l//////// AF Rox APPLICATION FOR ADDITIONAL BENEFITS

MEDICAL AID SOCIETY EX GRATIA APPLICATION FORM

PLEASE NOTE:

» Ex Gratia payments will be made at the absolute discretion of the Ex Gratia Committee.

» Payments will only be made if the committee is satisfied that extreme hardship would otherwise be imposed upon the member.

» Ex Gratia payments may not be considered in advance of any excess in benefit arising.

» This application will not be submitted to the Committee should any section be incomplete.

» In the space provided, kindly furnish details of the benefit exceeded, and to whom the payment must be made should the application be
successful.

» Copy of payslip/pension slip is required.

MEMBER DETAILS

Membership number

Plan option Name of scheme |

Name of member

Residential address

HEEEEEEN
LTI
HEEEREEEEEEEE
Postal address LI ]
HIEEEEEEEEEEE
HENEREEEEEEEE
LT
HEEEEEEEEEEEE

Identity number

Contact telephone no. (H)| | | | ‘ | | | | | | | ‘ (W)| | |

Cellphonenumber| | | | | | | | | | | |

Name of dependant

Name of dependant

Name of dependant

|
|
Name of dependant ‘
|
|

Name of dependant

MEDICAL REPORT (TO BE COMPLETED BY MEDICAL PRACTITIONER)

Diagnosis: (or attach doctor’s detailed letter of motivation and photographs)

Medical history (compulsory):




MEDICAL REPORT (CONTINUED)

Treatment and medication required:

(Attach detailed quotation from medical practitioner or service provider — compulsory.)

Member’s motivation (compulsory):

Doctor's name SEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

Signature

Practice number LI T T TI I PIIII ) vae D]

Should the pension fund administrator be unavailable, a copy of a recent pension slip will be acceptable.

Nameotcompany || | [ | [ I LI PP PPl

We confirm that ’ | | | | | | | | | | | | | | | | | | | | | | | | ‘is/wasemployedbyusand

receives/received a gross salary/pension ofR‘ | | | | | | | | | | |permonth.

Length of service with company: Years D] Months D]

Recommendation by employer:

Signature

Company stamp

Name HIEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE
LT PP PP PP PP ate oo o [ ]

Designation




TO BE COMPLETED BY MEMBER

MEMBER SPOUSE TOTAL

Gross salary

Gross pension

Other income

Total

Total deductions Total net income |

Monthly expenditure

Bond/rent

Electricity and water

Telephone

R
R
Municipal rates and taxes R
R
R
R

Hire purchase payment(s)

Please specify:

(a)
(b)
(c)

Insurance premium(s)

Transport

Domestic and garden help

Clothing

Other

Total

Net income

Expenditure

R |
R |
R |
R |
R |
R |
Groceries R|
R |
R |
R |
R |
R |
R |

Net cash surplus/deficit

I, |, the undersigned, hereby certify that the

information stated in this document is true and correct.

Signature Date| | | | | | | | |

AF EX G L0978



