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Medical Scheme Questions

1. How to determine what benefit option would best suit you:

We all need private medical scheme cover. There are options that range from ‘affordable to the

extreme’, depending on what we need, want, and can afford.

There are a couple of things to consider when choosing a medical scheme and benefit options

that are best suited to you and your family, these include but are not limited to the following:

1. What have your medical expenses been over the past two to three years? How much have
you spent on ‘out of hospital expenses™? This will help determine your future ‘out of hospital’
requirements, such as any planned medical procedure/s that you or your family may need
to have. Are you planning on starting a family or having any more children? What are your
optometry and dentistry requirements likely to be over this period?

2. What in-hospital reimbursement rates do you require? This rate can vary from 100% to
300% depending on the benefit option that you choose. Your in-hospital reimbursement
rate will impact on how medical specialists and other providers are paid by your medical
scheme. If you choose a benefit option that reimburses at 100 % your medical scheme will
reimburse you at the medical scheme rate, whereas if you select 200% or 300% reim-
bursement rate the medical scheme will reimburse you at 2 or 3 times the medical scheme
rate. You can also choose to take a Gap or Top Up policy to provide you with higher in
hospital cover.

3. Do you need a plan that has unlimited cover in hospital? It is always advisable to select
a plan with unlimited in hospital cover. This means that no matter how long you stay in
hospital, or what the cost, it will be covered by your medical scheme, provided it has been
authorised by them. Selecting a benefit option with limited in hospital cover could result in
you being held responsible for unquantifiable bills once your cover has been exhausted.

4. Do you or any member of your family suffer from a chronic condition? ‘A chronic condition
describes a medical condition which is persistent and long-lasting. A chronic condition is
consistently present and requires managed care. Diabetes, Hypertension or Heart disease
are examples of a chronic condition.Please refer to our Question on Prescribed Minimum
Benefits

5. Are you expecting to undergo any specialist treatment/s or in-hospital procedures in the
next year? The reason that this is important is because you need to know if your medical
scheme covers this procedure. It may also be excluded if the medical scheme has imposed
any waiting periods on you. Remember that with a condition specific exclusion, which is
twelve months in duration, it is only the confirmed condition that will be excluded. You will
still have cover for all other ailments. Please refer to the Question on waiting periods for
further information.

6. Have you been on a medical scheme before, or are you currently a member of an existing
registered medical scheme? This is important to help determine if you will be subjected to a
Late Joiner Penalty, which can increase your monthly contribution by up to 75%, depend-
ing on your age and previous medical scheme history. (Please see Question on Late Joiner
Penalties for more detail.)

7. s your current situation likely to change significantly in the near future? If this is the case,
you will need a benefit option that can keep pace with your changing lifestyle. Things to
consider would be the following:

a. Are you planning to get married?

b. Planning a family; or extending your current family?

c. Are you close to retirement?

d. Are you or any member of your family going to require medical treatment for
an ailment or medical condition in the near future?

e. What are you and your family’s potential dentistry requirements going to be
in the next 2 to 3 years?

f. What are your optometry needs?

gWhat is your current and potential future affordability?

h. Would a network provider and hospital network suit the needs of you and
your family?



2. How does a medical scheme calculate the cost of Medical Scheme benefit options?

The process of calculating the contribution for each benefit option is complex and dealt with by
each medical scheme’s team of actuaries, the Principal Officer, and the trustees of the medical
schemes.

Simply put, medical schemes calculate the expected costs for the upcoming financial year and
divide this total by the number of members on the medical scheme. This figure then determines
each member’s contribution to the medical scheme. It is for this reason that it is important to
look at the overall demographics of the medical scheme to establish their potential risk profile
before deciding on which medical scheme is best suited to your needs.

It is important to note that the lowest contribution isn’'t always the cheapest one. Most of the
lower priced plans are ‘entry level’ plans and offer only basic cover. You will find that most of
these benefit options utilise fixed networks of providers and hospitals with access to only basic
- dentistry, radiology, optometry and pathology. Although your monthly contribution is low, you
may face huge out of pocket expenses if the service is not covered, or if you don’t make use of
the prescribed networks.

If the chronic condition that you require cover for is a listed Prescribed Minimum Benefit
(PMB) (see list of these conditions on page?), then the medical scheme is obliged to
cover the medication and treatment of this chronic condition within certain parameters,
and guidelines, as set out by the Medical Schemes Act. (Please see Question 14 for more
information on PMB’s).

If the chronic condition that you require cover for is not a listed PMB, then you will need to
look at a benefit option that provides cover for an extended list of chronic conditions over
and above the listed 27 PMB’s.

For example, if you have been diagnosed with high cholesterol, you will have cover for this
particular condition via the PMBs. The treatment and care of this condition is defined in the
Regulations attached to the Medical Scheme Act - under Hyperlipidaemia.

There are certain algorithms (rule by which a chronic condition should be treated in terms of the
most appropriate treatment) in place which dictate the level of severity of a chronic condition,

at which point, benefits would be payable by the medical scheme to members who meet the
criteria. This means that if you are diagnosed with a PMB condition, e.g. high cholesterol, that
does not yet meet the severity level in terms of the description within the algorithm, then the
medical scheme is not obliged to pay for your treatment, and there would be no cover in such
instances.

There are no standard benefit options across the medical scheme industry; each medical
scheme designs their options differently. It is important to do a comprehensive comparison

of the various medical schemes before deciding which one best suit the needs of you and
your family. The best way to do this is to consult someone who is well equipped to assist you
with this comparison, such as an accredited healthcare intermediary. All Aon Consultants are
accredited healthcare intermediaries. You can phone our Aon Resolution Centre on 0860 100
404 option 3 for further assistance.

3. What does hospital reimbursement rates mean?

A reimbursement rate is the rate at which medical schemes reimburse members or Healthcare
Providers for medical goods and services rendered.

Each medical scheme has its own reimbursement rate or medical scheme rate. This

is determined in accordance with the National Health Reference Price List (NHRPL),
recommended by the Department of Health. This is just a guideline, and medical schemes can
reimburse at any rate they choose. It is important that the rate of reimbursement chosen by
medical schemes does not negatively impact on the financial stability of the medical scheme.

Each medical scheme’s rate is different. It will cost a member more to be on a medical
scheme that reimburses healthcare providers at 300% of the medical scheme rate, than a
medical scheme that reimburses at 100% of the medical scheme’s rate. Medical schemes can
reimburse members at a rate varying anywhere between 100% - 300%



This means the following:

100% cover = 1 x the medical scheme rate
200% cover = 2 x the medical scheme rate

Just as medical schemes are not bound by the NHRPL, neither are healthcare providers, this
means that healthcare providers are able to charge more than the NHRPL rate.

If your chosen healthcare provider charges more than the medical scheme’s reimbursement
rate, then you will have to pay the difference out of your own pocket.

Example:

A Doctor charges R2000 for an in hospital procedure, and the medical scheme rate is R1000

then the following will apply:

- If you have chosen a plan that covers you at 100% of the scheme rate, then the scheme
will pay R1000 to you and you will have to pay the full R2000 over to the Doctor (The
member will be liable for the R1000 difference)

If you have chosen a plan that covers you at 200% cover, and the medical scheme rate is
R1000 then it will be 2 x R1000 = R2000. This R2000 will be paid directly to the doctor or
service provider.

If you have chosen 300% or higher, then the full amount will also be paid to the service
provider.

Hospitals in South Africa in most cases, have already negotiated with the medical schemes

to charge only medical scheme rates (or as close to this as possible), for medical scheme
members.

The associated costs that can be charged at a rate stipulated by the healthcare provider are
the costs which are of most concern to the members. Doctors working from a hospital are

not bound by the agreement that the hospital group has with the medical scheme, they are a
separate entity to the hospital, and as such they are permitted to stipulate and charge their own
rates. The same applies to other providers such as radiologists and pathology labs.

It is important to find out from your doctor what rate he charges, to determine what your
potential liability may be, if there is one. It is your responsibility to negotiate rates with your
provider prior to any treatment.

Always remember there are other doctors you can choose, so shop around to ensure that you

are receiving the best possible rates. There are different ways in which you can do this:

- Speak to other specialists or providers to establish what rate they would charge you for the
same procedure.
Speak to your medical scheme; most medical schemes have a panel of accredited doctors
and providers who will charge patients a predetermined rate agreeable to both the scheme
and provider.
Speak to your existing specialists about what rate they charge and ensure that this is the
best possible rate they are able to give you.
Always negotiate with all the various providers that you are going to obtain care from, this
not only includes the specialist but other providers such as anaesthetists, physiotherapists,
paediatricians etc ...

4. What is meant by unlimited in hospital cover?

Often people get very confused by this; if a member is on a plan that has unlimited in hospital
cover, the assumption is that if they are in hospital for 3 months and the bill comes to R500,
000 then the entire bill should be paid.

This is technically correct when applied to the hospital account. It is, however, important to
note that certain specialists, and other healthcare providers, may be charging more than

your medical schemes reimbursement rate, and this will leave you with a co-payment (your
medical scheme will only pay at your chosen reimbursement rate), and you will have to pay the
difference.



Some medical schemes apply limits for certain procedures or appliances in hospital, such as
internal prosthesis. In this case, the medical scheme may, for example, have a prosthesis limit
of R 35 000, if however, the provider charges R 45 000. Then the R 10 000 shortfall will be
payable by you, the member.

This amount can only be funded from a personal medical savings account if funds have been
accumulated for this cost from the previous financial year. Or alternatively if you do not have a
personal medical savings account, or do not have accumulated funds in your personal medical
savings account, then you will have to pay this from your pocket. Some of these costs can be
managed better if you use your medical scheme’s designated service provider.

There are also limits applied by certain medical schemes on some in-hospital procedures, for
example, but not limited to:

Specialised dentistry and internal prosthesis. or
In-hospital treatment for mental health disorders.

Each medical scheme and each plan are different, so always enquire about what limits are
imposed for what!!!

The unlimited part refers to the stay in hospital and the ‘hospital account only’. This includes
the ward fees for a general ward only, the medication you receive whilst in hospital, the nursing
care, food etc.

Private wards are not included in this. Should you elect to have a private room, you will have to
fund the cost difference between a general award and a private ward.

The specialists, the laboratories, and the radiologists are not part of the hospital and can
charge their own stipulated rates. Your medical scheme will pay according to your benefit
option.

Due to the nature of a hospital visit, bills are sent through to the medical scheme by each
separate service provider. It can at times take a couple of months to have all bills from a
hospital event paid and fully reconciled. In some instances, the service providers may send the
accounts to you, and to your medical scheme, it is, therefore, important that you check with
your medical scheme before settling any accounts.

As a patient you are entitled to request a full quotation from your doctor before he performs a
procedure, either in or out of hospital. This quotation can be submitted to the medical scheme.
This will assist you in determining if you will be liable for any co-payments, if you are going to
be liable for a co-payment, then it is wise to negotiate a better rate with your provider. It will also
help if you check with your medical scheme and see if they have a list of preferred providers
who charge a pre-negotiated rate, to avoid any potential co-payments. If you are unsure, or
have any additional questions, please call the Aon Resolution Centre on 0860 100 404 option
3.

Private wards are not included in this. Should you elect to have a private room, you will have to
fund the cost difference between a general ward and a private ward.

5. What is an ICD-10 Code?

This is known as the ‘International classification of disease code’. These are primarily used by
hospitals and doctors, to identify and clarify health issues and hospital procedures. This code is
recognised all over the world.

There is a numeric identifier and a description for each issue and procedure, and there are
thousands of ICD-10 codes that can be used to classify a diagnosis.

Doctors and hospitals use this ICD-10 code to determine how they will be reimbursed.

It is very difficult to determine how much a procedure actually costs before you have the
procedure.



This is the reason why:
Example:

John goes into hospital for open-heart bypass surgery, which is also referred to as ‘Coronary
Artery Bypass Graft’ There are 28 possible ICD-10 procedure codes that can be used to
convey this health issue.

It is important to note that each member’s situation is different; each patient has different
needs, i.e., ‘patient A" may require less blood in theatre than ‘patient B’, or fewer days in hospital
before or after the operation, so from this example one can see how difficult it is to obtain the
cost of a procedure, until each doctor, specialist or service provider has submitted their bills
with the relevant ICD-10 codes for payment.

Each medical scheme pays different amounts for different procedures, because each medical
scheme’s rate of reimbursement is different.

6. What is a NAPPI Code?

A NAPPI code is the national coding system, used for all pharmaceutical, surgical and
healthcare consumable products in South Africa.

NAPPI codes enable the provider to claim for products via a unigque, scheme-recognised code
and give medical schemes a guideline as to what the acceptable reimbursement rate should be
for a specific item.

A medical scheme will only reimburse where a NAPPI code exists.

7. What is Take-home medication?

The medication you get when you leave hospital comes from an in-hospital limit called ‘“To Take
Out’ (TTO) or “To Take Home’

After a hospitalisation event you usually leave the hospital with medication. The cost of this
medication is paid partly from a small take home medication benefit which forms part of the
hospital benefit; however, the majority of the cost of this medication is paid from the personal
medical savings account, or standard ‘day to day’ medication limit, provided there are funds/
limits available. Should these limits and /or savings be exhausted, the cost of the take home
medication will be for your own account.

It is recommended that you familiarise yourself with how the take home medication benefit
works to avoid any surprises upon being discharged from hospital. If you have a supply of the
medication prescribed at home, it may not be necessary to fill the prescription.

8. What is a chronic disease and what is an ‘extended chronic disease list’?

A chronic condition describes a medical condition which is persistent and long-lasting. A
chronic condition is consistently present and requires managed care. Diabetes, Hypertension or
Heart disease is examples of a chronic condition.

Medical schemes must cover at least 27 chronic conditions (including HIV/AIDS), from a list
called ‘Prescribed Minimum Benefits’ (PMB’s). This list also includes 271 treatment diagnoses
that are associated with these conditions. If you have one of the 27 listed chronic diseases,
your medical scheme not only has to cover medication, but also doctors’ consultations and tests
related to your condition (according to certain stipulated protocols).



The medical scheme may make use of protocols, formularies (lists of specified medicines)
and Designated Service Providers (DSP’s) to manage this benefit; each PMB has a list of

Minimum treatment standards and protocols.

Medical scheme formularies are updated on an annual basis and it is important to double
check from year to year if the treatment protocols of your medical scheme have remained
the same.

PMB Emergencies are defined as, ‘sudden unexpected conditions that require immediate
medical or surgical treatment, without which a patient faces the loss of life or limb or serious
bodily harm’.

In 2010/11, the Council for Medical Scheme’s ruled, that medical schemes need to cover
PMB conditions and the events leading up to the diagnosis (or Non-Diagnosis) of a particular
condition. (Certain rules and conditions may apply). Below is an example of how the PMB’s
should work:

John goes to the emergency room complaining of chest pains. The doctor examines him and
says to John that he suspects that John is having a heart attack. Because a Heart Attack is a
PMB, it means that the condition should be paid in full by the medical scheme.

All tests (including blood tests, x-rays, scans) should be paid in full, until the doctor rules that
the condition is or isn’t a Heart Attack.

If the Doctor rules that it is a Heart Attack, then the members account should be paid in full by
the medical scheme, at cost. If the doctor rules that it is not a Heart Attack but Anxiety, then the
cost of all the tests leading up to the diagnosis of Anxiety should also be paid by the scheme as
it was a suspected PMB at the time of the emergency. Any further treatment for Anxiety in the
emergency room will be charged to the member.

PMB’s out of hospital

If you are being treated for a PMB condition, which requires on-going medical management
(outside of hospital), you will need to visit your doctor or specialist once, or twice a year for him
/ her to monitor your condition.

In certain cases, one of these visits must be covered by your medical scheme from your chronic
benefit. Your medical scheme may only pay this visit at medical scheme rates, and not private
rates, and it will only pay for certain procedure codes, not for the whole consultation.

To access this benefit, you need to do the following.

1. Contact your medical scheme’s chronic department and inform them that you are seeing
the doctor or specialist regarding your chronic condition (this is usually allowed once or
twice a year).

2. The medical scheme will usually send you a special form to attach to your claim for
payment. This is to ensure the claim gets paid by the medical scheme and not by the
member.

Additional things to take note of:

When you are admitted for an emergency condition, or are involved in an accident, you may
go to the nearest healthcare facility and be treated, even if it’s not your medical scheme’s
Designated Service Provider. (An emergency can be defined as any life-threatening event,
that without treatment, you would not live).

If you suffer from a chronic condition that is one of the Prescribed Minimum Benefits, your
medical scheme may impose certain rules to stipulate what treatment and medicine they
will cover. The protocols and formularies that medical schemes use is put in place to reduce
and manage the cost to the scheme. This is important when looking at the long-term
sustainability of medical schemes.

Remember if you have a chronic condition and it is a PMB, then in certain cases, for certain
conditions you may go at least once a year to the doctor/specialist for a check-up, and it
must be paid by the medical scheme, according to the medical scheme’s formularies and
protocols.



The Prescribed chronic disease list that every medical scheme has to cover is as follows:

Addison’s disease
Asthma

Bipolar Mood Disorder
Bronchiectasis

Cardiac failure
Cardiomyopathy

Chronic obstructive pulmonary disorder
Chronic renal disease
Coronary artery disease
10. Crohn’s disease

11. Diabetes Insipidus

12. Diabetes mellitus types 1
13. Diabetes mellitus types 2
14. Dysrhythmias

15. Epilepsy

16. Glaucoma

17. Haemophilia

18. Hyperlipidaemia

19. Hypertension

20. Hypothyroidism

21. Multiple sclerosis

22. Parkinson’s disease

23. Rheumatoid arthritis

24. Schizophrenia

25. Systemic lupus erythematosus
26. Ulcerative colitis

27. HIV/AIDS

©ONDOTR N

PMB’s are covered unlimited, according to your medical schemes protocols and formularies,
however, if the medical scheme has an extended chronic disease list, there may be an overall
annual limit for these additional conditions that are covered, and each medical scheme will have
its own specific list.

Medical scheme formularies are updated on an annual basis and it is important to double check
from year to year if the treatment protocols of your medical scheme have remained the same.

9. What is meant by a Managed Care benefit option and Managed Care?

‘Managed Healthcare benefit options’ are a means of providing primary healthcare services
within a defined network of service providers, who then assume the responsibility of managing
and providing high quality, cost effective care; whilst ensuring that only appropriate services are
delivered.

Regulation 15H and 151 of the Medical Schemes Act 131 states the following with regards to
Managed Care Protocols and Formularies:

“15H. Protocols. - If managed health care entails the use of a protocol -

Such a protocol must be developed on the basis of evidence-based medicine, taking into
account considerations of cost effectiveness and affordability.

The medical scheme and the managed care organization must provide such protocol to
health care providers, beneficiaries and members of the public, upon request; and
Provision must be made for appropriate exceptions where a protocol has been found to
be ineffective, or causes, or would cause harm to a beneficiary, without penalty to that
beneficiary!



“151. Formularies. - If managed care entails the use of a formulary or restricted list of drugs-

Such formulary or restricted list must be developed on the basis of evidence-based
medicine, taking into account considerations of cost effectiveness and affordability.

The medical scheme and the managed health care organization must provide such
formulary or restricted list to health care providers, beneficiaries and members of the
public, upon request; and

Provision must be made for appropriate substitution of drugs where a formulary drug has
been ineffective or causes or would cause adverse reaction in a beneficiary, without penalty
to that beneficiary’

Managed care plans were introduced to South Africa to help control spiralling medical costs
within the South African healthcare industry; these plans were introduced to help both medical
schemes, and members, manage their medical costs more effectively. This was to be done
without compromising the quality of care.

Managed care benefit options cover most of what you will need, from doctors’ visits, to
hospitalisation, and you only have to pay one monthly amount. When choosing this option,

you will need to choose a doctor or medical practice from the medical scheme’s network or
providers. This will become your primary doctor or healthcare practice. This doctor or practice
will be your ‘primary’ contact person. Whether you need to go for x-rays or blood tests, or to see
a specialist, you will need to go to your doctor or healthcare practice first and they will refer you
to these other healthcare providers.

The chosen doctors are paid each month in advance (a negotiated rate) for however many
members choose that doctor; they are paid this monthly amount whether you go to the doctor
every day or not. This is still subject to the agreed rules and specified providers.

The managed care options usually have a very limited set of specialised procedures and
‘mostly’ have no form of medical savings account.

It is important not to get confused between a ‘Managed Care Programme’ and a managed care
benefit option.

Managed care programs have been introduced to assist medical schemes in managing the
costs and quality of care associated with major medical events and illness.
Some examples of managed care programs are as follows:

Oncology programme

HIV Programme

Maternity Programme

Diabetic Programme

Metabolic Endocrine Programme

If you are unsure or have any question with regards to managed care benefit options you can
call the Aon Resolution Centre on 0860 100 404 option 3.

10. Network Hospitals, doctors and other service providers - will they save me money?

Medical schemes may encourage you to utilise specific doctors and specialists who form part
of a network, set up by the medical scheme. In these cases the medical scheme has negotiated
with the providers on your behalf to ensure that they charge you a predetermined rate that will
be paid directly by the medical scheme to the provider, ensuring that you, the member do not
experience any co-payments.

These providers are considered to be ‘in-network’; this means that the doctors, hospitals or
other service providers have agreed to accept a ‘negotiated rate’ for their services. Many
medical schemes have a specialist negotiated rate, called a ‘direct paying network’, this means
that the specialists will charge the rate that it agreed between themselves and the funder, in
this case the medical scheme. This does differ between medical schemes so it is important that
you speak to your Aon Healthcare Consultant or contact the Resolution Centre to see how this
may apply to you.



The provider is obliged by contract to accept that negotiated rate. This Network can also be
known as a ‘Direct Paying Network’ or partnership, where the provider offers a service for a
lower amount, in order for the medical scheme to pay the provider directly and quicker, and not
refund the member, who in turn must refund the provider.

Out-Of-Network

When a service provider has no contract with any medical scheme, this means that there is no
negotiated rate between the service provider and the medical scheme, which means that the
service provider can charge whatever amount he/she wishes to charge. It also means that you
may be asked to pay the full amount upfront and then claim the amount back from your medical
scheme (you will be reimbursed according to your plan’s rules and benefit option)

Special attention needs to be paid to the following:

In-Network Hospital providers operating from a network hospital do not necessarily charge
the negotiated or medical scheme or rates; the reason for this is that they only rent rooms
in the hospital and can therefore charge whatever they want.

The Hospital may be an In-Network Hospital, but the Specialist (like an anaesthetist) may
be Out-Of-Network, therefore you will have to pay the difference between the In-network
rate and the Out-Of-Network Rate (Always ask for a quote first!!l)

11. What is a “‘co-payment’ and why would | have to pay this?

A ‘Co-Payment’ is a fixed amount that a medical scheme member is expected to pay out-of-
pocket at the time of service (or from their personal medical savings account, providing the
member has savings available) at the time of service. This is commonly one of the most difficult
concepts for a member to accept, especially since the cost of medical scheme cover is so

high; and members feel that they are paying so much already, so why should they have a ‘co-
payment’?

Medical schemes use ‘co-payments’ for a number of reasons:

To control over utilisation of certain procedures: - like MRI/CAT scans; most medical
schemes expect a member to pay part of this procedure from their own pocket or from their
personal medical savings account.

To make the benefit option more cost effective for the member - some medical scheme
options will have deductibles for a number of procedures; (usually around 10% of the
cost of the procedure) (this is also commonly known as the 90/10 plan). This allows the
medical scheme to offer a good quality plan at a lower rate, as the member is assuming
responsibility for part of the risk.

When purchasing medication: some medical schemes have started imposing co-payments
(levies) on its members for medicine purchases (when buying ethical instead of generic
medications).

Because one option is more expensive than the other, this does not necessarily mean there
will be no co-payment. On most options, a member will have to pay for something out their own
pocket.

Other ‘Co-Payments’ that a member should be aware of:

The difference between the amount claimed by a doctor/service provider and the actual
amount paid by the medical scheme (the member is responsible for this payment).

If a hospital admission (or procedure) is not authorised (in time, or post authorised), the
member can be charged a Co-Payment of up to 30% or more of the bill.

Some medical schemes are making members pay a flat fee when they see a GP to help
control the amount of times they visit a GP, or a co-payment when visiting a specialist when
the member has not been referred by a doctor first.

When purchasing medication: some medical schemes have started imposing co-payments
(levies) on its members for medicine purchases (when buying ethical instead of generic
medications).



12. What is a new generation benefit option?

New generation benefit options were designed to help keep down the cost of medical schemes
and to gain some control over medical inflation. The theory behind a new generation benefit
option is to separate major medical expenses (risk) and day-to-day expenses (out of hospital
expenses).

The idea of splitting day-to-day and major medical benefits in this way is to make members
more responsible for their day-to-day (out of hospital) expenses, through their own personal
medical savings account.

This differs greatly to a more traditional option where medical scheme benefits are pooled, and
a rand limit is allocated for certain medical expenses on an annual basis.

With a ‘new generation’ option, your personal medical savings account is yours to manage as
you see fit, on medical expenses required for you and your family. Once the funds in the savings
account are depleted, all out of hospital expenses are for your account.

Should there be funds remaining at the end of the financial year, these funds will accumulate to
your savings for the following year.

Plans that have a safety net/above threshold benefit or extender benefit, will apply annual limits
on certain benefits such as optometry, prescribed medication, dentistry, external medical items
as well as MRl and CT scans. These restrictions can be scheme specific so it is important that
you familiarise yourself with restrictions that may be applicable to your specific option.

Medical Schemes restrict certain benefits within the safety net, above threshold benefit or
extender benefit, to assist them in managing the scheme’s costs. This is important and it has a
direct impact on the premium of the benefit option. The higher the cover of a particular benefit
option, the higher the premium will be. It is important to note that set benefits apply in your
medical savings account and safety Net/above threshold benefit.

Risk Benefits:

Risk benefits, hospitalisation, and other major medical expenses are ‘insured’ benefits and are
covered within the limits set by the medical scheme. Hospitalisation may be unlimited or have an
annual limit, but there is no carryover of benefits from the risk portion on a year to year basis.
Before you join a medical-scheme option with a personal medical savings account, you need to
understand that while traditional options offer you insured medical benefits, a savings account
option only offers some insured benefit and the rest you self-fund with the money in your
medical savings account. This empowers you as a member in the choices you make in deciding
how to spend your money on medical expenses.

Remember that the money in a new generation plan’s savings account belongs to the members’
and not the medical scheme. Because of this the member needs to negotiate with their
healthcare providers, to ensure that they charge medical scheme rates only (or as close to them
as possible). The less money in your savings account used per visit, the longer the personal
savings account will last.

Funds that are left in your personal medical savings account at the end the year will be carried
over to the following benefit year.

13. What is a Personal Medical Savings Account and how does it work?

A personal medical savings account option offers SELF-FUNDED BENEFITS by placing money
into a personal medical savings account for out of hospital expenses. This gives you the
freedom to decide which medical expenses to use your money for, but at the same time this
arrangement carries some risk.

If the money in your personal medical savings account is not enough to cover your expenses,
you have to pay for the difference yourself (from your own pocket).



Medical schemes have set certain out of hospital annual limits on the plans that have a ‘defined
above threshold’ This is to prevent abuse on certain high claiming items such as spectacles,
medication and dentistry. Without these limits in place, abuse could take place, and ultimately
cause higher medical inflation year on year.

Personal medical savings account limits are set annually at a maximum of 25% of your risk
contribution. The percentage amount of your savings can be varied accordingly to the medical
scheme rules and could be at a predetermined rate which is lower than the 25%, but it cannot
exceed the 25% in terms of legislative requirements.

Due to the fact that funds in a personal medical savings account belong to you the member, it is
important that you manage these funds appropriately.

Whatever money is left in a member’s personal medical savings account at the end of each year
gets carried over to the following year.

Should you terminate your medical scheme membership or move to an alternative medical
scheme the funds from your personal medical savings account will be transferred across to
your new medical scheme after a four-month period. (This is only the case if you are moving to
a medical scheme that also has a personal medical savings account component).

If you are moving to a medical scheme that does not have a personal medical savings account
component to it, then the funds will be paid out to you. It remains your responsibility to declare
the savings received on your annual tax return.

Before personal medical savings accounts were introduced, plans were ‘Traditional Plans’.
Traditional plans offered you insured medical benefits; this meant that you paid one amount
over to a medical scheme and then the medical scheme would allocate annual rand amounts, or
numeric limits for ‘day to day’ (out of hospital) benefits.

If you didn’t use these benefits, you would lose them, and nothing would be carried over from
one year to the next. These traditionally structured benefits are still available with certain
medical schemes.

14. What is a self-payment gap (SPG)?

A self-payment gap can cause confusion and frustration with a medical scheme. Particularly,
when the member has run out of savings, and is not yet in their above threshold/extender
benefit (the insured benefit); and they need to pay for doctors accounts, medication,
spectacles, etc. (day to day benefits), out of their own pocket. (This is known as the self-
payment gap).

Members of a medical scheme that have a threshold and a self-payment gap, usually resent
paying so much money towards a medical scheme (because it’s usually the more expensive
plans that have a threshold and thus a self-payment gap), when they still have to pay for some
day to day benefits out of their own pockets.

Simply put, a self-payment gap is the difference between what you have in your medical savings
account and the threshold level that the medical scheme sets as their limit, which you have

to reach in accumulated claims, before you start utilising this risk benefit. (i.e. the medical
schemes’ money, which means the medical scheme, will begin to reimburse you for your day to
day claims).

You as a member may be allocated R5000 in your annual Personal Medical Savings Account
to spend for day to day benefits; however, the Medical Scheme has set an annual threshold at
R7000. This means that the member will have a R2000 self-payment gap. (R7 000 - R5 000 =
R2 000.)

Example:
John has R5000 for the year as savings and he has an unlimited above threshold benefit.

He has the R5000 to spend in his Personal Medical Savings Account (PMSA) but his
threshold is set at R7, 000.



John knows that no matter what happens he will have to pay at least R2000 (at medical
scheme rates) out of his own pocket (if he uses all his savings) before he gets into the
insured benefits. The self-payment gap is variable and will grow according to how the
member has claims reimbursed (at cost or at medical scheme rates), and/ or if the member
buys over the counter medications. So, the initial R2000 self-payment GAP is a minimum
self-payment gap that may apply. It is advisable that John sets money aside to fund this
potential self-payment gap, in the event of him reaching this SPG.

How it works:

John goes to the doctor and it costs R500 for the consultation. The medical scheme rate is
R350. John chose to have his bills are paid at cost from his medical savings account, therefore
the following will happen:

1.

2.

Initial savings was R5000, but after the Doctor was paid R500 the available amount
reduced to R4500.

The initial self-payment gap was R2000 only. The R350 medical scheme rate accumulates
towards the above threshold, therefore the R150 difference (R500 - R350) is added to the
self-payment gap and increases the self-payment gap to R2150.

R350 accumulates towards the threshold, therefore John needs to spend another R6650
(R7000 - R350 =R 6650) before he reaches his threshold, and can access benefits from
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The following will increase your self-payment gap:

1.

Buying over the counter medication This will be paid for from John’s medical savings
account. But will not accumulate to the threshold, which means the savings will be
diminished from John’s Savings account BUT NO MONEY will accumulate to the threshold,
thus increasing the self-payment gap.

Paying Day-to-Day claims from savings at Cost When a Doctor or Service Provider is

paid at cost from John’s medical savings account, this means that whatever the doctor or
service provider charges, is what the medical scheme will pay (if John has enough money
in his medical savings account). By doing this the savings account will decrease by the
amount that is charged, BUT, only the medical scheme rate will accumulate towards the
threshold; which means that the difference between the medical scheme rate and the cost
charged will be what the self-payment gap will increase by.

Always check what limits are imposed on external medical items and spectacles. If you
have funds in your personal medical savings account you can fund these items, however if
the cost of the item/s exceed/s the limit imposed by the medical scheme this will contribute
towards increasing your self-payment gap, as the medical scheme will only accumulate the
medical scheme rate towards the annual threshold limit. In order to reduce your potential
self-payment gap, it is advisable that you elect to have all claims reimbursed at medical
scheme rates; opt for generic medication wherever possible and avoid claiming for over
the counter medication from your personal medical savings account. If you are unsure
regarding your self-payment gap, you can contact your Aon Healthcare Consultant, or the
Aon Resolution Centre for further assistance.



15. What are over the counter medications?

‘Over the counter’ medications are medications for which you do not need a prescription; they
are any drug or medication you can buy from a quick shop, supermarket or off the shelf at your
pharmacy.

Cough medicines, Panado, Aspirin, Disprins, Rennies, as well as some paediatric antibiotics are
some examples of over the counter medication. If you purchase these through your medical
scheme, you will grow your self-payment gap and decrease your savings.

NOTES:

- Certain medical schemes will pay for schedule 0, 1 or 2 medications in the following
manner: If you get a script from your doctor and he has recommended a schedule O, 1 or 2
drug, then the medical scheme will pay for it, from your personal medical savings account,
but it will not accumulate to the threshold, even though it’s on a prescription from the
doctor. This will in turn increase your self-payment gap.
Examples of a schedule 3 - 7 drugs are any antibiotic, for which you will need a script and
which cannot be bought over the counter. It is, however, important to note that certain
children’s’ antibiotics are classified in the 0 to 2 schedule category and, therefore, do not
accumulate towards your above threshold benefit.

16. What are waiting periods and how are they applied?

The Medical Scheme’s Act, 1998, makes provision for medical schemes to impose certain
waiting periods on new members joining a medical scheme for the first time; re-joining a
medical scheme after a period of absence, or when members elect to voluntarily change
medical schemes.

The Medical Schemes Act allows for waiting periods to be imposed in the following instances:

John joins a medical scheme; he has never been on a medical scheme before and has
a pre-existing condition, or chronic condition (e.g. asthma, diabetes, or hypertension
etc.). The medical scheme may impose the following waiting periods in respect of his
membership:

a. A 3-month general waiting period and,

b. A 12-month condition specific waiting period (for each specific pre-existing
condition/chronic condition),

c. No access to Prescribed Minimum Benefits.

John joins a medical scheme; he has been on a medical scheme for a period between more
than 3 months, but 1 day less than 24 months, (without a break in cover) and he has a pre-
existing condition or a chronic condition (viz. asthma, diabetes, or hypertension etc.). The
medical scheme may impose the following waiting periods in respect of his membership.

A 12-month condition specific waiting period only,

a. John will have access to Prescribed Minimum Benefits during this 12-month
condition specific waiting period.

b. John joins a medical scheme; he has been on a medical scheme for longer than 24
months (with no break in membership), he has a pre-existing condition or a chronic
condition (e.g. asthma, diabetes, or hypertension etc.). The following waiting periods
may be imposed:

A 3-month General waiting period only,

a. John will have access to Prescribed Minimum Benefits during this 3-month general

waiting period.



Let’s look at the following scenario to facilitate an understanding of how underwriting may be
applied:

John may apply to get his monthly chronic medication paid by the medical scheme; even
though he has a 3-month general waiting period, (as long as his condition complies with the list
of prescribed minimum benefit conditions). This will usually be covered by the medical scheme,
provided John obtains his medication from the medical scheme’s designated service provider/s
(DSP. This rule only applies if a member applies to join an alternative medical scheme, with a
minimum of 24 months previous membership, and has no break in cover. This rule also applies
should John need to be hospitalised for any of the 271 predefined PMB conditions, and in the
event of an emergency, as stated in the Medical Schemes Act.

John joins a medical scheme; he has, OR has not been on a medical scheme before, but
has no pre-existing conditions, and has not had a hospital event in the past year. In this
instance the medical scheme may waive any waiting period in respect of his membership
application.

Waiting periods are medical scheme specific; some medical schemes impose no waiting
periods or Late Joiner Penalties on their entry level plans. Imposition of waiting periods is at
the discretion of the medical scheme, and they can exercise this discretion when deciding
whether to impose waiting periods or not.

Medical schemes may impose a 3 month general waiting period on new members
regardless of their health (risk profile), if they have not had continuous medical scheme
cover in South Africa for a period of 24 consecutive months prior to application, and they
have had a break in cover exceeding 90 days.

If you are on a medical scheme and have had a twelve month condition specific waiting
period imposed on you, and after 10 months you elect to change to an alternative scheme;
the new medical scheme cannot impose another 12 month waiting period, but may impose
the remaining 2 months of your 12 month waiting period. (12 months - 10 months already
served = 2 remaining months.)

If you move from Medical Scheme A (which is a closed medical scheme/restricted medical
scheme, i.e. it is only available to employees of that employer,) to medical scheme B (an
open medical scheme), due to a change in employment; you will not be entitled to remain
on Medical Scheme A, due to its’ closed nature. Medical scheme B is not entitled to impose
any waiting periods on your application for membership, as this is deemed an involuntary
change, i.e. you had no choice in moving to another medical scheme. Membership cover in
foreign countries does not count as part of credible coverage.

If you are retiring from a company that has a ‘closed / restricted medical scheme’, find out from
the company if you can remain on the restricted medical scheme after retirement. If this is
permissible, then it would be in your own interests to remain on the restricted medical scheme,
because if you choose to move to a different medical scheme, then the new medical scheme
may impose waiting periods and late joiner penalties on you. The reason being you are moving
out of choice on a voluntary basis, and not because you are forced to because your eligibility of
the restricted scheme has fallen away.

Declare everything to the medical scheme, don’t hide something to avoid a waiting period,
the medical scheme is likely to become aware of any non-disclosure and may revoke your
membership of the medical scheme.

If you are unsure of any underwriting that has been applied, or if you have any questions, you
can contact the Aon Resolution Centre on 0860 100 404 option 3.



17. What is a Late Joiner Penalty (LJP)?

A Late Joiner Penalty is a financial penalty that Medical Schemes can impose on potential
medical scheme members who have not enjoyed uninterrupted Medical Scheme cover within
the borders of South Africa. This penalty can only be imposed on members joining a medical
scheme after the age of 35.

If an LJP is added to your contribution, it will be for the rest of your life (as long as you are a
member of the medical scheme). The LJP is only applicable to members over the age of 35 and
is not applicable on the whole family (unlike a 3-month general waiting period).

Late Joiner Penalties are imposed according to a formula in the following manner:

Number of Years an applicant Was not a Maximum penalty

member of a medical scheme

1 -4 years over 35 = 5% LJP added to contribution
5 -14 years over 35 = 25% LJP added to contribution
15 - 24 years over 35 = 50% LJP added to contribution
25 + years over 35 = 75% LJP added to contribution

The formula is applied in the following manner:
A =B - (35+c)

A = Penalty Band

B = Age of applicant

C = Credible coverage: i.e. proof of previous medical scheme membership, either as a member
or as a dependant of a medical scheme.

If a member has been on a medical scheme before age 35, either as a principal member or as
a dependant, then these years count towards reducing the LJP. The only variation to this is in
the event of a member or a dependant of the Permanent Force Continuation Fund, wherein any
period of cover before the age of 21 years is not included in the above calculation.

Calculation of Late Joiner Penalties
Example 1:

Jane joins a medical scheme; she is 55 years old and has never been on a medical scheme
before; she could have the following LJP:

55 - 35 = 20 years not on medical scheme = 50% LJP for 20 years over age 35
Example 2:

Jane joins a medical scheme, she is 55 years old and has not been on a medical scheme from
age 40 but can show she was on a medical scheme from age 35 for 5 years. She could have
the following LJP:

55 years - 40 years (35 years + 5 years of creditable coverage) = 15 years

15 years not on medical aid = 50% LJP

If 10 years of credible coverage, then the LJP would be based on 10 years and the penalty
25%



If you are unsure of any late joiner penalties applied or if you have any questions on the LJP’s
please call the Aon Resolution Centre on 0860 100 404 option 3.

18. When can | upgrade or Downgrade my plan?
Upgrade:

Members are entitled to upgrade their plan option at the end of the year for effect the 1st of
January the following year.

Most medical schemes do not usually allow you to upgrade during the year, to discourage ‘anti-
selective’ behaviour. Members usually try to upgrade when they run out of benefits, or if they
need to upgrade their benefits due to the onset of an iliness. This is classified as anti-selective
behaviour. Medical schemes calculate premiums based on the calculated risk a particular
benefit option will be exposed to. If members were allowed to upgrade when they run out of
benefits or fall ill, it would adversely affect the risk pool of that benefit option, thus jeopardising
the long-term financial stability of the medical scheme.

Certain medical schemes do allow upgrades during the year, subject to certain qualifying
criteria being met. Typically, these upgrades would be allowed if a life changing event had
occurred and you could support this with documentation from your medical practitioner. The
upgrade would be affected, backdated to the beginning of the calendar year, and the premium
adjusted accordingly. These additional premiums would have to be paid in by the member.

Downgrade:

Downgrading is easier then upgrading, some medical schemes allow you to down grade (or
buy down) at any time and some don’t. Always ask your intermediary if this is allowed on the
medical scheme you are choosing.

Always seek advice from your accredited intermediary before upgrading or downgrading as
your intermediary is best positioned to assist you in making the right choice that is appropriate
for you and your family.

If you have any further questions regarding upgrading or downgrading, you can contact the Aon
Resolution Centre on 0860 100 404 option 3.

Always check with your medical scheme as to what rules are applicable to upgrades and
downgrades. Most medical schemes do not allow upgrades to be done during the year, because
it is deemed anti-selective.

19. What is a solvency ratio of a medical scheme?

The Medical Scheme’s Act 131 of 1998 stipulates that a medical scheme needs to have 25% of
the medical scheme’s gross annual contributions in reserve, in case there is a ‘disaster’, like a
cholera outbreak and the medical scheme has to pay abnormally high extra claims; or claims of
an increased frequency.

It is important to consider a medical scheme’s solvency levels when choosing a medical
scheme. A medical scheme that has less than the required 25% reserve will have to formulate
ways in which to reach the stipulated reserve level. This could result in premium increases and
benefit reductions on the part of the medical scheme.

Solvency, however, is not the only indicator to consider when choosing a medical scheme, and
sometimes the reserve ratio can be very deceiving, as in some instances a medical scheme
may have a very high solvency ratio that can be linked to the movement of members from the
medical scheme. If a member leaves a medical scheme, they do not transfer their reserves with
them. This can result in a medical scheme increasing their solvency ratio, resulting in this ratio
being higher than the stipulated 25%, but the number of members on the medical scheme

is diminishing. Likewise, a medical scheme that is growing fast will struggle to maintain the
required 25% solvency levels due to the fact that new members joining the medical scheme
are not transferring across with their accumulated reserves, which remain with their previous
medical scheme.



The new medical scheme, therefore, must start accumulating reserves for these new members
from scratch.

As mentioned above, solvency is not the only factor to consider, it is best to discuss appropriate
options with your Aon Healthcare Consultant who will be able to give you the most appropriate
advice.

20. How do | submit a claim?
Submitting a claim can be done in a several ways:

E-mailing the claim to the medical scheme.
Faxing the claim to the medical scheme.
Putting it in the designated claims box.

Let the Doctor submit it directly on your behalf.
Posting the claim to the medical scheme.

Always make a copy of the claim if you are posting the claim, the original must be submitted to
the medical scheme.

Always ensure that all claims are submitted within 4 months of date of service to ensure
payment.

When submitting a claim to your medical scheme always ensure that the claim contains the
following information to facilitate easy processing:

Your full name and membership number.

The name and practice number of the service provider.

Date of service.

Full amount charged by the service provider.

Codes relating to the claim (Nappi codes or ICD 10 codes whichever are applicable).

Regulation 6 of the Medical Schemes Act 131 states:
6. Manner of payment of benefits:

1. A medical scheme cannot withhold any benefit or payment to a registered member of
the medical scheme, any benefit or payment that the member is entitled to, provided the
member has submitted his claim before the end of the fourth month -

a. From the last date of the service rendered as stated on the account, statement, or
claim; or
b. During which such account, statement or claim was returned for correction.

1. If amedical scheme is of the opinion that an account or statement is unacceptable for
payment, it must inform the member and the health provider within 30 days of receipt of
the account, and full reasons as to why it is unacceptable. (3) After the member and the
relevant health care provider have been informed as referred to in Question 2 above, the
member and /or health provider have 60 days in which to resubmit the corrected account.

2. If the medical scheme does not advise the member or health provider that an account or
statement is incorrect, it will remain the responsibility of the medical scheme to prove that
that the account was incorrect, if the matter is raised in a dispute.

3. The medical scheme must provide its members with statements of accounts including the
following:

a. The name and the membership number of the member,

b. The name of the supplier of service,

c. The final date of service rendered by the supplier of service on the account or
statement which is covered by the payment,

d. the total amount charged for the service concerned and

e. the amount of the benefit awarded for such service.



21. What are my rights as a medical scheme member?

The Medical Schemes Act 1998, makes certain provision for the protection of medical scheme
members, some of the rights of medical scheme members include, but are not limited to the
following:

The principal of open enrolment, this means that any member, no matter how old, ill or frail
cannot be refused cover by a medical scheme.
The principal of community rating - medical schemes have to charge all members of a
benefit option the same premium. Contributions may not be differentiated on age, or health
status.
Medical schemes, administrators and managed care organizations are required to treat
members’ information in a confidential manner.
Medical schemes may not subject applicants to medical investigations for treatment
received for medical conditions at least 12 months prior to the date of application for
membership.
All medical schemes, and benefit options within those medical schemes must provide
members with full cover for the prescribed minimum benefits, medical schemes do,
however, have the right to restrict treatment to certain protocols and formularies. If,
however, the treatment or medication is ineffective, or harmful to the member, the medical
scheme must then substitute the treatment with an effective alternative.
Only a small number of members are required to call an annual general meeting of the
medical scheme.
Claims submitted must be paid within a specified period, if a medical scheme wishes to
reject a claim it needs to do so within 30 days of receipt of the claim.
If members are not satisfied with the decision of a medical scheme, they can exercise the
following rights:

a. Lodge a dispute with their medical scheme,

b. Lodge a complaint with the Council for Medical Schemes,

c. Take any legal action they wish.

What process do | follow when lodging a dispute or complaint with my medical scheme or the
Council for Medical Schemes?

Disputes with Medical Schemes

Any member of a medical scheme may lodge a dispute with his or her medical scheme by
means of an alternate dispute resolution process. This process is free of charge to members.
Members can choose to prosecute their case themselves, or use the services of their broker or
intermediary, or any other person. If the member chooses to be represented by a professional,
e.g. an attorney, the costs must be borne by the member.

The Medical Schemes Act clearly states that the rules of a medical scheme must include
guidelines on how complaints or disputes must be settled; these guidelines are usually found in
rule 28 of the medical scheme rules.

Complaints to the medical scheme must be submitted in writing,
Complaints submitted to the medical scheme must be responded to within 30 days of being
submitted to the medical scheme.

The disputes committee consists of independent representatives who are not trustees,
employees or officers of the medical scheme. The dispute committee usually consists of three
people, one of which will have some form of legal expertise.

The principal officer of the medical scheme is compelled to convene a dispute hearing, in
which the person that lodged the complaint has the right to be heard; call witnesses and cross
examine witnesses.

If the complainant is not satisfied with the ruling of the disputes committee, they have the right
to appeal this decision to the Registrar of the Council for Medical Schemes.



Complaints to the Registrar of the Council for Medical Schemes

Any member of a medical scheme has the right in terms of Question 47 of the Medical
Schemes Act to lodge a complaint with the Registrar of the CMS (Council for Medical
Schemes).

Complaints to the Registrar must be in writing. The Registrar will then give the party against
whom the complaint has been lodged 30 days to respond in writing, after which the Registrar
will either resolve the complaint, or refer the matter to the Council for Medical Schemes to
resolve.

Any member who is aggrieved by a decision of either a Dispute committee or the Registrar has
the right to lodge an appeal to the Council for Medical Schemes. The appeal must be in the
form of an affidavit and must be lodged within 3 months of the decision by either the Registrar
or the disputes committee.

Any person, who is aggrieved by a decision made by the Council for Medical Schemes, can in
terms of the Medical Schemes Act appeal to the Appeal Board. This appeal should be in the
form of an affidavit and should be lodged within 60 days of the decision by the Council for
Medical Schemes.

The Appeal Board has the same powers as the High Court, to summon witnesses, to cause
an oath or affirmation to be administered, to examine witnesses, and to call to produce
documentation.

The Appeal Board conducts its hearing in public, and parties to the appeal are entitled to be
represented by a legal practitioner.

22. 20 Tips to Remember

The money in a medical savings account belongs to the member, it is held in trust, and cannot,
therefore, be seized by creditors, even if the member is declared insolvent. Your personal
medical savings account has the same status as the money invested in a pension fund, it
remains inviolable, as the property of the member.

1. Do not use your medical savings account to purchase ‘over the counter’ medication
(schedule 0, 1 or 2 drugs). This will cause the savings to decrease but will also increase the
self-payment gap, if applicable.

2. Try and obtain generic medication instead of ethical medication, as it’s cheaper and the
medical scheme will usually pay for generic medication in full (subject to available savings).
If you really need ethical medication, you will have to pay a co-payment (levy) of the
difference between the price of the ‘ethical’ medication, and that of the generic.

3. If you are retiring, find out from the company you are employed with, if you can remain on
their ‘closed / restricted medical scheme’ post retirement. AFROX is an example of this.
They have their own in-house medical scheme and when you retire you have the option of
continuing the medical scheme. If you chose to move to an open medical scheme, then you
may have LJP’s and waiting periods imposed.

4. Declare everything about your health status to the medical scheme, at the point of
application; don’t hide anything, to avoid a waiting period.

5. Always have a hospital stay authorized, if it is not authorized you could be liable for
anything from a percentage of the account, to paying the entire account. In an emergency
you have 48 hours to post authorize your hospital admission. (The hospital’s admissions
department usually does this, but as a member you have a responsibility to ensure that it
has been done.)

6. If you are in hospital for a procedure and it becomes necessary to perform an additional
procedure, the second procedure must also be authorized separately, or the medical
scheme will not pay for it. Alternatively ensure the first authorization is amended to include
the additional treatment.

7. Costis not an indicator of a doctor’s competence. If a doctor is charging more than
other doctors, this does not necessarily mean he is a better doctor. So, shop around and
remember - it’s your money, so be wise and negotiate.

8. Make sure you are on the correct medical scheme option by requesting a one on one