
APPLICATION FOR MEMBERSHIP
RHODES UNIVERSITY MEDICAL SCHEME
7 LUTMAN STREET RICHMOND HILL PORT ELIZABETH 6000

P.O.BOX 1672 PORT ELIZABETH 6001
CALL CENTRE: 041 395 4476

EMAIL:  rumed@providence.co.za
WEBSITE:  www.rumed.co.za

ADMINISTERED BY PROVIDENCE HEALTHCARE RISK MANAGERS
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SECTION 1     |      PERSONAL DETAILS

SECTION 2     |     PREVIOUS MEDICAL SCHEMES
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B. OTHER DEPENDANTS
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B. SPOUSE DETAILS
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SECTION 3     |      YOUR DEPENDANTS’ DETAILS



I hereby instruct Rhodes University Medical Scheme to electronically collect contributions or to deposit refunds into my bank account. 
I understand that credit card accounts may not be used for these transactions.  I also irrevocably authorise Rhodes University Medical 
Scheme to reverse any erroneous transaction and/or to rectify any incorrect electronic transfer of funds without prior notice. 

That the information in this application, whether in my own handwriting or not, is complete and accurate. 
To undergo a medical examination, at my own expense, should this be required. 
To submit proof of good health for me and my dependants and that the Scheme benefits may be limited or excluded in
respect of any particular admission to RUMed, or RUMed may decline to accept me or any of my dependants in 
accordance with the Scheme Rules. 
That I am required at all times, if accepted as a member, to give RUMed all such information and evidence as 
RUMed may require.  To this end I hereby authorise the medical practitioner, or any provider who has attended to me
and/or my dependants in the past or the future, to provide RUMed with such information.  I hereby waive the provision
of any law or regulation restricting access to such information. 
My doctor, or the doctor of a patient who is a dependant of mine, may provide personal and/or clinical information on this
application form. 
Any information concerning this application will remain confidential at all times. 

By signing below I hereby give permission for, warrant, acknowledge and/or agree to the following:
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SECTION 4     |      MEMBER BANKING DETAILS

SECTION 5     |      MEDICAL HISTORY (SEE QUESTIONNAIRE)
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I hereby apply to Rhodes University Medical Scheme (RUMed) for membership for myself and my listed dependants, and 
agree to abide   by the Rules of the Scheme.
I understand that false information could result in my application for membership being rejected or my membership being
cancelled.  Should this occur, I agree to refund to RUMed all relevant payments which RUMed made on my behalf. 
I accept any penalties that may be applied in accordance with the Medical Schemes Act of 1998.  I understand that these
penalties include a 3 month general waiting period, a 12 month waiting period for pre-existing conditions and, if applicable, 
a late-joiner penalty fee. 
Contributions due to RUMed by me or my dependants will be paid MONTHLY.  Failure to do so will result in my membership 
being suspended or terminated as per the RUMed Scheme Rules. 
I acknowledge and understand that RUMed is entitled access to my medical scheme history in terms of the Medical Scheme Act. 
I agree that PROVIDENCE, as the appointed administrator or RUMed, is permitted access to this information in order to render 
services to RUMed. 
I understand that RUMed may provide written notification, to my postal address, of its Rules.  Any notice sent to my postal
address, shall be considered received by me on the 7th day after the date of posting. 

By signing below I give permission for, warrant, acknowledge and/or agree to the following:
 that the information in this application, whether in my own handwriting or not, is complete and accurate. 
 to undergo a medical examination, at my own expense should this be required.
 to submit proof of good health for me and my dependants and that the scheme benefits may be limited or excluded in
 respect of any paticular admission to RUMed, or RUMed may decline to accept me or any of my dependants in 
 accordance with the Scheme Rules.
 that I am required at all times, if accepted as a member, to give RUMed all such information and evidence as RUMed may
 require.  To this end I hereby authorise the medical practitioner, or any provider who has attended to me and/or my
 dependants in the past or the future, to provide RUMed with such information.  I hereby waive the provision of any law or 
 regulation restricting access to such information. 
 my doctor, or the doctor of the patient who is a dependant or mine, may provide personal and/or clinical information on this
 application form. 
 any information concerning this application will remain confidential at all times.   

   
I CONFIRM THAT THE FOLLOWING DOCUMENTATION (WHERE APPLICABLE) IS ATTACHED TO THE APPLICATION FORM: 

 Copy of my ID document and my dependants ID documents/Birth Certificates

 Certificates of previous membership of registered medical schemes

 Marriage certificate / Affidavit 

We confirm that the applicant is employed by us and commenced employment on the above date.  Contributions are being deducted according to the selected RUMed Scheme Rules.
All sections of the application form have been completed and signed. 

SECTION 6     |      EMPLOYER TO COMPLETE AND SIGN

SECTION 7     |      DECLARATION BY MEMBER
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By signing below, I hereby give permission for, acknowledge and/or agree to the following:
 My (or my minor dependant’s) doctor may provide clinical information regarding my/minor’s condition to the PBM Team;
 Any information concerning this application will remail confidential at all times;
 It may be a pre-condition to the approval of the Chronic Medication Benefit that I register and comply with the requirements of a 
 Disease Management Programme and that non-compliance may lead to the withdrawal of this benefit;
 My (or my minor dependant’s) doctor retains the responsibility for my (or my minor dependant’s) condition, based on the understanding
  that I (or my minor dependant) also has a responsibility towards my (or my minor dependant’s) own health concerns, irrespective of the 
 outcome of his application.
 This funding authorisation is at all times subject to the Scheme rules even if a member’s circumstances change after the authorisation is  
 provided.  This authorisation is not a guarantee of payment.
 This funding authorisation is based on the most appropriate clinical criteria in terms of the Scheme rules and protocols.  All treatment 
 decisions remain the responsibility of the beneficiary’s health care provider irrespective of the funding decision made in terms of the
 Scheme rules, clinical critera and protocols. 
 PROVIDENCE shall not accept responsibility for any act, errors or omissions, loss, damage or consequences of individual responses 
 to the treatment authorised or not authorised for funding by the Scheme.

Patient Signature (or member if patient is a minor)              Date 

1.  One application must be completed per beneficiary applying for chronic medication.
2.  Allow 5 working days for the processing of your application. 
3.  The original prescription must be given to the provider who dispenses your medication.
4.  It is essential that you submit all required information correctly and timeously as incomplete forms will not be processed. 
5.  The information required is for the clinical assessment of this application as well as for Risk Equalisation Fund (FEF) purposes. 
6.  You may contact the Pharmacy Benefit Management (PBM) Team at (041) 395 4482 or email pbm@providence.co.za
7.  Send completed forms via fax 086 680 8855, mail PO Box 1672, Port Elizabeth, 6000 or e-mail pbm@providence.co.za.

Y Y Y Y M M D D

CHRONIC MEDICATION BENEFIT 
APPLICATION FORM
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