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01

WELCOME TO
MEDiPOS MEDICAL
SCHEME

MEDiPOS Medical Scheme (‘the Scheme’) is a closed medical scheme for
South African Post Office (SAPO) employees.
The Scheme provides medical cover for you and your dependants for
a wide range of medical services, prescribed medication and medical
events, such as hospitalisation and surgery. The Scheme offers a choice
of three options. It is important that you register on the option that best
caters for your medical needs.
These benefits are subject to certain conditions and limits, which will be
explained in this guide.
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1.1

Introduction
This guide is designed to answer the general questions you may have. Please read it
carefully and keep it for future reference.
Please note that the scope of the Scheme and all terms and conditions are set out
in detail in the rules of the Scheme. This member guide does not replace the rules.
The registered rules are legally binding and always take precedence.
If you are unsure about anything regarding the Scheme, please contact either your
Human Resources (HR) Department or the Scheme directly on 0860 100 078.

1.2

Our Administrator
Medscheme is the Administrator of MEDiPOS Medical Scheme. The Administrator’s
responsibilities are, among others, to register members onto the scheme, to collect
contributions, to process members’ claims and to ensure that member data is kept
up to date.
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WHAT YOU NEED TO
KNOW ABOUT
YOUR MEMBERSHIP

2.1

Who qualifies to be a member?
»» Employees of SAPO.
»» Retirees of SAPO, who retired while being members of the Scheme.
»» Continuation members - if a member of the Scheme passes away, his or her
dependants may choose to remain with the Scheme as continuation members.
The dependants need to contact the HR Department regarding the employer’s
subsidy policy for continuation members.

2.2

Who qualifies to be registered as a dependant?
The following members of your family will qualify, provided that they are not members
or dependants of any other medical scheme:
»» Your spouse to whom you are married in terms of any law or custom. (A
marriage certificate or affidavit for any customary marriage is required.)
»» Your partner with whom you have a committed and serious relationship akin to
a marriage based on objective criteria of mutual dependency and a shared and
common household, irrespective of the gender of either party and who is not a
member or a registered dependant of a member of any other medical scheme.
(Complete an affidavit for the registration of a partner form, which can be
obtained from the HR Department or from www.medipos.co.za.)
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»» Your own, step- or legally adopted children who are dependent on you. (Proof of
birth for own and stepchildren, or legal proof of adoption, is required.)
»» Any other member of your immediate family (i.e. your parents, brothers or
sisters) in respect of whom you are liable for family care and support. (Complete
a general information and affidavit form for siblings, parents and children over
21 of principal member, which can be obtained from the HR Department or you
may download the form from the “Forms” tab on the Scheme’s website,
www.medipos.co.za.)
Please note: Registration of partners, adult children and immediate family members
will be subject to approval and adult contribution rates. The Scheme will inform you
in writing of the outcome.

2.3

Who does not qualify to be registered as a dependant?
Foster children and any other relatives not mentioned above, including grandparents,
parents-in-law and grandchildren, do not qualify.

2.4

When should you register your dependants?
You should register all your qualifying dependants when applying for membership or
within 60 days for a new dependant qualifying for registration. Should you not register
such dependants when first qualifying to register them, these dependants will be
subject to the general and/or condition-specific waiting periods.

8
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2.5

WHAT YOU NEED TO KNOW ABOUT
YOUR MEMBERSHIP (continued)

What do you need to do to add a dependant?
If you wish to add a dependant after commencement of membership, you need
to complete a change in membership details form with the relevant affidavit and
submit these to the Scheme via your HR Department You can obtain the necessary
forms that need to be completed from your HR Department or you may download
the form from the “Forms” tab on the Scheme’s website, www.medipos.co.za. The
completed form must be submitted to your HR Department. If you a continuation
member, you may email the relevant affidavit and change of membership form to
membership@medipos.co.za. Please ensure that certified copies of the birth, adoption
or marriage certificates are included.
In terms of the rules of the Scheme, you need to supply proof of dependency annually
for children over the age of 21 years and other immediate family members, other
than a spouse and partner, who are registered as dependants on your membership.
You are required to complete and return a general information and affidavit form
for siblings, parents and children over 21 of principal member, which you can obtain
from your HR Department or from www.medipos.co.za. Please note that if proof of
dependency is not supplied annually (i.e. by 31 March each year), the registration as
dependants of such persons will be terminated at the end of that month (i.e. 31 March).
You will then need to re- apply to have these dependants added to your membership
and normal underwriting and waiting periods will apply.
Please note: All spouses, partners and dependants over the age of 21 years, excluding
children who are not older than 25 years of age and registered students at a recognised
tertiary institution, pay adult dependant contributions.

2.6

Monthly contributions to the Scheme
Your total monthly contribution to the Scheme is based on:
»» the option you have chosen
»» the number (i.e. adult or child) of dependants you have registered on the Scheme
»» your income.
For those members who receive a subsidy from SAPO, this is included in your monthly
contribution. Where the subsidy is higher than the contribution on the option you
have chosen, you will not be required to make monthly contributions to the Scheme,
but the subsidy amount will still be reflected on your salary as a deduction.
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For pensioner members, who receive a pension from the respective pension funds, we
will receive a payment directly from the pension fund. If your payment is higher than
the contribution for your option, you will not be required to make any contributions
to the Scheme. If your payment is not higher, you will owe the Scheme the balance
of the contribution payment.

2.7

What if your details change?
You will be required to complete a change in membership details form, immediately if
any of the following events occur (obtainable from your HR Department or from the
“forms” tab from the Scheme’s website www.medipos.co.za):
»» a dependant no longer qualifies (children start employment, divorce, etc.)
»» a member or dependant is deceased
»» your banking details change
For active employees and pensioners, please forward the completed change in
membership details form to your HR Department and continuation members, forward
your completed forms to membership@medipos.co.za. Please remember to quote
your name, surname and membership number on your form and ensure that certified
copies of birth, adoption, marriage and death certificates are included if you are adding
or removing a dependant.
Should you wish to change your address, contact details or beneficiary personal details,
you may use the following communication methods:
»»
»»
»»

Contact our client service department on 0860 100 078 and have them to update
your details telephonically.
Login to your member profile on the Scheme’s website and updating your details
electronically.
Email your name, surname and membership number and relevant personal detail
updates to membership@medipos.co.za

Please contact your HR Department to determine how your contributions and limits
will be affected by any changes to your membership status, alternatively you may
contact our client services department on 0860 100 078 or email,
enquiries@medipos.co.za

2.8

When will your membership end?
Your membership will end if:
»» you resign or you are dismissed from SAPO
»» you pass away
»» your employer provides the Scheme with your notice of cancellation
»» you provide the Scheme with three calendar months’ notice of cancellation
»» you cease to be a member in terms of any other provision of the Scheme
»» your contributions and/or your shortfalls are not paid up to date (the Scheme
reserves the right to cancel your membership).
10
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2.9

WHAT YOU NEED TO KNOW ABOUT
YOUR MEMBERSHIP (continued)

Can you be a member or dependant of more than one medical 		
scheme?
No, it’s illegal; the Medical Schemes Act does not allow dual membership. The
Scheme is entitled to terminate your membership if it comes to the Scheme’s
attention that you have dual medical scheme cover.

2.10 What will happen when you go on retirement?
Should you retire from employment, you will be entitled to remain a member of the
Scheme. If you choose not to remain on the Scheme, you should inform your HR
Department. Please check the subsidy policy for continuation members with your
HR Department.

2.11 What will happen to your dependants if you pass away?
If you pass away while still a member of the Scheme, your surviving spouse and
other registered dependants may choose to become members. Provided such
dependant informs the Scheme in writing within three months of receiving the
notification of eligibility of his or her intention to become a member, he or she
shall be admitted as a member of the Scheme. They need to contact the Scheme to
arrange for the necessary documentation to be completed. A new membership card
will be issued to your dependants. Your dependants should contact the SAPO HR
Department with regard to applicable subsidy policies, should they wish to remain
on the Scheme.

2.12 What if contributions or shortfalls are not paid up to date?
The Scheme will suspend the payment of benefits if contributions or shortfalls are
outstanding.

2.13 When will you be able to transfer from one option to another?
You may only change options once each year with effect from 1 January, i.e. at the
beginning of a benefit year. No option changes will be accepted during the course
of a benefit year.
11

2.14 What is a waiting period?
A waiting period is the period during which you will not be covered for any medical
expenses incurred, even though you will be making contributions to the Scheme.
Waiting periods apply to new members and new dependants individually.

2.15 Types of waiting periods
There are two types of waiting periods:

1
2

Condition-specific waiting period
A period of up to 12 months during which a member/dependant may not
claim benefits for a condition for which medical advice, diagnosis, care
or treatment was recommended or received in the 12 months before the
date on which an application for membership was made. This includes
pregnancy.
General waiting period
A three-month period during which a member/dependant is not entitled to
claim any benefits.

2.16 How will waiting periods be applied?
»» If you have never belonged to a medical scheme or were not covered for a
period of more than 90 days prior to your application to the Scheme, you will
have a condition-specific and a general waiting period. This will also apply to
prescribed minimum benefits (PMBs).
»» If you have been a beneficiary of a medical scheme for less than 24 months
and apply for membership within three months of resigning from your previous
medical scheme (not due to change of employment), the condition-specific
waiting period will apply.
»» If you have been a beneficiary of a medical scheme for more than 24 months
and apply for membership within three months of resigning from your previous
medical scheme (not due to change of employment), a general waiting period
will apply.
»» If your joining date with the Scheme is the same date as the start of your
employment, no waiting periods will be applied and you shall be entitled to
benefits as from the date on which your employment commences.
12
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WHAT YOU NEED TO KNOW ABOUT
YOUR MEMBERSHIP (continued)

2.17 What is a late-joiner penalty?
The Scheme may under certain circumstances impose a late-joiner penalty in
respect of a person who is admitted to the Scheme as a member or a dependant.

2.18 When can the late-joiner penalty be applied?
The late-joiner penalty can be applied in respect of any person who:
»» joins the Scheme as a member or dependant and is 35 years of age or older
»» does not have sufficient years of creditable medical scheme cover as a member
and/or a dependant.

2.19 How is the late-joiner penalty determined?
To determine the late-joiner penalty, any creditable coverage will be deducted from
the late joiner’s actual age and the penalty rate applicable to the relevant ‘adjusted
age’, as set out in the table on the next page, will be applied. Creditable coverage
refers to any period of verifiable medical scheme cover enjoyed by a late joiner, but
excluding cover enjoyed as a child dependant.
The table on the next page summarises the penalties late joiners will be liable for,
depending on the number of years they have been without creditable coverage.
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Period without cover

Additional contribution penalty

1 – 4 years

0.05 x contribution

5 – 14 years

0.25 x contribution

15 – 24 years

0.50 x contribution

25 plus years

0.75 x contribution

2.20 To what portion of the contribution will the penalty be applied?
The penalty will only be applied in respect of the compulsory contribution and will
only be applied in respect of that portion of the contribution applicable to the late
joiner, whether it is the principal member or one of his or her dependants.

2.21 Late proof of creditable coverage
Where proof of creditable coverage is provided after a late joiner penalty has been
imposed, the Scheme will recalculate the penalty. Such revised penalty will be
applied to the contribution payable for the month following the month in which
such evidence was provided. Please note that the Scheme will not retrospectively
adjust contributions.

14
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UNDERSTANDING
YOUR BENEFITS

The Scheme offers a choice between three options, namely Option A, Option B and
Option C. The benefits provided for by the options are described in detail in the
benefit guide and summary of benefits.
The key components of each of the options are as follows:
1. Day-to-day benefits
2. Dental benefits
3. Optical benefits
4. Major medical expenses (MME) benefits
» Hospitalisation
» Prescribed minimum benefits (PMBs)
» Primary care benefits (PCB)

OPTION A
Overall day-to-day
benefits
PCB
Dental benefits
Optical benefits

3.1

OPTION B
Overall day-to-day
benefits
PCB
Dental benefits
Optical benefits

OPTION C
Overall day-to-day
benefits (including
dental benefits)
PCB
Optical benefits

Day-to-day benefits
The day-to-day benefits cover the medical treatment that you receive out of
hospital or at an outpatient facility, e.g. acute medication, general practitioner (GP),
specialist consultations and auxiliary consultations.
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How do the day-to-day benefits work?
» The benefits are made up of insured benefits with various sub-limits, acute
medication, PCB, dental and optical benefits.
» The total benefits depend on family size and/or your chosen option.
Please note:
To access the specialist benefits, a GP must refer you to a specialist and preauthorisation must be obtained, however your follow up visits to this specialist do not
require a pre-authorisation. Refer to your benefit guide for details of your benefits.

3.2

Dental benefits
The dental benefits covers you for basic and specialised dental treatment, which is
subject to benefit sub-limits and to certain options were applicable.

3.3

Optical benefits
The benefit is made available for your optical needs and includes frames,
prescription lenses/add-ons and optical consultations which are subject to benefit
sub-limits.

3.4

Major medical expenses (MME) benefits
What are MME benefits?
MME benefits are most often associated with hospital admission and related
high- cost medical services that are medically necessary. These are generally
costs that are not incurred often and which most people cannot pay for without
the assistance of a medical scheme. There are sub-limits for certain services. All
members are covered for these costs regardless of the option they have selected.
However, the amount a member can claim depends on the option they select.
16
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3.5

Personal Medical Savings Account (PMSA)
MEDiPOS Medical Scheme offers an personal medical savings account (PMSA) benefit
which is only available for Option B members. This benefit can be used for those
unexpected medical costs. The benefit is provided to you annually and is available to
you on 01 January every year.

Understanding your PMSA
Advanced savings:
Total annual savings benefit of 12 months made available to you upfront on 01 January.
Positive savings:
The monthly accumulated savings benefit that is carried forward every month and
every year.
Negative savings:
Should you utilise your advanced savings before the end of the benefit year, you will
have a negative savings balance. As we receive your monthly contributions for the
remainder of the year, this will reduce your negative savings balance.
What will be covered from my PMSA benefit?
Should you wish to view what can be covered from your PMSA, refer to the table
below:
Personal Medical Savings Account (PMSA)
Your PMSA benefit is available upfront and to be utilised in respect of the following medical
services and supplies
Copayments

Non-network GP, non-DSP hospital, late authorisation Advanced Savings
copayments and medication reference price

Benefit exceeded

Any benefits were your limits have been exceeded

Shortfalls

Tariffs above the MEDiPOS Scheme rate

Rejections

Specialist consultation not referred by a GP
Benefits and authorisation that have been declined
Non-oral contraceptives (patches, injectables, devices)
Waiting periods and certain exclusions including
optical tints and hardening
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Positive Savings
Balance

What will happen to my PMSA benefit should I not use it for the year?
If you do not use your PMSA benefit for the year, this will be carried forward
to the next year.
If I leave the Scheme, will my PMSA balance be forfeited?
If you leave MEDiPOS Medical Scheme, we are legally required to pay the
balance to the new medical scheme should you join an option with a PMSA.
If that information is not available or you chose a plan without a PMSA, then
we will pay whatever you have contributed less any outstanding claims, after 5
months after termination.

3.6

Benefit year
The Scheme’s benefit year runs from 1 January to 31 December of each year.
Please note:
»» You may only change your option once a year.
»» If you join the Scheme from 1 January, you are entitled to a full allocation of
benefits and limits.
»» If you join the Scheme during a benefit year, you are only entitled to a
prorated portion of the benefits and limits.
»» If any of the benefits or contributions change during the year, the Board of
Trustees will notify you accordingly.

18
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PRESCRIBED
MINIMUM BENEFITS

Prescribed minimum benefits (PMBs) are the basic benefits that the Scheme is
required to provide for certain medical conditions, for example asthma, hypertension,
etc. According to the Medical Schemes Act, the Scheme must offer benefits for the
diagnosis, treatment and care of:
»» any emergency medical condition (where hospitalisation is required)
»» the 26 chronic conditions
»» a list of 270 medical conditions provided for in the Regulations to the Medical
Schemes Act.
These are known as PMBs and you are entitled to these benefits regardless of the
option you have selected. In order to manage the financial risks associated with PMBs,
the Scheme has implemented certain measures. These measures include the use of
designated service providers (DSPs), medicine formularies and treatment protocols
and may result in possible co-payments if not followed.
To qualify for these minimum benefits:
»» the condition being treated must form part of the minimum benefit conditions
prescribed by the Minister of Health.
»» the service you receive may not be different from the service available to any other
State hospital patient; in other words, a patient without medical scheme cover.

Chronic Conditions

The PMBs include cover for specified chronic conditions and treatment for HIV/AIDS.
The cost of treatment and medication for the PMB conditions are covered in full by
the Scheme when obtained according to the Schemes rules. Chronic medication for
the PMB conditions will be authorised according to the Scheme’s formularies. Chronic
medication for conditions that are not on the PMB list, but on the Scheme’s extended
chronic disease list, is covered up to the limit for chronic medication.
The cost of any treatment you receive in terms of a PMB will accumulate towards your
sub- limits. You can continue receiving services for PMB conditions even if you have
exhausted your overall annual limit.

Involuntary Use of a non-DSP
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Where the member is able to satisfy the Scheme that the treatment or medication for
a PMB condition was involuntarily obtained from a non-DSP, the Scheme will cover the
cost of the treatment in full.

Treatment or medication for a PMB condition will be regarded as involuntarily obtained if:
»» the service is not available from the DSP or could not be provided without
reasonable delay
»» a member needs immediate treatment under circumstances that prevented him or
her from using the DSP
»» there is no DSP within reasonable proximity of the member`s place of work or
residence.

What you need to know

The Scheme has a thorough process in place to manage PMB and PMB claims.
Here is some practical information to help you better understand your rights and
responsibilities in respect of PMBs:
»» Qualification for PMBs is not only based on the condition or diagnosis, but also on
the treatment provided by the healthcare provider. The treatment must be in line
with what is prescribed in the Medical Schemes Act Regulations. This means that
if the treatment provided is not what is written in the Regulations, it cannot be
claimed/covered as a PMB.
»» PMBs will be covered from your available benefits and, when your benefits are
depleted, the Scheme will continue to pay for PMBs above the benefit limits.
»» Codes used by healthcare providers to identify the condition (International
Classification of Diseases, 10th revision – ICD-10) and the treatment given (tariff
code or NAPPI code) are required by the Scheme to identify and pay PMBs correctly.
Please remind your healthcare provider to provide the relevant codes on the claims
to ensure that your claims are processed correctly. Read all about submitting claims
to the Scheme from page 45 onwards.
»» It is not always possible for the Scheme or your healthcare provider to know
the diagnosis or treatment at the time when authorisation is obtained. In such
situations, a letter of motivation (or more information) may be required from your
healthcare provider (this may be after the claim has been submitted) for the Scheme
to process the claim correctly.
The Scheme is allowed to use tools such as pre-authorisation, treatment protocols and
DSPs to manage the costs of PMB care. If a member or healthcare provider does not
follow these processes, claims may not be paid as PMBs or may attract a co-payment.
20
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MANAGED CARE
PROGRAMMES

The Scheme has contracted with Medscheme as a Manage Health Care
Organisation in terms of the Act to render Managed Health Care services to the
Scheme and its members. These services are provided through various managed
health care programmes which include oncology, chronic medicine management,
psychiatry etc. Contact details for each programme are provided in the contact
details section on page 54.

5.1

Medicine risk management and integrated care programmes
Chronic medication and integrated care
If you or any of your dependants have been diagnosed with asthma, diabetes,
cardiovascular (heart) disease, depression, cancer or HIV/AIDS, you will definitely
benefit from registering on our integrated care programme. Once you have been
registered, one of our wellness coach will contact you to assist you with advice and
counselling relevant to your condition. The wellness coach will interact with you
and your doctor on an ongoing basis to facilitate the management of your condition
and to, wherever possible, assist in improving your quality of life.
Please note that benefits for chronic medication (subject to available benefits as
indicated in the benefit guide for your option) are only available to members who
have applied for and obtained the necessary registration on these programmes.
Benefits are not provided retrospectively. It is therefore important that you apply
for chronic medication benefits as soon as your doctor has diagnosed you with a
chronic condition and provided you with a prescription for ongoing medication.

5.2
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Prescribed minimum benefit (PMB) management
A treatment plan outlines the out-of-hospital clinical services – typically doctors’
consultations and blood tests – related to the medical management of a PMB
condition.

PMBs refer to the benefits for the diagnosis and treatment of selected conditions
for which all medical schemes must pay, as determined in the Medical Schemes Act.
If you are unsure of the finer details of how your treatment plan works, please see
the following common queries received by the Scheme.

5.2.1 When do I qualify for a treatment plan?

Any beneficiary who is registered on the Medicine Risk Management (MRM)
Programme for a chronic condition listed as one or more of the 26 PMB chronic
disease list (CDL) conditions qualifies for a treatment plan.

5.2.2 What does a treatment plan look like?

A diagnosis code, known as an ICD-10 code, is indicated on the treatment plan for
each condition that you have. The treatment plan includes a list of services per ICD10 code, with each service identified by a tariff or payment code. A treatment plan
for hypertension, for example, would appear as follows:
ICD-10 code

Description

I10

Hypertension

From date To date

Tariff code

Description

Number of services

dd/mm/yy dd/mm/yy

0192

GP consultation/visit: long duration

2

dd/mm/yy dd/mm/yy

01232

ECG without effort

1

dd/mm/yy dd/mm/yy

04032

Blood test: creatinine level

1

dd/mm/yy dd/mm/yy

04113

Blood test: potassium level

1

dd/mm/yy dd/mm/yy

04114

Blood test: sodium level

1

dd/mm/yy dd/mm/yy

04151

Blood test: urea level

1

dd/mm/yy dd/mm/yy

04188

Urine test: dipstick

2
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MANAGED CARE PROGRAMMES (continued)

5.2.3 How can I access the benefits provided on the treatment plan?

Claims will be paid automatically for a PMB condition, once your day-to-day
benefits have been depleted and provided that the following criteria are met:
»» You have applied for a treatment plan by completing the MRM application form
in consultation with your doctor and have received an authorisation outlining the
approved services.
»» The ICD-10 code on the claim corresponds with the ICD-10 code on the
treatment plan.
»» The tariff code (service) on the claim corresponds with the tariff code on the
treatment plan.
»» The number of allocated services on the treatment plan has not been exceeded.
Please note: It is important to note that the Scheme can only pay an account as a
PMB condition if both the ICD-10 code for the condition and the tariff code for each
service correspond exactly to the treatment plan. It is therefore important that your
treating doctor has a copy of your treatment plan.

5.2.4 Can I have services added to my treatment plan?

The services allowed as part of the treatment plan will provide adequate
management for most patients with the condition. If you or your dependant`s
healthcare provider recommends that additional services or an extra number of
services already authorised, are needed to manage your condition, he or she must
send a clinical motivation for consideration to dm@medipos.co.za
If you have been diagnosed with one of the 26 PMB conditions and you have not
applied for chronic cover, we encourage you to complete the chronic application
form in consultation with your doctor. Completed application forms may be faxed to
the MRM Department on 0866 018 977 or emailed to chronic@medipos.co.za
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5.2.5 Chronic medication benefit management

A chronic disease is a medical condition that requires ongoing long-term or
continuous medical treatment. The chronic medication benefit only covers
the conditions on the Scheme’s list. (Refer to your benefit guide)

5.2.6 Prescribed minimum benefit chronic disease list (PMB CDL)

All medical schemes are required by law to provide chronic medication benefits for
specified conditions on the PMB CDL. These conditions are prescribed by legislators
and the benefits for these conditions are unlimited, subject to approval and
services are obtained from the Scheme’s designated service provider (DSP).

5.2.7 Extended chronic conditions

Over and above the conditions on the PMB CDL, members on options A or B will
receive chronic medication benefits for an additional list of chronic conditions,
subject to approval and available benefits.
Note:
» Authorisation of medication for conditions included on the CDL will be subject to
the Scheme’s medication benefit list.
» On options A and B, claims for both PMB and extended chronic conditions are
subject to the chronic medication limit.
» Once the chronic medication benefit has been exceeded, all claims for extended
chronic conditions will be paid from your acute medication benefit (and savings
benefit for option B), subject to the availability of funds.
» Once the chronic medication benefit has been exceeded for options A and B,
all claims for PMB conditions will be paid from the unlimited PMB benefit. The
cost of treatment and medication for the PMB conditions are covered in full by
the Scheme, provided the treatment and medication are approved and obtained
from the Scheme’s designated service provider (DSP).
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5.2.8 Administration of the chronic medication benefit
How to apply for the chronic medication benefit
If you and/or your dependants require medication for a chronic condition, you
have to apply for registration on the MRM Programme. Your application must be
approved before you can claim from the applicable benefit.
The application process
You will need to follow these steps to apply for the benefit:

Telephonic application process:

Ask your doctor or the pharmacist to contact the MRM Pharmaciston-line number on 0860 100 078 for chronic medication.
»» Relevant details pertaining to the application will be obtained
from your doctor.
»» Your application will be processed immediately.

Written application process:

»» Contact the client services team on
0860 100 078. An application form and reference guide will be
posted directly to you or faxed/ emailed on request. Alternatively,
you can obtain an application form and reference guide by visiting
our website at www.medipos.co.za.
»» Complete the applicant’s section of the MRM Programme
application form.
»» Ask your doctor to complete the practitioner’s section of the form.
»» Check that the application form is correctly completed and
accompanied by test results or specialist reports as indicated on the
application form. (An incomplete form will delay the processing of
your application.)
»» Send the application form, together with the requested
information, to the MRM Department (contact details on page 53).

Authorisation of chronic medication
If your application for chronic medication is successful, a chronic medication
authorisation letter will be sent to you. The period of authorisation for each
medication item will be indicated in the chronic authorisation letter.
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If you intend purchasing your chronic medication from your pharmacy, you need to
note the following:
»» Ensure that your doctor writes a separate prescription listing only your approved
chronic medication (i.e. separate from any acute medication, which he or she
might prescribe).
»» Present your copy of the chronic medication authorisation letter, together with
the original copy of your doctor’s prescription, to your pharmacist.
»» If you pay cash for your chronic medication, please submit the receipt, together
with a copy of your doctor’s prescription and the invoice, to the Scheme in order
to be reimbursed.
»» Some pharmacies may charge additional fees over and above the single exit price
(SEP) and the regulated dispensing fees.
Unauthorised or rejected chronic medication
Any medication rejected will be listed and will indicate the reasons for the rejection.
In the event that additional information is required to support your application, the
details of this information will be set out in this letter (e.g. special test or specialist
reports). We encourage applicants to obtain this information and forward it to the
MRM Department as soon as possible to prevent further delays. Your application
will only be reconsidered on receipt of the supporting information. If your doctor
believes that certain medication or conditions that were rejected should be
reconsidered for approval as chronic medication, please request him or her to
motivate this in a detailed clinical report.
Re-applications
Your medication authorisation letter will indicate the period for which your
chronic medication has been authorised. Re-applications to extend existing
chronic medication authorisations may be done by forwarding a new six-monthly
prescription to the MRM Department or a new chronic application may be
completed in the same manner as mentioned previously. Kindly ensure that the
new application form reaches the MRM Department at least six weeks prior to the
expiry date of the authorisation period to ensure continued benefits.
Please note that re-application is not an automatic process and continuation of
your chronic medication benefit will only be considered upon receipt of a new
application form. The Scheme will not backdate chronic authorisations, and benefits
received prior to approval will be covered under the acute medication limit under
the day-to-day benefits.
Changes to authorised chronic medication
If your doctor wishes to add or delete certain medication or change the dosage,
strength, form or quantity of your approved medication, he or she should contact
the MRM Department or complete a new application form.
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The Scheme may require additional information from your doctor before
authorising your medication. If you do not qualify for chronic medication benefits
(i.e. if the clinical and funding criteria applied by the Scheme for the payment of
chronic medication benefits are not met), or if your chronic medication benefits are
exhausted, you will still be able to claim benefits for medication from an alternative
benefit category, e.g. acute medication (subject to available limits), or as a PMB, if
applicable.
About the integrated care programme
The programme aims to promote health through education and awareness. As
chronic conditions cause about 60% of global deaths, the programme has a very
important role to play in reducing the progression of diseases and preventing
unnecessary complications.
How do we achieve this?
With their consent, members are educated telephonically on specific chronic
conditions they suffer from and are sent the necessary information.
This programme entails the active management of:
»» chronic and other high-risk conditions
»» psychiatry/mental health - bipolar mood disorder, depression, post-traumatic
stress disorder and substance (alcohol and drug) abuse management
»» maternity care
»» oncology – cancer management.
Integrated care leaflets are provided to you with practical information on how to
live with the conditions listed above.
Enrolling on the programme provides various benefits:
»» You become more aware of and educated about your condition and the benefits
you are entitled to.
»» You are empowered to manage your chronic condition with independence.
»» The interaction with a wellness coach provides personal contact and support
(such as encouraging you to adhere to medication).
»» You are aware of how your condition impacts your life and how it is treated.
»» It promotes a positive attitude and approach to the condition and general
wellness, while offering cost-effective and appropriate care.
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1
2
3
4

IDENTIFICATION
You will be identified for enrolment via internal processes. You may also
contact us directly if you’ve been diagnosed with a relevant chronic
condition.

ENROLMENT FORM

An enrolment form will be mailed to you. Please complete it and send it
back to the contact details provided.

ENROLMENT ON THE PROGRAMME
Your information will be captured on our system.

RISK RATING

Based on your claims, you are allocated a particular risk rating (low,
medium or high) according to certain risk-identification criteria.
Depending on your risk rating, you will receive the appropriate
intervention and care.

LOW-RISK MEMBERS
You will be:
»» sent educational information
annually relating to your
conditions.

MEDIUM- TO HIGHRISK MEMBERS
You will be:
»» assigned a wellness coach
»» sent educational information
relating to your conditions
»» contacted regularly by
telephone to discuss and
monitor your progress.
28
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Managing your chronic condition effectively
Medication adherence
In order to control your condition and prevent complications, it is critical that you
take your medication as prescribed by your doctor.
Wellness nurse
The role of the wellness nurse is to work closely with you and your doctor to ensure
optimal health management and the best possible health outcomes. The wellness
coach personally contacts you on a regular basis, focusing on the important
activities that are vital to effectively manage your condition. Discuss your health
with your wellness coach when he or she calls – they are there to guide you!
Treatment plan
Based on your risk rating and as per the Scheme’s agreement, you may receive a
treatment plan that outlines the authorised medical services you are entitled to
relating to the management of your condition. The services on your treatment plan
are funded by the Scheme as a commitment to ensure that you receive quality care
in the interest of your good health. Please make an appointment with your treating
doctor to discuss your treatment plan and to facilitate these services. Ensure
that your doctor uses the correct ICD-10 code/s when submitting claims against
your treatment plan. Claims are paid from your day-to-day benefits. Once your
day-to-day benefits have been depleted, claims will be paid from your treatment
plan, provided that certain criteria are met. Should your doctor believe that your
treatment plan does not sufficiently cater for the management of your condition,
he or she may submit a motivation to the programme for additional services.
Stay informed
Stay knowledgeable and informed about your condition. Attending wellness days at
your organisation will also provide you with access to vital information.
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5.3

Psychiatry Management Programme (for mental health)
We offer a psychiatry management programme that will enable us to work more
closely with members and their doctors to ensure that you receive the quality of
care you deserve. The objective is to assist in recognising the symptoms and signs
of psychiatric conditions and how to manage them. Your treating doctor needs to
submit an application form detailing the diagnosis and treatment.
Drug and alcohol dependency benefits
If you require hospitalisation as a result of a mental health condition or as a result
of drug or alcohol dependency, you should obtain pre-authorisation before being
admitted to a treatment facility.
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5.4 Maternity Programme – caring
for you
We are pleased to inform you that the
Scheme provides you with easy access to
our maternity programme. This programme
is specifically designed to provide you with
support, education and advice through all
stages of your pregnancy, confinement and
post-natal period. The programme is headed
by experienced, registered nursing sisters
with additional qualifications in midwifery.
The wellness coaches will assist you with
registration on the programme and can
be contacted for advice and information
completely free of charge. The wellness
coach will maintain contact with you after
your admission to hospital and the birth of
your baby. The aim is to provide ongoing
advice and information in the early stages of
parenthood.
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Maternity benefits
Antenatal consultations and classes will be covered from the maternity benefit up
to the maximum benefit limit were applicable. If the correct ICD-10 code/s are used
most of their pregnancy consultations will be paid from this benefit and then once
depleted, from their day-to-day benefit.
You need to obtain pre-authorisation before you are admitted to hospital for a
confinement. In case of an emergency, pre-authorisation can still be obtained
within 24 hours after admission. If you do not obtain pre-authorisation, you
will be required to pay a penalty and your confinement benefit will be adjusted
accordingly. Refer to the benefit guide for the quantum of the penalty.
Hospital cover is limited
Subject to ongoing authorisation, as required by the Scheme, hospital cover shall be
limited to the following periods:
» Confinements (normal delivery) – three days (two nights)
» Confinements (caesarean delivery) – four days (three nights).
Thereafter, no further benefits shall be paid unless such stay is further authorised
and approved with extended periods not exceeding 24 hours at a time.
Registration of a newborn on your membership
You should notify the Scheme of the birth of your baby within 60 days of birth. A
new membership card with the child’s details will be sent to you once you have
submitted the forms and the required additional information. If you do not register
the newborn as a dependant on your membership within the specific period, the
Scheme will not backdate the registration and will thus not pay any related medical
claims that are incurred for the baby prior to his or her registration.
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Oncology Risk Management Programme (for cancer treatment)
The primary function of the programme is to pre-authorise oncology treatment
and to interact with oncologists regarding treatment plans for cancer patients.
The ultimate objective is to ensure that patients receive the care they require and
to optimise the oncology expenditure within their medical scheme benefits. The
programme includes member education, the promotion of wellness and preauthorisation, which grants access to medication and hospital benefits.
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The purpose of the programme is to ensure that cancer patients are placed on the
treatment plans and that the plans are managed in relation to the available benefits
and clinical needs of the patient. The Scheme has contracted with Independent
Clinical Oncology Network (ICON) as the DSP for oncology benefits. ICON works
with treatment protocols and scientifically developed and researched plans for a
course of medical treatment, for the management of all types of cancer. To ensure
that your claims are paid in full without co-payments, you will need to obtain the
services from an ICON supplier. All cancer-related treatment e.g. radiotherapy,
chemotherapy, oncologist visits, blood tests, ultrasounds, X-rays, MRI, CT and
radioisotope scans as well as any approved medication, will be paid from the
oncology limit.

5.5.1 What does the programme offer?

» pre-authorisation of oncology treatment through specialised wellness coaches
and a strong supporting clinical team
» clinical advice and guidance regarding your treatment and referral to appropriate
national support groups when appropriate
» basic counselling by wellness coaches for newly diagnosed members and advice
on access to further psychological support, if needed
» assessment of your medication in accordance with treatment guidelines,
formularies and protocols that are maintained and updated
» interaction and co-operation with healthcare providers in order to improve care
and cost efficiency without compromising quality
» an oncology medical advisor who evaluates referred problems
» an oncology specialist group to whom referrals are made
» relationship development with the oncologist.

5.5.2 The process

Once you have been diagnosed with cancer, your doctor needs to submit a
histology or radiology report (confirming diagnosis) so that you can be registered
on the oncology programme. If you are starting treatment, your doctor must submit
the treatment plan for review and approval. When you receive a prescription for
your cancer medication, it is important that you immediately contact the Scheme’s
Oncology Department.
Please note: Non-PMB services will be subject to the annual limit of the particular
benefit option indicated in your benefit guide.

5.5.3 What happens if you do not use an ICON-registered oncologist?

If you receive cancer-related treatment from a non-ICON oncologist, the Scheme
will only cover the treatment at 75% of MSR, and you will be liable to settle the
difference, except for non- involuntary use (refer to page 33) of those services.
In the case of non-voluntary use, benefits will be subject to Scheme review and
approval. To find out if your oncologist is part of ICON or for a list of ICON doctors,
visit www.cancernet.co.za or contact the client services team on 0860 100 078.
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Hospital Risk Management Programme
The programme ensures that you receive appropriate, quality healthcare while you
are hospitalised. The pre-authorisation process ensures that the planned procedure
or treatment is both necessary and appropriate.
The rules of the Scheme require you to obtain pre-authorisation before any of the
following (refer to your benefit guide for more details):
» all hospital admissions
» admissions for mental health and drug or alcohol dependency
» confinements (childbirth)
» CT, MRI and radioisotope scans
» dental surgery and all dental services that require admission
» hospital admission for basic dentistry for children under the age of eight years
(the dentist will be paid from the advanced dentistry benefits)
» organ transplants.
You need to notify the Scheme of any planned hospital admissions three working
days prior to the admission date or within 24 hours of an emergency admittance.
When you are admitted to hospital for treatment that is medically necessary, you
will be covered under MME benefits, provided that you follow the pre-authorisation
and approval process. It is important to note that the Scheme reserves the right
to exclude benefits in respect of services which, in its opinion, do not necessitate
hospitalisation.

5.6.1 What is pre-authorisation?

» Pre-authorisation is the process whereby you notify the Scheme that you are
about to be hospitalised (State or private hospital).
» This means that you must contact the Scheme for any planned hospitalisation, as
well as for certain procedures performed in doctors’ rooms, e.g. a gastroscopy,
colonoscopy or vasectomy.
» Only hospital treatment and procedures that are medically necessary will be preauthorised.
If you do not obtain pre-authorisation, you may not receive benefits for these
services.
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5.6.2 How do I obtain pre-authorisation?
Step

1

Contact the Scheme at least three working days prior to admission to
hospital. Make sure you have the following information readily available:
»» your Scheme membership number
»» ID number of the main member (without this, the Scheme cannot load
the authorisation - required for security reasons)
»» the name and telephone number of the doctor who wishes to admit you
to hospital
»» the ICD-10 code/s obtained from the admitting doctor
»» the proposed treatment or procedure
»» the planned date of admission to the hospital
»» the name and practice number of the hospital you will be admitted to.
In the case of an emergency, where you or a dependant are admitted directly
to hospital, a family member must notify the Scheme within 24 hours or on
the first working day following admission.

Step

2

Upon confirmation of your benefits, you will receive a pre-authorisation
number. You must give this number to the hospital when you are admitted.

Step

3

A wellness coach will monitor your progress in hospital. This will ensure
that you receive quality service and that you do not have to stay in hospital
any longer than necessary. The wellness coach may also arrange (in
consultation with your doctor) that you recuperate at home, under the care
of professionals. Your MME benefits (in hospital) will still cover this, but a
shorter stay in hospital will reduce the costs and this means that your MME
benefits (in hospital) will last longer. The hospital must obtain approval from
the Scheme (via the wellness coach) for stays that exceed the number of
days that were initially authorised.
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5.6.3 What happens if you do not obtain pre-authorisation prior to admission to
hospital?

If you do not obtain pre-authorisation prior to your admission to hospital, you will
be required to pay a penalty as determined by the Scheme. Refer to the benefit
guide for the quantum of the penalty
Remember that you should not depend on the hospital to obtain the required
pre-authorisation on your behalf. When the hospital contacts the Scheme, they
may only be confirming benefits and whether their account will be paid. You or
family members need to contact the Scheme directly for services that require preauthorisation.

5.6.4 Can the Scheme refuse to pay for your hospital expenses?

Despite having pre-authorised your treatment, the Scheme may decline to pay for
your medical expenses. The Scheme may refuse cover if:
» After pre-authorisation, the Scheme discovers that the medical condition for
which you are being admitted to hospital, existed prior to joining the Scheme
and such condition was not disclosed on your application for membership at the
time of joining. The pre-authorisation will be reversed in such instances.
» You resign from the Scheme during the period of admission. Your stay in hospital
after resignation will not be covered.
Please note that no benefit shall be payable unless prior Scheme approval has been
obtained for the following benefits:
» chronic medication (will be paid from the acute medication benefit, subject to
availability of benefits)
» medical and surgical appliances
» artificial limbs and eyes
» orthodontic treatment
» dental implants
» maxillofacial and oral surgery
» radial keratotomy/excimer laser
» procedures performed in doctors’ rooms.
You are required to apply for Scheme approval in writing accompanied by the
relevant doctor’s motivation and/or quotation for the above services.
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Note:
» It is important to know that all claims submitted to the Scheme will be paid at
100% of cost or MSR, whichever is less, subject to the availability of benefits.
» Medication claims are paid at medicine price (MP) or MSR, whichever is less.
» MSRs are negotiated by the Scheme with various healthcare providers.
» MP is equal to the SEP plus regulated dispensing fee.
»» Co-payments for non-DSP claims may apply.

5.7

Aid for AIDS Disease 			
Management - HIV/AIDS 		
Management
HIV/AIDS is a condition that is
affecting thousands of people
throughout South Africa, including
Scheme members. The Scheme has
an HIV/AIDS management programme
for its members, called Aid for AIDS
Disease Management. If you and/
or one of your dependants are living
with HIV/AIDS, registering on the
programme can give you the support
you need to lead a healthy and
productive life.

5.7.1 Will your information be kept 		
confidential?

This programme is managed by a
team of healthcare professionals
completely separate from other
Scheme programmes. No one, not
even the employer or the BOT of
the Scheme, will be notified about
a member’s enrolment on the
programme or the HIV status of the
member.
If you or your dependants are
registered on the programme, this
information is treated with the utmost
confidentiality.
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5.7.2 What benefits are available?

Benefits are allocated annually to patients registered on Aid for AIDS Disease
Management and will include the following:
» medication to treat HIV/AIDS (antiretroviral therapy)
» medication to treat and prevent opportunistic infections related to HIV/AIDS,
including multi- vitamins where appropriate
» pathology tests
» regular monitoring of your condition to ensure you start treatment at the right
time and that it is effective
» clinical support and guidelines for treating doctors
» help in finding a registered counsellor in your area
» treatment to prevent the transmission of the virus from mother to child
(including treatment for the baby)
» treatment to prevent the transmission of HIV from accidental exposure to
infected bodily fluids (i.e. sexual assault, needle-stick injury)
» access to a specially trained medical team who will review your details and
consult with your doctor to ensure that you receive the most appropriate
treatment for your condition
» reminders for you and your doctor to do regular check-ups and tests to monitor
the state of your health and update your treatment where necessary.
If you are accidently exposed to HIV-infectious material through needle-stick injury,
sexual assault, rape or unprotected sex, please phone 0860 100 646 as soon as
possible so that appropriate treatment, called post-exposure prophylaxis (PEP), can
be arranged.

5.7.3 What value is added by managing HIV/AIDS?

Early detection, close monitoring and appropriate medication treatment can help
members with HIV/AIDS to enjoy healthier, more productive lives. Where the
condition is treated sooner (in line with a professionally developed and managed
healthcare programme), frequent hospitalisation and visits to the doctor are likely
to become fewer, thus enhancing the patient’s quality of life.

5.7.4 How to register on Aid for AIDS Disease Management

If you or a member of your family is HIV-positive, contact Aid for AIDS Disease
Management confidentially on 0860 100 646, send a fax to 0800 600 773 or email
afa@afadm.co.za.
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A qualified wellness coach will explain how the programme works, the steps you
need to follow should you wish to join the programme, as well as the benefits
available to you.

5.8 Dental Management
Programme
Medscheme's MEDiPOS Business Unit
manages dental services on behalf
of the Scheme. All dental treatment
for specialised dental procedures and
procedures to be done in hospital
(general anaesthesia) require preauthorisation (pre-approval) before
treatment.

5.8.1 Which procedures require pre-		
authorisation?

Below is a list of all dental procedures
that require pre-authorisation:
» orthodontic treatment - all types of
orthodontic treatment require preauthorisation
» crowns and bridges
» inlays and onlays
» indirect veneers
» metal-based dentures
» periodontal surgical management
» maxillofacial and oral surgery
» all phases of dental implants
» all dental treatment performed in
hospital.
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5.8.2 Which dental procedures qualify for in-hospital admission?

Kindly note that the Scheme will consider in-hospital admissions only for the
procedures listed below. The Scheme will apply clinical protocols in considering the
following requests:
» surgery of oral lesions
» jaw surgery
» patients with either physical, mental or medically compromising conditions
» patients with mouth and facial injuries
» patients with acute infection (not responding to antibiotic treatment)
» patients who have a proven allergy to local anaesthesia
» children under the age of eight years (multiple extractions and fillings)
» removal of more than one impacted tooth
» surgical extraction of teeth on more than one side of the mouth
» full dental clearance in both jaws, involving more than one molar tooth per side
of the mouth
» advanced periodontal surgery to more than one side of the mouth
» the removal of a tooth or root from the maxillary sinus
» surgical exposure of unerupted canines
» removal of more than one bony swelling
» placement of more than one dental implant.

5.8.3 Requirements for pre-authorisation

Ensure requests fulfil the necessary requirements for a speedy response and to
avoid delays. You need to ensure that your dentist provide us with all the necessary
information to speed up this process, which includes:
» the diagnosis of the conditions
» the full, proposed treatment (with appropriate clinical codes)
» teeth numbers
» accompanying laboratory codes (where applicable)
» appropriate X-rays (radiographs) are vital
» motivation for the proposed treatment
» fully completed and signed application forms.
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5.8.4 How to apply for pre-authorisation

»» Application forms are available on the Scheme’s website at www.medipos.co.za
or can be requested by contacting 0860 100 078.
»» Applications can be sent via:
»» Fax: 0865 608 087
»» Post: PO Box 921, Westville, 3629
»» Email: dental@medipos.co.za
»» For enquiries related to dental managed care, contact 0860 100 078.

5.8.5 Turnaround time

It takes a maximum of three business days to process your application for
specialised dentistry and one business day for in-hospital admissions from the day
it’s received. The outcome of the requests will be sent to you or your dentist within
the prescribed period.

5.8.6 Clinical protocols

Kindly take note of the protocols below:
Dental procedures

Protocols

Consultation

Allowed only after every six months per beneficiary

Cleaning of teeth and fluoride
application

Allowed only after every six months per beneficiary

Oral hygiene instruction

Allowed every 12 months per beneficiary

Panoramic X-ray

Allowed twice every 24 months per beneficiary

Fillings

Only allowed every 12 months on the same tooth

Dentures, plastic and metal based

Once per 24 months per beneficiary

Crowns and bridges

Once per 36 months per tooth

Inlays and onlays

Once per 36 months per tooth

Note:
Please remember to confirm your available benefits at the time of treatment.
Remember the following simple rules for good oral health:
»» Brush your teeth ideally three times a day.
»» Floss regularly.
»» Visit your dentist at least once every six months.
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BENEFIT LIMITATIONS

What services are not covered by the Scheme?
The following exclusions apply in respect of all benefits other than any service falling
within PMBs. Unless otherwise authorised by the Board of Trustees (BOT), from the
savings benefit on option B, no benefit shall be granted in respect of any expenses or
charges resulting or arising directly or indirectly from any of the following:
6.1

All costs of whatsoever nature incurred for treatment of sickness conditions or injuries
sustained by a beneficiary and for which any other party may be liable. If the Scheme
in its sole and absolute discretion elects to effect payment of any costs incurred by the
beneficiary arising from the actions or omissions of any other party, then in such an event
the beneficiary shall:

6.1.1

be liable to repay to the Scheme all amounts paid by the Scheme and recovered by or
on behalf of the beneficiary from the party responsible to compensate such beneficiary,
free of any legal costs or deductions that may have been incurred in the recovery of such
amount

6.1.2

ensure that, prior to the settlement of any claim instituted against such other party, all the
amounts set out above and paid by the Scheme, are included in such claim, and form part
of any settlement amount, whether jointly or separately

6.1.3

disclose to the Scheme, alternatively, instruct his legal representative to disclose to the
Scheme, the full extent of any compensation awarded in respect of past and future
medical expenses

6.1.4

sign all documentation as may be required by the Scheme to obtain copies of all such
information not in the Scheme’s possession, relating to the beneficiary’s medical accounts
and records from the relevant practitioners and/or medical institutions

6.1.5

be deemed to be liable to repay all amounts expended by the Scheme, as above, in
the event of the beneficiary’s claim being finalised and paid in circumstances where
no specific or separate award is made for the payment of medical or hospital expenses
incurred

6.1.6

either personally or through his or her legal representative keep the Scheme informed,
whether called upon by the Scheme to do so or not, as to the ongoing progress of his or
her claim

6.1.7

when requested by the Scheme, whether prior to or subsequent to the Scheme effecting
any payments as referred to above, provide the Scheme with a written undertaking signed
by both the member and his or her legal representative so as to give full effect to what is
contained in paragraphs 6.1.1 to 6.1.6 above

6.1.8

indemnify the Scheme against all amounts paid by the Scheme in terms of paragraph
6.1, such indemnity to be in the form required by the Scheme and to be furnished to the
Scheme within three months from commencement of treatment

6.1.9

Should a beneficiary’s claim referred to in paragraph 6.1, against the party liable for his
or her injuries not be successful, or alternatively, only be partially successful, then in such
event the beneficiary shall be entitled to such benefits or portion of benefits in respect of
which his or her claim has been unsuccessful as would have applied, should no claim have
been possible ab initio, irrespective of the lapse of time.
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6.2

Expenses incurred by a member or dependants of a member in the case of or arising out
of wilful self-inflicted injury, professional sport, speed contests and speed trials.

6.3

Investigations, operations or treatments for cosmetic purposes, obesity, infertility, artificial
insemination, impotence and erectile dysfunction or treatment of an experimental nature
or a medical or surgical procedure, treatment, course of treatment, equipment, drugs or
medication that is experimental. It will be regarded as experimental if:

6.3.1

it is not widely accepted and known to be safe, effective and appropriate for the treatment
of illness or injury by a consensus of professional medical specialists who are recognised as
such by the South African medical community

6.3.2

it is under study, investigation, in a test period or part of or in a clinical research state

6.3.3

no definite outcome results, following at least a five-year trial period, are available

6.3.4

it is more expensive than that which is generally available and does not significantly
change the outcome of the procedure, treatment or taking of medication or drug;
provided that should a member prefer to have the more expensive treatment, the Scheme
shall pay the reasonable and customary fees associated with the treatment generally
available.

6.4

Holidays for recuperative purposes.

6.5

Purchase of patent medication and proprietary preparations, applicators, toiletries and
beauty preparations, bandages, cotton wool and similar aids, patented foods, including
baby foods, tonics, slimming preparations and drugs as advertised to the public, household
and biochemical remedies, sunglasses, exercise equipment and any drug or medication not
registered by the South African Health Products Regulatory Authority or similar authority
or medication not registered for that specific condition.

6.6

All costs that are more than the annual maximum benefit to which a member is entitled in
terms of the rules of the Scheme.

6.7

Examinations for insurance, employment, visas, pilot and driving licenses or examinations
for enrolment to university or college.

6.8

Any travelling or conveyance by whomsoever and of whatsoever nature, except as by
ambulance or ambulance aircraft within the Republic of South Africa and Namibia.

6.9

The purchase of medication prescribed by a person not legally entitled thereto.

6.10

Costs of appointments cancelled or not kept by members.

6.11

Costs for services rendered by:

6.11.1 persons not registered with a recognised professional body constituted in terms of an Act
of Parliament
6.11.2 any institution, except a State or provincial hospital, not registered in terms of any law.
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07

YOUR CLAIMS
MADE EASY

7.1

How are claims received by the Scheme?
The Scheme receives claims either in electronic or paper format from healthcare
providers or in paper format from you, the member. Before you submit a claim
to the Scheme, you should ask the healthcare provider whether you do need to
submit the claim.

7.2

What if the healthcare provider claims directly from the Scheme?
Most healthcare providers have an electronic link whereby they submit claims
to the Scheme or an arrangement to submit paper claims to the Scheme. In such
cases, you are entitled to receive a copy of the account from the healthcare
provider, which you should use together with your statements to check the
processing of these claims.

7.3

What if the healthcare provider does not claim directly from the
Scheme?
No claim form is necessary. Simply:
1. check the details on your account (refer to page 46 for more details.)
2. sign it if it is correct.
3. email it to claims@medipos.co.za
4. post the account to:
MEDiPOS Medical Scheme
PO BOX 921
Westville
3629
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7.4

What details must you check on the claim?
Before submitting your claim, check that the account contains the following
information:
»» your Scheme membership number as it appears on your current membership card
»» name of the Scheme and option
»» your surname, initials and postal address
»» a receipt (if you have already paid the account)
»» the patient’s first names as it appear on your membership card
»» the name and practice number of the healthcare provider who rendered the
service (doctor, hospital, pharmacy, etc.)
»» date of service/treatment
»» nature and cost of each service and, where applicable, the tariff code
»» the referring doctor on specialists’ accounts (where relevant)
»» duration of an operation (where relevant)
»» name, quantity and price for each supply of medication (where relevant)
»» ICD-10 code/s.
Please note: If your claim does not include all the necessary information, it cannot
be processed and this will cause a delay in the payment of your benefits.
Please keep copies of all your accounts and claims statements for recordkeeping
purposes.

7.5

How soon should you submit claims?
You should ensure that your claim is submitted as soon as possible. If your claim
is submitted later than the last day of the fourth month after the date of service,
your claim will not be paid and will be deemed ‘stale’. It is your responsibility as a
member to ensure that claims are submitted on time for payment.
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06
7.6

YOUR CLAIMS MADE EASY

How will the Scheme pay back any money owed to you?
If the Scheme owes you money, it will be paid into your bank account. Please note
that you need to ensure that the Scheme has your correct banking details.
Should your banking details change, please inform the Scheme and ensure that
you include supporting documentation (e.g. copy of bank statement, etc.). Also
remember to quote your membership number in such correspondence.

7.7

What if there are outstanding claims when you resign or pass away?
Claims will be accepted up to four months after resignation or death for services
received during the membership, as long as the date of service was on or before
the date of resignation or death. If you resign or pass away during the benefit year,
any amounts paid by the Scheme that exceed the benefits you are entitled to, will
be recovered from you or your estate or the healthcare provider payments will be
reversed.

7.8

What process must be followed if you are involved in a motor
vehicle accident that could result in a claim against a third party?
As stated under the benefit limitations (refer to pages 43), the Scheme is not liable
for costs incurred for treatment of sickness conditions or injuries sustained by a
member or a dependant for which any other party may be liable.
When you are involved in a motor vehicle accident where a third party is liable,
contact the Scheme on 0860 100 078 as soon as possible. Until such time that you
have appointed an attorney to handle your claim from the Road Accident Fund
(RAF), we will cover you claims from your Scheme benefits were applicable.
The attorney must submit a written undertaking that the Scheme will be refunded
by the RAF. Should the you receive payment from the third party or the RAF, this
should be reimbursed to the Scheme for the claims paid from your benefits.
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Please note: All PMB claims will be paid in accordance with the Regulations.
Cases that are rejected by the RAF will be covered by the Scheme up to the
individual member’s benefit limits. However, a letter will be required from the RAF
stating that the claim has been rejected. Decisions will be made based on the rules
of the Scheme.

7.9

Shortfalls
How do you avoid shortfalls?
Ensure that you obtain pre-authorisation for all your hospital admissions (refer to
page 35).
When you submit a claim, the Scheme will automatically check to see whether
there are sufficient benefits available to pay the amount you owe. If there are not
enough funds, you will be personally responsible for the payment of the shortfall.
The Scheme pays for all hospital and trauma benefits at 100% of MSR; therefore
shortfalls can also arise when doctors and specialists charge rates in excess of the
MSR or for the voluntary use of a non-DSP where applicable. You can negotiate a
better rate with your doctors and specialists to reduce co-payments.
How does the Scheme recover shortfalls?
If you have a shortfall, the outstanding amount may be deducted from your salary
depending on your financial position. Pensioners and continuation members
must pay shortfalls directly to the Scheme. If you do not pay your shortfall, your
membership will be suspended.
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08

JOIN THE FIGHT
AGAINST FRAUD

If you are aware of someone who belongs to the Scheme and is committing fraud,
you should notify the MEDiPOS Anti-fraud Hotline. This is your Scheme and by
reporting fraud you are protecting the Scheme.
In an effort to curb the occurrence of fraud at every possible level, the Scheme
has decided to become involved in combating fraud at a national level under
the auspices of the Board of Healthcare Funders (BHF, an industry bode). To this
end, members and service providers can expect to be contacted routinely by
the Scheme’s forensic team to determine the authenticity of claims paid by the
Scheme.

Please utilise your benefits responsibly,
scrutinise your statements regularly and
report any irregularities to the MEDiPOS Antifraud Hotline on 0800 112 811.
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09

COMPLAIN
CONSTRUCTIVELY

RESOLVING PROBLEMS AND QUERIES
The following table illustrates how to log a telephonic or email query, problem or
complaint in the most effective manner.

CONTACT 0860 100 078

•
•
•
•
•
•
•
•

CALL CLIENT
SERVICES FOR:
Claims payments and
accounts
Benefits
Contributions
Membership cards
Underwriting
Updating of Contact details
Designated Service
Providers
Formularies

Client Services
Tel: 0860 100 078
Fax: 086 566 1372

•
•
•
•
•
•
•

CALL A DEDICATED
PROFESSIONAL
NURSE FOR:
Health Advice
Registration on a Disease
Management Programme
Registration on the
Maternity Programme
Ex-Gratia
Queries relating to
admissions or treatment
Protocols for PMB, Chronic
Benefits, Investigations and
Procedures

Managed Care Services
(including hospital preauthorisation)
0860 100 078

FOR ESCALATED
QUERIES:
1. Request to speak with a
Supervisor
2. Should you not be satisfied
with the response, request
to speak to the Operations
Manager
3. Should you remain
dissatisfied after speaking
to the above mentioned,
request to speak to
the Executive Head of
Operations

MEDiPOS Anti-fraud
Hotline
Tel: 0800 112 811
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When lodging a complaint/query, it is important to follow the process depicted
above as it will provide you with a response in the shortest possible time. Disputes
and complaints may also be posted to Queries / Complaints at MEDiPOS,
PO Box 921, Westville, 3629 or enquiries@medipos.co.za.
When you lodge a complaint, the Scheme will respond within five working days
from the time the complaint was received. There are, however, complaints that
need clinical input and investigation, and these are likely to take longer to resolve.
Members will always be informed of the status of their complaint and the Scheme
will work tirelessly to make sure that the complaint is resolved quickly and
efficiently.
Should you feel that your concerns are not being addressed you may also contact
the office of the Principal Officer at Maria.Masilela@postoffice.co.za.

The Disputes Committee

Should you not be satisfied with the response from the Scheme, you can request in
writing that your complaint be lodged with the Scheme`s Disputes Committee (you
can send your request to the same contact details listed above). The Committee
comprises independent professionals who have medical and legal expertise.

The Council for Medical Schemes

If you are still not satisfied with the outcome, you can lodge a complaint with the
Registrar of the Council for Medical Schemes on complaints@medicalschemes.com.
You are encouraged to make use of the internal procedures available to lodge your
complaints, as you are guaranteed a speedy resolution.
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10

TERMS USED IN
THIS GUIDE

Benefit year
The period for which benefits and
allocations apply, in this case 1 January to
31 December. If you join the Scheme during
a benefit year, your portion of the benefits
and limits for that year will be allocated on
a pro rata basis.
BOT
Board of Trustees
Child dependant
A member’s dependent child, including a
stepchild or legally adopted child, who is
under the age of 21 years.
Chronic disease list (CDL)
This refers to the chronic conditions list,
which consists of 26 chronic conditions
covered by the Scheme as prescribed
minimum benefits in terms of legislation
governing all medical schemes.
Day-to-day benefits (out of hospital)
These cover smaller medical expenses that
occur more frequently, e.g. GP or dentist
consultations and prescribed medication.
Treatment is usually received out of
hospital or as an outpatient.

Designated service provider (DSP)
Appointed by the Scheme to provide certain
specified medical services to members, e.g.
a group of doctors or a State facility.
Integrated care programme
This programme assists with the active
management of chronic and other high-risk
conditions.
International Classification of Diseases,
10th revision – ICD-10
ICD-10 coding is a system that classifies
diseases and the complications connected
to these diseases according to a specific
category.
Limit/Sub-limit
The maximum amount of cover you have
for specified medical expenses during a
benefit year.
Major medical expenses (MME) benefits
(in hospital)
These generally cover the major medical
expenses that you would incur when
undergoing surgery or while in hospital.
Medical scheme rates (MSR)
The rate at which claims are reimbursed as
negotiated and determined by the BOT.
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Medicine price (MP)
The MP is the SEP plus dispensing fee.
MRM Programme
Medicine Risk Management Programme
Pre-authorisation
The process whereby a member advises
the Scheme of his or her or a dependant’s
admission to hospital. Penalties are payable
if you do not obtain pre-authorisation prior
to hospitalisation.
Prescribed minimum benefits (PMBs)
The unlimited benefits, to which all
members are entitled for treatment
relevant to the conditions specified in
the Medical Scheme Act, provided this
treatment is obtained at a DSP.

Shortfall
Any amount paid by the Scheme on your
behalf that exceeds the benefit amount to
which you are entitled.
Single exit price (SEP)
The SEP is the price that a medication
manufacturer or importer charges
pharmacies for medication. The price is set
in accordance with South African law.
Waiting period
The period of up to 12 months during which
you will not be covered for any medical
expenses incurred, even though you may be
paying contributions to the Scheme:
1.

Primary care benefit (PCB)
This refers to the primary care benefit
which forms part of the day-to-day benefits.
This benefit is subject to the annual MME
limit and includes radiology and pathology.
SAPO
South African Post Office

2.

Condition-specific waiting period: A
period during which a beneficiary is not
entitled to claim benefits in respect of
a condition for which medical advice,
diagnosis, care or treatment was
recommended or received within the
12-month period ending on the date on
which an application for membership
was made.
General waiting period: A three-month
period during which a beneficiary is not
entitled to claim any benefits.
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11

CONTACT DETAILS

MEDiPOS Client Services
Tel: 0860 100 078
Fax: 0865 661 372
Email: enquiries@medipos.co.za
Website: www.medipos.co.za
MEDiPOS Anti-fraud Hotline
Tel:
0800 112 811
SMS:
33490
Email: information@whistleblowing.co.za

Council for Medical Schemes
Private Bag X34 Hatfield
0028
Tel: 086 112 3267
Fax: 086 673 2466
Email: complaints@medicalschemes.com
Website: www.medicalschemes.com

Postal address for submission of claims
MEDiPOS Medical Scheme
PO Box 921
Westville
3629
Managed care services
Programme

Telephone

Fax

Email

Integrated Care
(cardiovascular,
diabetes and
respiratory, maternity,
psychiatry, spinal)

0860 100 078

0866 040 569 dm@medipos.co.za

Oncology

0866 018 978 oncology@medipos.co.za

Prescribed Minimum
Benefits

0866 094 413 dtp@medipos.co.za

Medicine Risk
Management (chronic
medication)

0866 018 977 chronic@medipos.co.za

Hospital Risk
Management
(for hospital preauthorisation)

0866 040 355 preauth@medipos.co.za

Dental Management

0865 608 087 dental@medipos.co.za

Aid for AIDS- HIV/ AIDS
Management

0860 100 646

0800 600 773 afa@afadm.co.za
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