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 RENEWAL APPLICATION FORM 

FOR ACCREDITATION OF AN INDIVIDUAL AS 
A HEALTH CARE BROKER 
(To be completed by all individuals, including employees of organisations, who provide services or advice in respect of the introduction or admission of prospective members to a medical scheme in terms of section 65 of the Medical Schemes Act, 1998 and Chapter 7 of the Regulations as amended.  In the event that a person is employed by or a member of a close corporation, company or in partnership/association with someone who performs broker activities, in terms of which the organisation contracts with medical schemes, such organisation is required to be accredited and the relevant application form must accompany this application).
Section A:  (To be completed by all applicants) (Please Print).







1. Surname: ​​​​  __________________________________________________________________________
2. Maiden name: ​​​________________________________________________________________________
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3. Full names:   _________________________________________________________________________
4. Date of Birth: _________________________________________________________________________

5. Identity No/Passport No:  __________________________________________________________________
6. (a)  Physical address:
                                                        (b)  Postal address:


​​       _______________________________​​________
     ____________________________________________


       _______________________________________             ____________________________________________


        _______________________________________            ____________________________________________


        _______________________________________            ____________________________________________

       (c)   E-mail: ___________________________________________________________________________________        

       (d)   Telephone (W) ___________________________    (e)   Telephone (H):  _______________________________
       (f)    Cell No: _________________________________     (g)  Fax:  ____________________________________


7. Accreditation number previously allocated (if applicable):

8. Financial Services Board license number:

Section B: (Manner of providing broker services) 
a) Names, details and accreditation number of employer  - if you function as a Broker in formal employment:
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

b) Name, details and accreditation number of a trade name if you are self-employed or function as a Sole Proprietor/Independent Broker: 
____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

c) Names of all medical schemes with whom the applicant has contracted with (provide copies of such agreements):

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

d) Details of the subcontractor or entity to whom the applicant provides subcontracted broker services (note that copies of the written agreement/s must be supplied):

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

e) Details of the principal contractor or entity to whom the services are subcontracted to (provide copies of such agreements):

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

f) Names of all brokers and apprentice brokers employed by the organisation (these brokers must be individually accredited and copies of their accreditation must be provided):

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Section C: (Please provide copies of the following documents): (if you function as a sole proprietor)  

a) Copies of broker agreements between the applicant and medical schemes.

b) Copies of agreements to provide broker services as subcontractor (if applicable).

c) Copies of agreements to provide broker services as a principal contractor (if applicable).

d) Proof of payment of the prescribed non-refundable application fee of R1400 (Regulation 31 in terms of the Medical Schemes Act, 1998) is attached hereto. (Applications received without proof of payment will not be acknowledged)

e) Incomplete applications will be deemed outdated and closed within 6 months from date of receipt.
f) Please provide any additional information, which may have an impact on the evaluation of this application? (provide supporting documents)
____________________________________________________________________________

____________________________________________________________________________
Section D:
Consent for the use of Personal Information
· I hereby authorize the Council for Medical Schemes (CMS) and its duly authorized verification agent, Managed Integrity Evaluation (Pty) Ltd (“MIE”) as Responsible Parties, to access my Personal Information and conduct background screening checks including, but not limited to qualifications.
· I understand that verification requests form part of the background screening process.

· I acknowledge that any personal information supplied to the CMS is provided voluntarily and that the CMS may not be able to comply with its obligations if the correct personal information is not supplied.

· I understand that privacy is important to the responsible parties and the responsible parties will use reasonable efforts in order to ensure that any personal information in their possession or processed on their behalf is kept confidential, stored in a secure manner and processed in terms of South African law and for the purposes I have authorized.

· I warrant that all information, including personal information, supplied to the CMS is accurate and current and agree to correct and update such information when necessary.

· By submitting any personal information to the CMS in any form, I acknowledge that such conduct constitutes a reasonable, unconditional, specific and voluntary consent to the processing of such personal information in the following manner by the CMS and/or verification information suppliers:

· Personal information may be shared by the CMS with MIE and may be further shared by MIE with the Verification Information Suppliers for verification or other legitimate purposes;

· Personal information may be stored for a reasonable period by the CMS, MIE and/or the Verification Information Suppliers, and 

· Personal information may be transferred cross-border to countries, which do not necessarily have data-protection laws similar to South Africa, for verification or storage purposes.  In any cross-border transfer of personal information the recipient will be notified of the need to protect the confidentiality of the personal information.

· I take note that if the responsible party has utilized the personal information contrary to the Privacy and Data Protection Conditions, I may first resolve any concerns with that responsible party.  If I am not satisfied with such process, I have the right to lodge a complaint with the Information Regulator.

· A copy of the personal information kept by the responsible parties will be furnished to me upon request in terms of the provisions of the Protection of Personal Information Act (POPI) and I understand that I may dispute any information in the record provided.

· I unconditionally agree to indemnify the responsible parties, and Verification Information Suppliers, acting in good faith in taking reasonable steps to process my personal information lawfully, against any liability 
that my result from the processing of my personal information.  This includes unintentional disclosures of such personal information to, or access by unauthorized persons, and/or any reliance which may inadvertently be placed on inaccurate, misleading, or outdated personal information, provided to the CMS by myself or by a third party in respect of me.
_____________________________________                                          _____________________________

Signature of Applicant:


  

            Date:


	Section E:
DECLARATION
1. I declare that, to the best of my knowledge, the information herein supplied is complete, true and correct and not misleading in any respect.

2. I hereby confirm that I have the necessary authority to furnish this information and to make the undertakings required herein.

3. I undertake to abide by the legislative requirements and by the fit and proper requirements and the code of conduct determined by the Registrar of Financial Services Board in terms of the Financial Advisory and Intermediary Services Act, 2002 from time to time.

4. I undertake to supply any further information requested by the office of the Registrar, or Council for Medical Schemes, as and when required for purposes of carrying out the provisions of the Medical Schemes Act, 1998 and regulations published thereunder.






_____________________
          


_______________

Signature of the Applicant  
                                          Date

  Name (Print): _________________________  



	ABSA 

Banking details: 

Bank:  ABSA 


Vermeulen Street

Account No:  4051 163 394

Branch Code:  517-245

Reference Number: 

BR Number
Since all applications/documentation is attended to and filed electronically, this office strongly recommends electronic submission of applications.  Renewal  forms together with supporting documents can be submitted as follows:

Email: accredit@medicalschemes.com
Fax: +27 (0)86 743 6052

Physical Address: Block A, Eco Glades 2 Office Park, 420 Witch-Hazel Street, Centurion 0157

Postal address:  Private Bag X34, Hatfield, 0028
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