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1. IF YOU SIGN THIS CLAIM FOR ANY TREATMENT WHICH HAS

NOT BEEN PROVIDED YOU WILL BE COMMITTING AN
OFFENCE. IF YOU BECOME AWARE THAT THE CLAIM IS

SUBMITTED FOR SERVICES WHICH HAVE NOT BEEN PROVIDED
YOU MUST CONTACT YOUR MEDICAL AID SOCIETY

FORTHWITH.

2. IF YOU HAVE PAID FOR THIS TREATMENT, YOU SHOULD SIGN
THE FORM ONCE ONLY BEFORE SENDING IT TO YOUR

MEDICAL AID SOCIETY. ATTACH YOUR RECEIPT AND INSERT THE
AMOUNT YOU ARE CLAIMING IN THE APPROPRIATE BOX

ALONGSIDE YOUR SIGNATURE.

I CONFIRM THAT THE DETAILS GIVEN ABOVE ARE CORRECT, THAT THE AMOUNT CLAIMED HEREIN IS NOT CLAIMABLE FROM ANOTHER SOURCE, AND THAT THE PATIENT ISA MEMBER OR
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I hereby certify that, I, or members of my staff, have rendered the above services to or on behalf of the patient. I confirm that to the best of my knowledge the patient treated is the patient
named on this form. I agree that any claim for services not provided would be regarded as fraudulent and render the person concerned liable to prosecution.
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If there are any other matters you wish to bring to the attention of the medical aid society, tick
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