SICKNESS CLAIM FOR CONDITIONS OF PSYCHOLOGICAL NATURE

(DECLARATION BY MEMBER FORM )

The Professional Provident Society Holdings Trust No IT 312/2011 (PPS) is a Registered South African Trust. The Professional Provident
Society Insurance Company Limited Reg. No 2001/017730/06 Professional Provident Society Insurance Company Limited is a licensed
insurer conducting life insurance business, a licensed controlling company and an authorised financial services provider. Any reference
to PPS in this form means PPS Insurance. FOR PROFESSIONALS

Dear Member,

The following is important:

e The correct completion of this form and submission of the supporting documents listed below will aid the prompt processing
of your claim.

e Please read the attached information leaflet before completing this form.

e Should you require assistance in completing the claim form, we suggest that you contact your PPS-accredited adviser or contact
the PPS Member Services Department directly on memberservices@pps.co.za.

Essential supporting documents:
e Claim forms (Declaration by Member and Declaration by treating Psychiatrist).
o Copies of all available special investigations and specialist reports.

Claim submissions:
E: claims@pps.co.za

Claim-related enquiries:
E: memberservices@pps.co.za
T. 0860 123 777 or +27 (O)11 644 4300

Monday to Friday from 07:00 to 19:00 and Saturday from 08:00 to 13:00

I PART A: MEMBER DETAILS

Member number:| || | | [ [ | [ | | Daumber:| | | | [ [ [

et O v e 11 A R O
Medicalaidname: | | | | | [ T [ [ 1 [ ] Medicalaidrumber | | | | | [ | | [ | |

et [T T TT T T T ] cotsor [T T T T T TTTT]

I PART B: CLAIM DATES

1. TOTAL BENEFITS:

I was not able to perform ANY professional duties from:

startaate: |||/ /L L endoete: | | |/ | |/ [ | ]

2. PARTIAL BENEFITS:

| could perform some of my work duties e.g., critical administrative tasks while recuperating at home; or working for a limited period per day.

startdate: || /[ [ [/ [ [ ] endaate: || |/ L [/ [ [ |

Date | resumed work

On a partial basis: ‘ ‘ ‘ / ‘ ‘ ‘ / ‘ ‘ ‘ ‘ ‘ On a full-time basis: ‘ ‘ ‘ / ‘ ‘ ‘ / ‘ ‘ ‘ ‘ ‘

3. If you are claiming partial benefits, provide details of the duties that you were able to perform, focusing on the nature of the duties
performed and time spend performing these duties, e.g., administrative work, virtual consultations, etc.:
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4. HOSPITALISATION

Only complete if you were hospitilised. For Admission Rider benefit claims, kindly attach proof of hospitalisation.

a. Name of hospital:

Date admitted: ‘ ‘ \/\ \ \/\ \ \ \ \ Datedischarged:\ ‘ \/\ ‘ \/\ ‘ ‘ ‘ ‘

b. Name of hospital:

Date admitted: ‘ ‘ ‘ / ‘ ‘ ‘/ ‘ ‘ ‘ ‘ ‘ Date discharged: ‘ ‘ ‘/ ‘ ‘ ‘ / ‘ ‘ ‘ ‘ ‘

PART C: MEDICAL PARTICULARS OF CLAIM

1. Provide details of the disease/condition that significantly prevented you from performing your usual professional duties and the required
optimal medical treatment or supervision such as: medication, hospitalisation or rehabilitation:

2. The nature of most psychological conditions is that it develops over time and may be the result of an incident(s). Please provide brief
details of the chronological history (date of onset, progression up to now and date of final diagnosis) of your condition:

3. To form a holistic view of your condition, our claims area may find it necessary to obtain further medical information. Please state the
name(s) of the psychiatrists, psychologists and any other therapists or doctors whom attended to you since you first experienced
the symptoms up to now:

Practitioner’s Speciality Date of first Latest consultation | Telephone number or e-mail address
surname and initials consultation date

4. Please answer the following questions with regards to the specialist currently managing your condition:

4] Please state the name of the practitioner that declared you incapacitated.

4.2 Indicate how often you consult your doctor:

’:‘ Weekly D Bi-weekly D Monthly D Three-monthly D Six-monthly ’:‘ Other

5. Please tick the investigations that you have undergone up to now:

Blood tests Scans Specialist assessments Other ‘ ‘
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6.The treatment of psychological conditions often incorporates multiple types of therapy. Please provide details of treatment
received to date:

Commencement Date of Details (dose/ frequency of consultations,

Treatment .
date completion number of sessions)

Pharmacotherapy
(medication)

Psychotherapy

Electroconvulsive
therapy

Other

7. Some people that use psychotropic medication may experience side effects. The effect of side effects can, however, be limited.
If you do experience side effects, describe the nature of the side effects and discuss measures that have been implemented
to limit the effect thereof on your functioning:

I PART D: OCCUPATIONAL DETAILS

1. Please state the following regarding your occupation:

a) Current occupation:

b) Commencement date of occupation:

c) If you are not currently employed, provide details including reasons and dates:

d) Give a full description of the duties you performed prior to this claim:
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e) Describe how your condition impacts your ability to perform your usual professional duties?

f)  Some people with mental health conditions find that they are able, with minor accommodations, to work in the same way
they did before. Has a return to work program been discussed with you by your treating doctor/specialist? YES NO

If YES, provide brief details regarding the program. If NO kindly advise why this has not yet been considered:

[ ]

2. |If you are required to register with a statutory body/professional association, please provide the following:

a) Name of statutory body or authority:

b) Registration number:

c) If not registered, provide the date of deregistration: ‘ ‘ ‘ / ‘ ‘ ‘ / ‘ ‘ ‘ ‘ ‘

and the reason(s)

I PART E: SELF-EMPLOYED (only complete if self-employed)

State the name of your practice/business:

Where is the business located?: Home: |:| Private premises: |:|

Gross professional income (Annual income from professional

fees and nett income from trading activities): ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

(Minus) Actual expenses (Expenses incurred in the running of

the business that are not remunerated to the professional.

Expenses that will terminate if the business is sold or closed): ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

(Equals) Personal income (Gross professional income minus

actual expenses):
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I PART F: SALARIED EMPLOYED (only complete if in salaried employment)

State the name of your employer:

Annual total cost to company
(Annual salary plus all fringe benefits): ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Plus performance bonus (Average over the last three years): ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Equals total gross (Professional income): ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

I PART G: ACTIVITIES OF DAILY LIVING

1. Conditions affect people in different ways. Please describe how your condition affects your functioning in the following areas:

Concentration, memory/attention

Speech

Interpersonal relations

Self-care activities (e.g., bathing, dressing, etc.)

Sleep

Writing

Driving

Shopping/finances

Sport

2. Please provide a brief description of how you spend your time (your daily activities) during the sickness period:
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PART H: BANKING DETAILS FOR SICKNESS BENEFIT VIA EFT

NOTE: Financial governance requires that all benefits regarding Sickness claims must be settled to the same account from which
your premiums are paid (premium-paying account). Please note that this is an improved security measure to mitigate financial risks
for claiming policyholders.

Please provide alternative bank details below if you cannot receive payment to your premium-paying account for any reason.

Changing the account to which claim benefits are paid will require additional diligence and proof.
The required additional diligence will take an additional five working days before payment can be made.

If you must change your banking details, please include the required proof together with this claim form.

I understand this note and request PPS to: (Select the appropriate option)
1. Pay any benefits due to my existing premium-paying account:

2. Use the new account details below to pay any benefits due to me:

2.1. Please update my premium-paying account to the new details below for future premium payments: YES

z
O

Name of account holder:

Name of bank:

Branch code:

Account number: ‘

Type of account:

If you have selected option 2 above, please provide PPS with proof of account and certified proof of the account holder’s
identity. The accepted proof of account is a bank-stamped verification letter on the bank’s letterhead not older than three
months. PPS cannot make changes to this account without the required proof.

Foreign bank accounts: Please note that in terms of the PPS Provider™ Policy, premiums from the policyholder should be paid from
a South African bank account and benefits to the policyholder should also be paid into a South African bank account, in South
African currency. Accordingly, PPS Insurance assumes no responsibility or liability whatsoever in the event the policyholder pays
premiums from a foreign bank account, or the policyholder nominates a foreign bank account for receipt of policy benefits.
Furthermore, any payment to and from PPS Insurance involving a foreign bank shall be at the sole discretion of PPS Insurance and
subject to the South African foreign exchange regulations and other relevant legislation as amended from time to time.
PPS Insurance assumes no responsibility or liability to inform the policyholder of any changes in such regulations and legislation.

Indemnity: Please note that PPS will not be held liable for incorrect payments if the account information supplied is incorrect.
By signing this form, the policyholder indemnifies PPS and holds PPS harmless against any losses, liabilities, claims, charges,
expenses, costs or any other actions or demands of whatever nature, which could or might be suffered or incurred by the
policyholder or any third party whether directly or indirectly, caused by and/or arising out of the payment into the above account.

PART I: AUTHORISATION TO COMMUNICATE WITH FINANCIAL ADVISER

| specifically authorise PPS Insurance to communicate any requirements to my financial adviser which may entail providing

information regarding my current medical condition. YES |:| NO |:|

Financialadvisersreme: | | | | | [ | [ [ [ [ L [ [ [ [ L[ L [ [ [ [ [ [

Financialadviserse-mai:| | | | [ | [ [ L[ L L [ L L
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PART J: DECLARATION

The Professional Provident Society Holdings Trust No IT 312/2011 (PPS) is a Registered South African Trust. The Professional Provident
Society Insurance Company Limited Reg. No 2001/017730,/06 Professional Provident Society Insurance Company Limited is a licensed

insurer conducting life insurance business, a licensed controlling company and an authorised financial services provider. Any reference

to PPS in this form means PPS Insurance.

FOR FROFESSIONALS

I (member full name and surname) and ID number:

authorise PPS Insurance to:

a) Access any information deemed necessary to assess any insurance risk or to consider a claim. | understand that if | choose
not to provide this information, PPS Insurance will not be able to assess the claim for insurance.

b) Share with other insurers and their representative body any information in the possession of PPS Insurance, either directly
or through a database operated by, or for insurers as a group, and authorise PPS Insurance to also collect required
personal information from other insurers as exchange of information helps to waive costs and combat fraud. PPS can further
process any such information in accordance or compatible with the purpose for which it was collected.

c) Disclose any information to the PPS Holdings Trust, PPS Insurance’s subsidiaries and affiliates or other persons provided that it
is necessary to properly underwrite, manage, assess the claim or service the policy, policy assets or myself. PPS Insurance may
be required to disclose my information to regulatory or government agencies.

d) Obtain credit information from any person or institution.

AND

| understand that | can request details of the information held by my insurer and request its correction where appropriate.

AND

| authorise a doctor, hospital, medical aid or any other person to provide this information to PPS Insurance. PPS Insurance will
always do its utmost to prevent any unauthorised disclosure of your personal information. PPS Insurance will adhere to any laws

governing the protection of (and access to) personal information and will not use your information for any purpose not provided
for in your Policy Contract and in this Part J.

Signature of policyholder:

Signed at ‘ this‘ ‘ day of‘ ‘ 20 ‘ ‘
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INFORMATION REGARDING THE SUBMISSION OF SICKNESS CLAIMS

The payment of Sickness benefits is subject to certain claim procedures. To ensure a timeous and complete assessment of your claim, you
and your treating medical doctor are required to answer all the questions in full. Incomplete information will delay the assessment of
your claim and may result in additional costs for you.

For more information, please find the “How to claim” document in the FAQ tab on www.pps.co.za

Two forms (A and B) must be submitted before a claim can be processed:

A.

Declaration by Psychiatrist

. Your treating psychiatrist must complete this form. If you, as a member of PPS, are a medical practitioner claiming from PPS, you are not

permitted to complete your own Declaration by Medical Doctor/Dentist form.
Please note that while PPS values the contribution of psychologists, physiotherapists and occupational therapists in the treatment of

patients, only medical doctors may book PPS members off work for PPS benefits.

. The initial consultation date must be within the first seven days of the start of the claim period. The most recent consultation dates

should be stated.

. To avoid conflict of interest, Declaration by Psychiatrist Forms are only accepted from an independent psychiatrist where there is no

familial or other relationship between the psychiatrist and the policyholder except for the doctor/patient relationship. Where this is
not the case, PPS reserves the right to ask for any additional medical or other information that it may deem necessary to validate

the claim.

Declaration by Member

You must complete this form.
All claim periods should be accompanied by a form from the doctor whom attended to you and booked you off for the period.
Post-dated claim forms are not accepted. A claim will only be assessed up to the date signed if it was signed at least seven days after

the start date of the claim period. To ensure regular processing of continuous claims we urge you to submit claims monthly.

If an accident is the cause of your claim, you must provide us with details on how the accident occurred.

General

. Standard recovery period. PPS will assess sickness claims based on the expected standard recovery time for a health

condition. The "standard recovery period" paid for a condition is based on standard medical practice. Should further recuperation time
be required due to e.g., complications, the reason must be indicated on the Declaration by Psychiatrist form and the likely date for
returning to work stated. PPS may require further information from you and/or your treating doctor to holistically assess your claim,
should the period extend beyond the expected period. The outcome of claims or need for additional information will be communicated
in writing

For you to claim Total benefit, you must not be able to perform any part of the professional duties normally associated with
your. occupation, whether physical or mental, including minor physical tasks such as consulting, or administrative tasks normally
associated with your work. If you can carry out some of your professional duties, even on a very limited scale, you are not allowed to
claim Total benefits. If you are claiming Partial benefit, you are considered able to perform some of your work duties. Being partially
able to work would include (but is not limited to) performing business-critical administrative tasks while recuperating at home; or
working for a limited period per day (including overseeing work/operations of your practice) or consulting a reduced number of
patients. PPS reserves the right to assess claims according to international claims standards and current claims practice. Should you

be found to be working while claiming Total benefit, or working full day while claiming Partial benefit, your benefits may be cancelled.
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3. The Sickness product has two waiting periods, namely, seven days or 30 days. Thus, depending on the waiting period you have

chosen,the benefit will pay as follows:
Seven day waiting period: A total Sick Pay benefit will be considered if you were totally unable to perform any of your usual professional

duties for at least seven consecutive days, due to sickness. The benefit will pay from day one. Once this initial requirement for a minimum
period of seven consecutive days of total incapacity is met, ongoing claims for the same or consequential condition can be submitted on a
continuing Total or Partial basis.

Should you, however, not fulfill the criteria of above seven consecutive days, a Sick Pay benefit will be considered if you are unable, either
totally or partially, to carry out your usual professional duties for a least 30 consecutive days due to sickness. The Sick Pay benefit will be
paid on either a Total or a Partial basis, whichever is applicable, prospectively from day 31.

30-day waiting period: A Sick Pay benefit will be considered if you are unable, either totally or partially, to carry out your usual professional

duties for at least 30 consecutive days due to sickness. The Sick Pay benefit will be paid on either a Total or a Partial basis, whichever is

applicable, prospectively from day 31.

Please refer to your policy certificate to confirm if you have a seven-day or 30-day waiting period benefit.

4. Claims for benefits in terms of the PPS Provider™ Policy should be submitted as soon as possible after the occurrence of the event that
gave rise to the claim to ensure efficient claims processing. Please note any claims older than six months will not be considered.

5. When approval has been received for submission of an ongoing claim by the long-term claims department, each monthly claim form
should be dated from the first date to the last date of the month being claimed, e.g., 01.3.2022 - 31.3.2022 and the following month

01.4.2022-30.4.2022.

6. The Admission Rider benefit, where applicable, can only be paid on receipt of the admission sheet or the hospital account showing
admission and discharge dates. You will qualify for payment of the admission rider benefit if you were hospitalised for at least four
consecutive days.

7. Post-dated claim periods are not accepted.

8. PPS can, in terms of the PPS Provider™ Policy, request submission of weekly consultations and claim forms if deemed appropriate in the
circumstance of a sickness claim. This will be done where the claim management protocol requires weekly follow up.

9. Please allow eight working days before querying the progress of your claim.
10. In some instances, additional information may be requested from either yourself or your psychiatrist. This is especially the case where

forms have not been completed fully. Kindly take note that this could delay the finalisation of the claim. You and/or your psychiatrist will be

notified by email if additional information is required.

Sickness Claim for Conditions of Psychological Nature - Declaration by Member Form MB-DBM092023-EE 9



	Blank Page
	Mental_and_Behavioural_(Declaration by Member)_SA_28042023.pdf
	Member_Banking_Details_Declaration_Template_April_2023.pdf
	Untitled
	Blank Page
	Member_Banking_Details_Declaration_Template_April_2023.pdf
	Blank Page



	Blank Page

	Member number: 
	ID number: 
	Surname: 
	Medical aid name: 
	Medical aid number: 
	Email: 
	Cellular: 
	undefined: 
	D: 
	undefined_2: 
	Y: 
	End date: 
	undefined_3: 
	Start date: 
	undefined_5: 
	undefined_6: 
	End date_2: 
	undefined_7: 
	undefined_8: 
	On a partial basis: 
	undefined_9: 
	undefined_10: 
	On a fulltime basis: 
	undefined_11: 
	undefined_12: 
	a Name of hospital: 
	Date admitted: 
	undefined_13: 
	undefined_14: 
	Date discharged: 
	undefined_15: 
	undefined_16: 
	b Name of hospital: 
	Date admitted_2: 
	undefined_17: 
	undefined_18: 
	Date discharged_2: 
	undefined_19: 
	undefined_20: 
	details of the chronological history date of onset progression up to now and date of final diagnosis of your condition: 
	SpecialityRow1: 
	Telephone number or Email addressRow1: 
	Practitioners surname  initialsRow2: 
	SpecialityRow2: 
	Telephone number or Email addressRow2: 
	Practitioners surname  initialsRow3: 
	SpecialityRow3: 
	Telephone number or Email addressRow3: 
	Practitioners surname  initialsRow4: 
	SpecialityRow4: 
	Telephone number or Email addressRow4: 
	Practitioners surname  initialsRow5: 
	SpecialityRow5: 
	Telephone number or Email addressRow5: 
	undefined_21: 
	Current occupation: 
	Commencement date of occupation: 
	c: 
	d: 
	e: 
	If YES provide brief details regarding the program If NO kindly advise why this has not yet been considered: 
	Name of statutory body or authority: 
	Registration number: 
	If not registered provide the date of deregistration: 
	undefined_22: 
	undefined_23: 
	and reasons: 
	State the name of your practicebusiness: 
	State the name of your employer: 
	Conditions affect people in different ways Please describe how your condition affects your functioning in the following areas: 
	Speech: 
	Interpersonal relations: 
	Selfcare activities eg bathing dressing etc: 
	Sleep: 
	Writing: 
	Driving: 
	Shoppingfinances: 
	Sport: 
	2: 
	Text4: 
	Benefits end date: 
	If claiming part benefits: 
	indicate other: 
	indicate other investigations: 
	Text11: 
	Text12: 
	signature policy holder: 
	Signed at: 
	this: 
	day of: 
	20: 
	Text15: 
	Text17: 
	Text10: 
	fees: 
	Text13: 
	Text14: 
	Practitioners surname  initialsRow1: 
	Latest consultation dateRow1: 
	Latest consultation dateRow2: 
	Latest consultation dateRow3: 
	Latest consultation dateRow4: 
	Latest consultation dateRow5: 
	First consultation dateRow1: 
	First consultation dateRow2: 
	First consultation dateRow3: 
	First consultation dateRow4: 
	First consultation dateRow5: 
	Text1: 
	Text2: 
	Commencement datePharmacotherapy medication: 
	Date of completionPharmacotherapy medication: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication: 
	Commencement datePharmacotherapy medication_2: 
	Date of completionPharmacotherapy medication_2: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_2: 
	Commencement datePharmacotherapy medication_3: 
	Date of completionPharmacotherapy medication_3: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_3: 
	Commencement datePharmacotherapy medication_4: 
	Date of completionPharmacotherapy medication_4: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_4: 
	Commencement datePharmacotherapy medication_5: 
	Date of completionPharmacotherapy medication_5: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_5: 
	Commencement datePharmacotherapy medication_6: 
	Date of completionPharmacotherapy medication_6: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_6: 
	Commencement datePharmacotherapy medication_7: 
	Date of completionPharmacotherapy medication_7: 
	Details dose frequency of consultations number of sessionsPharmacotherapy medication_7: 
	Commencement datePsychotherapy: 
	Date of completionPsychotherapy: 
	Details dose frequency of consultations number of sessionsPsychotherapy: 
	Commencement datePsychotherapy_2: 
	Date of completionPsychotherapy_2: 
	Details dose frequency of consultations number of sessionsPsychotherapy_2: 
	Commencement dateElectroconvulsive therapy: 
	Date of completionElectroconvulsive therapy: 
	Details dose frequency of consultations number of sessionsElectroconvulsive therapy: 
	Commencement dateElectroconvulsive therapy_2: 
	Date of completionElectroconvulsive therapy_2: 
	Details dose frequency of consultations number of sessionsElectroconvulsive therapy_2: 
	Commencement dateOther: 
	Date of completionOther: 
	Details dose frequency of consultations number of sessionsOther: 
	Commencement dateOther_2: 
	Date of completionOther_2: 
	Details dose frequency of consultations number of sessionsOther_2: 
	Commencement dateOther_3: 
	Date of completionOther_3: 
	Details dose frequency of consultations number of sessionsOther_3: 
	Check 2Boxc4: Off
	Check2 Boxq46: Off
	Check 2Boxc422: Off
	Check2 Boxq4633: Off
	Check 2Boxc433: Off
	Check 2Boxc4334: Off
	Check2 Boxq4655: Off
	Check 2Boxc41: Off
	Check2 Boxq4622: Off
	Check2 Boxq4622a: Off
	Check 2Boxc4s: Off
	Check2 Boxq4622ff: Off
	Check 2Boxc4bv: Off
	Check Box3: Off
	Check Box4: Off
	Text26: 
	Text27: 
	Text28: 
	Text30: 
	Text29: 
	Check Box1: Off
	Check Box2: Off
	Financial Adviser's name: 
	Financial Advisers email: 


