
Re�red                                                                                         

Early Re�rement

MEM / Severance Package

Resigna�on

I request the Fund to register me and my dependants from            

1

Section 1: Eligibility

Regular Force 
Medical Continuation Fund

Instruc�ons:
1. Please complete every sec�on below in full. If not applicable, please write N/A in the  appropriate field.
2. The Fund requires that a copy of the Principal Member and all Dependants’ iden�ty documents must be a�ached.
3. Any incomplete or illegible informa�on will result in further enquiries, which could delay your applica�on for membership.
4. Membership is subject to the condi�ons, exclusions or limita�ons of benefits in accordance with the general regula�ons.
5. Since the Funds contract is with the Principal Member, the applica�on form is to be completed by and signed on behalf of all Dependants, by
    the Principal Member. 
6. A cer�ficate(s) of membership, confirming current or previous medical scheme coverage, must be a�ached.
7. Applica�on of membership will be confirmed by wri�en confirma�on before benefits can be u�lized.             

Rank*                                                                                     Ini�als*                                    First name*

Surname*

ID number* 

Force number*

Marital status*

Residen�al address*

Postal address (if different)

Telephone - home (code-number)                                                                                       Cellphone number*
 
Telephone - work (code-number)                                                                                    Fax - work (code-number)

Email address*

A���������� ��� M���������

Section 2: Principal Member Personal Details (attach copy of ID )

Gender*

Postal code

Postal code

FemaleMale

0 2 01

 

Medically Boarded                                                                                      

Ac�ve Force Orphans

Widow / Widower

            

Please Note: All fields marked with (*) are mandatory and must be completed.

Tel: 012 679 4200
Fax: 012 679 4460

membership@rfmcf.co.za
PO Box, 3799, Pretoria 0001

Last date of service
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Section 2.1: Spouse / Partner Personal Details (attach copy of ID if applying for membership)

Section 2.2: Dependants Personal Details (attach copy of ID or Birth Certificate)

Section 3: Method of Contribution Payments

Section 3.1: Contribution Collection and Claims Reimbursements

Title                                                                                          Ini�als                                    First name

Surname

Previous name

ID number

Country of origin

Country of residence

Rela�onship to Principal Member 

FemaleMaleGender

Debit Order Internet transfer

 

Medically Boarded                                                                                      

Ac�ve Force Orphans

Widow / Widower

            

First name

Method of payment

ID Number Rela�onship to
Principal Member

Gender
(M/F)

Surname, if different from
Principal Member

*An applicant may be requested by the Fund to confirm rela�onship to Principal Member 

*Please note that no credit card banking details will be accepted 

*Please indicate the choice of monthly debit order deduc�on date: 

1.
2.

3.
4.

3rd 20th

Use this account for contribution collections and claims 
reimbursements 

Use this account for contribution collections only 

Name of account holder 

Name of financial ins�tu�on 

Bank Branch code 

Type of Account 

Account Holder
Signature 

Date 

*Please note that no credit card banking details will be accepted 

Cheque Transmission Savings 

D 2 0D M M D D

Use this account for claims reimbursements only 

Name of account holder 

Name of financial ins�tu�on 

Bank Branch code 

Type of Account 

Account Holder
Signature 

Date 

*Please note that no credit card banking details will be accepted 

Cheque Transmission Savings 

D 2 0D M M D D
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Section 4: Other Medical Scheme Information
A�ach cer�ficate of previous medical scheme(s), if applicable. Should addi�onal space be required, copy this sec�on and a�ach it to this applica�on.
Please list previous scheme details below for Spouse / Partner separately, if different from the Principal Member

Assignment

I hereby acknowledge that the party hereby authorise to effect the drawing(s) against my account may not cede or assign any of its rights to any third
party without my consent and that I may not delegate any of my obliga�ons in terms of this contract / authority third party without prior wri�en
consent of the authorised party.

Note: A�ach a copy an official bank le�er to confirm the bank account. (Current accounts only.)

Account Holder Signature Date D 2 0D M M D D

Name of member Name of scheme Member number Date joined
Date terminated / 
or current

*Pre-exis�ng chronic 
  condi�on, please  

*If marked yes, please ensure that a separate Chronic Applica�on Form is completed for each dependant with a chronic condi�on.

Section 5.2: Financial Declaration   

5.2.1       I hereby instruct the and authorise the Fund to draw money against my bank indicated in the applica�on form (or any other bank or branch
                to which I may transfer my account) the amount necessary for payment of my monthly contribu�on due in respect of the abovemen�oned
                membership on the selected deduc�on date as indicated in Sec�on 3.1 each and every month con�nuing un�l termina�on of our 
                agreement or un�l cancelled by me in wri�ng. All such withdrawals from my bank account by the Fund shall be treated as though they had 
                been signed by me personally.
5.2.2       I understand that the withdrawals hereby authorised will be processed through a computerised system provided by the  South African Banks
                and I also understand  that details of each withdrawal will be printed on my bank statement or on an accompanying voucher.
5.2.3       I agree to pay any bank charges rela�ng to this debit order instruc�on.
5.2.4      This authority may be cancelled by me giving you thirty days no�ce in wri�ng, but I understand that I shall not be en�tled to any refund of 
                amounts which you have withdrawn while this authority was in force,  if such amounts were legally owing to you. Receipt of this instruc�on 
                by you shall be regarded as receipt thereof by my bank (whichever it is or will be). 

Yes

Yes

Yes
Yes

Yes

No

No

No
No

No

Section 5: Declarations

Section 5.1: Regular Force Medical Continuation Fund Declaration   

The Fund confirms that:

5.1.1        A member’s personal details and medical informa�on (obtained from healthcare providers with the explicit consent of the member) shall be
                 kept confiden�al;
5.1.2        Member informa�on (personal and health informa�on) will not be used for purposes of related company business nor sold for commercial
                 purposes;
5.1.3        The Fund has data security measures in  place including an�-virus security, preven�on of unauthorised access to members details, 
                 elimina�ng unauthorised e-mails, web-mails and access controls for signing onto the computer system;
5.1.4        The Fund has granted access to certain persons within the organisa�on and its contracted third par�es, to a beneficiariy’s personal and 
                 health informa�on. This is for the facilita�on of normal business processes;
5.1.5        All Fund employees and its contracted third par�es is bound by internal confiden�ality agreements;
5.1.6        The Fund and its contracted par�es will use the medical health/diagnosis/procedure informa�on for the following purposes: processing the 
                 applica�on for membership; re-imbursement, determining member en�tlement to benefits, and risk management prac�ces. 
                 Risk management prac�ces include: hospital risk management, disease risk management, and medicine risk management;
5.1.7        The Fund has ensured that confiden�ality agreements have been entered into with all contracted third par�es who have access to 
                 beneficiary informa�on for the purposes of data transfer and management, Fund administra�on and managed care arrangements;
5.1.8        In the event of a breach in confiden�ality, the Fund assumes responsibility and the breach will be managed according to the Fund’s
                 internal protocols.  
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Section 6: Terms and conditions 

Declara�on by the applicant

6.1. I am applying for membership of the Regular Force Medical Con�nua�on Fund (RFMCF) and warrant and declare that the informa�on given and 
        statements made herein, whether completed by me or on my behalf, are correct and complete in every respect. I understand that acceptance of 
        my membership of RFMCF is subject to the eligibility criteria and the Rules of the Fund.
6.2. I expressly authorise any healthcare service provider or person who has a�ended to me or my dependants in the past or who will a�end to us in 
        the future or who may be in possession of informa�on about us, including our health status, treatment received or an�cipated as well as any  
        other relevant health informa�on, to disclose such informa�on to RFMCF, or its contracted service providers, on request, also a�er the death or 
        termina�on of membership of any of us. I expressly grant RFMCF the right to access our personal informa�on as and when necessary.
6.3. I expressly authorise RFMCF, to the extent that it may be required by law, to process, which includes the collec�on, usage and storage of, our 
        personal informa�on, comprising amongst others our demographic, health and biometric informa�on, contact details as well as informa�on
        related to any suspected fraudulent behaviour by me or any of my dependants, and which informa�on has been supplied by us to RFMCF or 
        which RFMCF may lawfully collect from any third party, for the purposes specified above.
6.4. I consent to the recording of all conversa�ons between myself or any of my dependants and RFMCF or any of its contracted service providers and 
        agree that all informa�on so obtained as well as all other informa�on about us may form part of the records of RFMCF, which records may be 
        retained for as long as it is required in terms of the Rules or applicable legisla�on, for historical, sta�s�cal or research purposes, subject to the 
        requirements of the law, or for any other lawful purpose.
6.5. I understand that my dependants and I must ensure that RFMCF is at all �mes in possession of accurate and up-to-date informa�on about my 
        dependants and I as it may impact on the assessment of our applica�on for membership, underwri�ng, the administra�on of our membership, 
        the calcula�on of contribu�ons, the processing of claims, payment of benefits, communica�on by RFMCF with us, and other purposes relevant to 
        our membership as s�pulated above.
6.6. I understand that my dependants and I may have access to our personal informa�on held by RFMCF and may request RFMCF to correct any 
        inaccurate informa�on subject to the provisions of applicable legisla�on.
6.7. I understand that should any of my dependants or I have any concern about the processing of our personal informa�on, we may raise the ma�er 
        with the Principal Officeror lodge a complaint with the Informa�on Regulator.
6.8. I agree that the informa�on supplied on this applica�on form, together with the suppor�ng informa�on, forms the basis of my membership 
        of RFMCF and that my membership of RFMCF is subject to the condi�ons, exclusions, and limita�ons of benefits in accordance with the
        Defence Act 42 of 2002 Regula�ons and the Rules of the Fund. I also understand that should any informa�on be incorrect or incomplete, 
        my applica�on for membership might not be approved, my membership might be terminated, or it might prevent RFMCF from providing me 
        and my dependants with benefits and services, including payment of claims.
6.9. I agree that my dependants and I shall abide by the Rules of the Fund, as amended from �me to �me.

 

6.I0. I authorise RFMCF to deal with my dependants and I electronically and treat electronic communica�on (such as email, fax, telephone, or 
         communica�on through RFMCF’s digital App) as being the same as wri�en authority and confirma�on. I agree further that, where I choose to 
         use electronic methods to transact with RFMCF, we will carry the risk of such use.
6.11. I declare that in the event of any amount being paid by RFMCF in respect of me or any of my dependants arising from injuries which may involve 
         a claim against any other party, I undertake to refund RFMCF the whole amount relevant to medical expenses incurred by RFMCF that I recover 
         from any other source.
6.12. I guarantee that, to the extent that it may be required by law, I have the necessary authority from my dependants to provide the consent and 
          permissions contained in this applica�on and to receive communica�on from RFMCF on their behalf regarding any ma�er related to their 
          membership and medical  cover, including relevant health informa�on.
6.13. I understand that RFMCF will inform me whether my applica�on for membership has been successful.

This authorisa�on will remain valid un�l cancelled in terms of the Rules of the Fund

 

Signature of
Principal Member 

Print Name and
Surname of 
Principal Member 

Date D 2 0D M M D D


