member and dependants) qualify for the Oxygen Rewards Standard option. There is no additional
charge involved and members qualify for the rewards by virtue of their Oxygen Medical Scheme membership.

Oxygen Rewards Plus: All beneficiaries (member and dependants) aged 18 years and older are eligible to join the Oxygen Rewards Plus option.
When joining this option, you qualify for all the benefits enjoyed by the Oxygen Rewards Standard members PLUS a host of other exciting benefits
exclusive to the Plus members. This option requires a small additional monthly fee to be paid.

Please indicate your choice by completing the table below:

Declaration by Applicant

I, the undersigned, hereby make application to the Oxygen Rewards Programme to be admitted as a member. If admitted, I agree to abide by the
Terms and Conditions of Oxygen Rewards.

I agree that Oxygen Medical Scheme will be entitled to disclose any information relevant to my membership of Oxygen Rewards to Oxygen Rewards
from time to time, as long as Oxygen Rewards agrees to keep the information confidential at all times and use the information solely for my benefit.

I understand that Oxygen Rewards Plus (a division of Old Mutual Healthcare (Pty) Ltd) is a separate legal entity from Oxygen Medical Scheme
and will be charged for separately.

Please note that the effective/lodgement date for all debit orders will be on the first day of the month.

Note: Please check all details and attach supporting documentation e.g. cancelled cheque, copy of bank statement etc.
If you transfer your account at any time, or if your banking details change, please advise the Oxygen Rewards Service Centre
immediately.

If personal banking account:

If joint or company banking account: (at least two persons who have signing powers must sign this debit order)

Authorised
capacity:

Authorised
capacity:

1st signature: 2nd signature:

I/We hereby grant permission for the Oxygen Medical Scheme to arrange with the abovementioned bank or any other bank to which I/we might
change the account, to deduct the contribution (current and/or arrears) due in terms of the Rules of the Oxygen Medical Scheme (including any
amendments that may be made during the term of membership) from the abovementioned banking account each month.

I hereby grant permission for Oxygen Rewards, a division of Old Mutual Healthcare, to arrange with the abovementioned bank or any other bank
to which I/we might change the account, to deduct the subscription (current and/or arrears) due in respect of the terms and conditions of Oxygen
Rewards Plus (including any amendments that may be made during the term of membership) from the abovementioned banking account
each month.

Account
holder’s
signature:

Date: Date:

Date:

Account type: Current/Cheque Savings* Transmission

d d m m c c y y d d m m c c y y

d d m m c c y y

*First National Bank does not allow for debit orders against
certain savings accounts.

SECTION  H: OXYGEN REWARDS PROGRAMME

SECTION I: BANK DETAILS FOR DEDUCTION OF MONTHLY OXYGEN AND OXYGEN REWARDS PLUS SUBSCRIPTION 
VIA DEBIT ORDER

Name
Join Oxygen

Rewards
Standard

Receive special
offer information?

Yes No

Signature of
applicant/legal

guardian

Account number:

Initials of account holder:

Surname/Name in which
account operates:

Bank:

Branch: Branch
code:

Join Oxygen
Rewards

Plus

If your bank details for the deduction of the monthly Oxygen Rewards Plus subscription differs from your monthly Oxygen contributions,
please copy Section I, complete accordingly and attach to the application.

Yes No Yes No
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Surname/Name in which
account operates:

Bank:

Branch: Branch
code:

I hereby authorise the Oxygen Medical Scheme to pay any medical scheme benefits that may be due to me to the abovementioned bank or any
other bank to which I/we might change the account.

Applicant’s
signature:

Account holder’s
signature (if different
from applicant) :

Account number:

Account type: Current/Cheque Savings Transmission

Date:Date:

Note: Please check that all details are correct and attach supporting documentation e.g. cancelled cheque, copy of bank statement etc.

d d m m c c y y d d m m c c y y

We need this information for the direct payment of medical scheme benefits into your bank account. Should you elect not to complete this section,
you accept the risk resulting from any alternate payment methods.

Initials of account holder:

Please note: The contribution for the Oxygen Medical Scheme and the subscription for Oxygen Rewards Plus (where applicable) will be deducted
separately.

This table is for illustration purposes only and the final contribution will be calculated once all relevant documentation is received.

SECTION K: TOTAL MONTHLY CONTRIBUTION

SECTION J: BANK DETAILS FOR BENEFIT REFUNDS

Core
contribution

Late joiner
penalty

Oxygen Rewards
Plus –
subscription

Total Oxygen
contribution

Total Oxygen Rewards
subscription

Name
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To be completed by the applicant in respect of himself/herself and for his/her dependant(s). Please complete all the required information by placing
a mark in the appropriate box. If the answer to any of questions 1 to7 is “YES”, provide details in Section M. Please attach relevant medical
reports. I understand that if I do not provide full information regarding all previous and current medical conditions of myself and my dependants,
the Scheme may cancel my membership.

SECTION L: MEDICAL HISTORY AND GENERAL HEALTH QUESTIONS

1 2 3Applicant

2. Have you or any of your dependants ever been treated for,
or had any indication of the following conditions within the 
last 12 months:

2.1 Any disorder of the heart, blood vessels or circulatory system?
(e.g. chest pain, rheumatic fever, raised cholesterol, high 
blood pressure, coronary artery disease, stroke, etc.)

2.2 Any respiratory or lung disorders? (e.g. tuberculosis, asthma,
chronic bronchitis, bloodspitting, emphysema, shortness of 
breath, etc.)

2.3 Any disorder of the digestive system, gall bladder, pancreas
or liver? (e.g. hepatitis, jaundice, ulcer, persistent diarrhoea,
intestinal bleeding, etc.)

2.4 Any disorder of the urogenital system, kidneys, bladder or 
reproductive organs? (e.g. stones, protein in urine, venereal
disease, urinary infection, prostatitis, nephritis, etc.)

2.5 Any disorder of the nervous system? (e.g. epilepsy, blackouts,
paralysis, Alzheimer’s disease, Parkinson’s disease, multiple
sclerosis, motor neurone disease, memory loss or fainting 
spells, etc.)

2.6 Any psychiatric or mental disorders? (e.g. depression, anxiety
state, panic attacks, post-traumatic stress disorder, etc.)

2.7 Any ear, eye, nose or throat disorder (e.g. ear discharge, 
defective vision, wear spectacles/contact lenses, recurrent 
tonsillitis, swollen glands, persistent mouth sores, cataracts
or any hereditary eye disease, functional nose impairment, 
chronic sinusitis, allergic rhinitis)?

2.8 Any disorder of the back, neck, limbs, skin, bones, muscles
or joints? (e.g. spinal cord trouble, slipped disc, arthritis, 
sclerosis, recurrent fractures, etc.)

2.9 Any glandular or blood disorders? (e.g. diabetes, sugar in 
urine, anaemia, thyroid disorders, haemophilia, etc.)

2.10 Cancer, a growth or tumour of any kind?
2.11 Any tropical disease (e.g. bilharzia, malaria, cholera)?
2.12 Have you or your dependants or any sexual partners ever 

been tested positive for, received or expect to receive medical
advice, counselling or treatment in connection with HIV, AIDS,
an AIDS-related condition or any sexually transmitted disease?

2.13 Have you or are any of your dependants receiving any surgical,
medical, major dental (implants), chiropractic, optical, refractive
surgery or gynaecological treatment, hormone replacement
therapy, procedures, advice or tests?

3. Are there any personal attributes or physical weaknesses 
which could lead to you or your dependants being unable to
perform the main duties related to your main occupation? 
(impaired hearing, weak eyesight)

4. Have you or your dependants during the past 12 months 
received any medical, chiropractic or psychological attention,
treatment or medication? (excluding colds, influenza and 
general children’s ailments)

5. Are there any other factors not already disclosed herein, 
which already have affected, or may affect your or your 
dependants’ health in future? (e.g. diseases, ailments, injuries,
accidents, physical abnormalities, medical procedures, etc.)

6. Are you or any of your dependants expecting to undergo any
procedure, operation, hospitalisation, confinement or receive
any major dental treatment during the next 12 months, or 
have any of your dependants undergone any procedure, 
operation, hospitalisation, confinement or received any major
dental treatment during the past 12 months?

7. Has any member of your (or your spouse’s) immediate family,
e.g. parents, brothers, sisters. suffered from diabetes, heart
disease, high blood pressure, raised cholesterol, mental 
disease, porphyria, or any other hereditary disease?

Y N

1. Are you or any of your nominated dependants pregnant?

4

Y N Y N Y N Y N Y N

5

If additional space is required for more dependants, please add details (as per the above format) on a separate sheet and attach it
to the application.



-8-

S
E

C
T

IO
N

 M
: A

D
D

IT
IO

N
A

L 
M

E
D

IC
A

L 
IN

F
O

R
M

A
T

IO
N

Y
E

S
 to

 q
ue

st
io

n 
nu

m
be

r
Y

E
S

 to
 q

ue
st

io
n 

nu
m

be
r

Y
E

S
 to

 q
ue

st
io

n 
nu

m
be

r
Y

E
S

 to
 q

ue
st

io
n 

nu
m

be
r

Y
E

S
 to

 q
ue

st
io

n 
nu

m
be

r

1.
N

am
e 

of
 p

er
so

n 
su

ffe
ri

ng
 fr

om
 il

ln
es

s

2.
Ty

pe
 o

f i
lln

es
s/

co
nd

iti
on

 (
di

ag
no

si
s)

3.
D

at
e 

on
 w

hi
ch

 il
ln

es
s 

be
ga

n

4.
F

re
qu

en
cy

 o
f a

tta
ck

s 
(h

ou
rl

y/
da

ily
/w

ee
kl

y/
m

on
th

ly
)

5.
D

at
e 

of
 la

st
 a

tta
ck

6.
If 

ho
sp

ita
lis

ed
, w

he
n?

6.
1

H
ow

 m
an

y 
da

ys
?

7.
D

ur
at

io
n 

of
 il

ln
es

s 
or

 c
on

di
tio

n?

8.
Tr

ea
tm

en
t a

nd
/o

r 
ty

pe
 o

f m
ed

ic
at

io
n 

re
ce

iv
ed

in
 th

e 
pa

st
?

8.
1 

  T
re

at
m

en
t

8.
2 

  M
ed

ic
at

io
n

9.
C

ur
re

nt
 tr

ea
tm

en
t a

nd
/o

r 
ty

pe
 o

f m
ed

ic
at

io
n

re
ce

iv
ed

?
9.

1 
  T

re
at

m
en

t

9.
2 

  M
ed

ic
at

io
n

10
.

A
pp

ro
xi

m
at

e 
m

on
th

ly
 c

os
t o

f t
re

at
m

en
t/t

yp
e

of
 m

ed
ic

at
io

n
10

.1
   

Tr
ea

tm
en

t

10
.2

   
M

ed
ic

at
io

n

11
.

D
et

ai
ls

 o
f o

pe
ra

tio
ns

 p
re

vi
ou

sl
y 

pe
rf

or
m

ed

12
.

O
pe

ra
tio

ns
 a

nd
/o

r 
tr

ea
tm

en
t n

ee
de

d 
in

 fu
tu

re

13
.

N
am

e 
of

 a
tte

nd
in

g 
do

ct
or

14
.

A
tte

nd
in

g 
do

ct
or

’s
 c

on
ta

ct
 te

le
ph

on
e 

nu
m

be
r

If 
ad

di
tio

na
l s

pa
ce

 is
 r

eq
ui

re
d 

fo
r 

m
or

e 
de

pe
nd

an
ts

, p
le

as
e 

ad
d 

de
ta

ils
 (

as
 p

er
 th

e 
ab

ov
e 

fo
rm

at
) 

on
 a

 s
ep

ar
at

e 
sh

ee
t a

nd
 a

tta
ch

 it
 to

 th
e 

ap
pl

ic
at

io
n.



-9-

SECTION N: ADDITIONAL INFORMATION



1. I, the undersigned, hereby make application to the Scheme to be admitted as a member of Oxygen Medical Scheme. If admitted, I agree 
to abide by the Rules of the Scheme.

2. I warrant that all the answers given in this application are true, correct and complete in every aspect.

3. I declare that any false statements in this application or the non-disclosure of any material information will render my membership null and 
void, benefits may be reversed and all contributions shall be forfeited to the Scheme.

4. I understand and accept that my benefits or that of my dependant(s) benefits may be subject to a three month general waiting period, and/or
a 12 month condition-specific waiting period in respect of a condition, for which I or my dependant(s) received or it was recommended that
we receive medical advice, diagnose, care or treatment within a 12 month period ending on the date of application. I understand and accept
that under certain circumstances the Scheme may impose the unexpired balance of waiting periods imposed by my previous Scheme.

5. I understand and accept that the Scheme may impose Late Joiner Penalties, on myself and/or my dependants where applicable.

6. I am also aware that my membership shall not commence until the Scheme specifically notifies me of their acceptance of my application.

7. I am aware and accept that a medical examination and/or the taking of pathological (e.g. blood) specimens may be required in order to proceed
with this application. I understand that any cost of such medical examination shall be paid by the Scheme.

8. I am aware of the fact that on joining the Scheme during the course of a calendar year, the maximum benefits to which I may be entitled shall
be adjusted in proportion to the period of membership calculated from the date of admission to the end of the particular calendar year.

9. I accept that if contributions are not paid by its due date it will be regarded as being in arrears and the Scheme will be entitled to suspend
benefits with immediate effect. Should contributions remain outstanding for sixty days from the due date, my membership will be cancelled.

10. I agree that any amounts due by me, may be offset against any amounts due to me by the Scheme.

11. I accept that the Scheme will not be liable for losses occasioned by non-receipt of posted cheques.

12. I consent to all conversations between myself and the Scheme being recorded and all information obtained through these conversations forming
part of the Scheme's records. I further consent to all of these recordings remaining the sole property of the Scheme.

13. I shall give the Scheme one month written notice of my intention to cancel my membership of the Scheme. I acknowledge that any failure 
to give proper notice will result in the full three months contribution becoming immediately due and payable.

14. Accepting that I am thereby curtailing my right of privacy, but to facilitate the assessment of the risks, and the consideration of any claim for 
benefits in respect of me as a member, I irrevocably authorise the Scheme to obtain from any person, whom I hereby so authorise and request
to give, any information which the Scheme deems necessary, at any time (even after my death) and in such detailed, abbreviated or coded 
form as may from time to time be decided by the Scheme.

15. I hereby authorise Oxygen Medical Scheme to furnish my bank account detail to ONECARE. I authorise ONECARE to pay any medical scheme
benefits that may be due to me to this bank or any other bank to which I might change the account.

16. I hereby confirm that where applicable the relevant intermediary has satisfied me that he/she is accredited by the Council for Medical Schemes
and authorised to render financial services in respect of the benefits provided by the Scheme.

17. I undertake to disclose to the Scheme any material alteration to the facts disclosed in this application and any illness or injury suffered by 
myself or my dependants between the date of signature of the application by me and the date the application is received by the Scheme at 
its registered office. I accept that the failure to make such disclosure will render my membership null and void, benefits may be reversed and 
all contributions shall be forfeited to the Scheme.

Signed at this day of 20

Signature of applicant:

SECTION O: DECLARATION BY APPLICANT (Must be signed by the applicant)

-10-

SHUMANI     OXA1 11.2006

Do you want to appoint the selling intermediary as your Preferred Servicing Intermediary (PSI) for all your future financial services needs?

YES   I appoint and give the Preferred Servicing Intermediary access to information on all my existing financial services products.

NO     I will complete an Intermediary Appointment Note (IAN) selecting my services intermediary of preference.


