
MEDICAL AID FREQUENTLY ASKED QUESTIONS 
 
MEMBERSHIP & ELIGIBILITY 
 
Question:  Why appoint MEMP Financial Services (Pty) Ltd as Healthcare Consultants to look 
after my medical aid needs? 
 
Answer:  It is a free service offered to non-GEMS members (GEMS has their own  healthcare 
consultants).  We are remunerated by the schemes and your premium is in no way affected 
i.e. you pay the same whether you use a consultant or not.  The services provided include 
but are not limited to: 
 Handling enquiries on Products and Services of the Scheme regarding: 

1) Benefit structures offered and furnish advice on best suited choice 
2) Premiums to be paid on each product and/or parts thereof 
3) Exclusions related to specific circumstances 
4) Enrolment conditions applying to specific situation 
5) Service provider details where necessary 
6) Rules of the Medical Scheme 
7) Administrative procedures to be followed 

 Continuous updating on: 
1) The Scheme’s products and benefits 
2) The Scheme’s Rules and where applicable, procedures 

 
Question: Is it compulsory for all public service employees on a medical scheme to move 
over to GEMS (Government Employees Medical Scheme)?   If not, will they still receive the 
medical scheme subsidy?  
 
Answer:  Enrolment on GEMS is voluntary for public service employees who were appointed 
before 1 July 2006 and were principal members of open medical schemes in June 2006. 
Employees who were appointed with effect from 1 July 2006 as well as employees who 
were not principal members of open schemes in June 2006 will receive the employer 
subsidy on GEMS only.  
 
Question:  Can an employee who is a member of an open medical scheme (in other words a 
scheme other than GEMS) change to another medical scheme other than GEMS and still 
receive the subsidy?  
 
Answer: An employee, who was a member of an open medical scheme in June 2006 and 
remained a member of an open scheme, may change to another open medical scheme with 
retention of the subsidy calculated as two-thirds of contributions. This is subject thereto 
that there is no break in membership i.e. the effective date of cover on the new scheme has 
to be directly after the date of termination on the old scheme. 
 
The current subsidy limits (effective 1 March 2011) are as follows: R720 for a single principal 
member, R1 440 for a principal member and one dependant (effectively R720 for the first 
dependant), For the second dependant and each dependant thereafter R440, up to a 
maximum of R2 760. 
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Question: Is it compulsory for new permanent appointments to join GEMS or can they join 
any medical scheme of choice and be subsidised?  
 
Answer:  New appointees with an appointment date of 1 July 2006 or later will only be 
subsidised on GEMS. They will not qualify for an employer subsidy if they join an open 
medical scheme.  
 
Questions: Who qualifies as a dependant?  
 

 Answer: A dependant is:  

 A member's spouse or partner who is not a member or registered dependant of 
another medical scheme 

 Ex-spouse, provided the member is still obliged to pay such ex-spouse's medical 
costs in terms of a divorce settlement agreement 

 A member's natural child, stepchild, adopted child and foster child of the member or 
of the member's spouse who is not a member or a registered dependent of a 
member on another medical scheme.  Supporting documentation is required 

 
Question: For how long can a dependant remain on a medical aid as a child dependant? 
 
Answer: it depends on the medical aid.  The dependant can remain on the scheme as a child 
dependant up until the age of 21. Thereafter the specific scheme’s rules apply.  On some 
schemes the child will then be charged as an adult dependant but can remain on as a 
dependant as long as the child is financially dependant on the main member.  Some 
schemes allow the child to remain as a child dependant even if over the age of 21 provided 
the child is a full time student.  Student proof must be provided on an annual basis.  Some 
schemes have a final cut-off date of 25, some 27. 
 
Question:  Does my subsidy change into retirement? 
 
Answer:  Yes, the 66.67% or 75% subsidy falls away.  A Rand value amount for the subsidy 
per month is calculated per person retiring.  The formula for calculating the monthly subsidy 
amount is not known. 
 
CHRONIC MEDICATION 
 
Question:  What is chronic medication?  
 
Answer:  Chronic medication includes medicine for life threatening illnesses.  Medicine used 
on an on-going basis to treat disabling chronic illnesses that significantly affect productivity 
and quality of life.  There are a list of 27 conditions that, by law, has to be covered on all 
schemes and all their options.  These are called PMB’s (Prescribed Minimum Benefits).  On 
most schemes additional conditions, over and above the PMB’s are covered on the more 
comprehensive options. 
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Question: I have been given a three month general waiting period on my medical aid.  Will I 
be able to get my chronic medication?  
 
Answer:  If you have been on a scheme for 24 months or longer with no break in 
membership of longer than 90 days prior to joining the new scheme, and your chronic 
condition is one of the 27 Prescribed Minimum Benefit conditions, you will qualify for cover.  
If the aforementioned does not apply, you will not have access to your chronic medication 
during the three month waiting period and if a 12-month condition specific waiting period 
was applied, cover will commence in month 13.  
 
Question:  How do I have my chronic medication approved?  
 
Answer:  Each member of your family who needs chronic medicine must complete a 
separate application form. You only need to complete this application form once, even if 
there are additions or changes in future.  Some schemes do not require an application form 
- the doctor or pharmacy must telephonically register you. 
 
Your treating doctor must examine you and complete the form.  If you are on a network 
option, your chosen network provider needs to complete the necessary forms.  
 
Ensure that your application has been filled out in its entirety and signed by you and your 
doctor. 
The completed form and repeatable doctor's prescription must be forwarded to your 
Healthcare Consultants to submit on your behalf.  Keep a copy of your completed form for 
your own records.  
Please also attach supporting tests, special investigations and/or motivations to prevent 
delays in the processing of your application.  
 
A clinical team will review your details and where necessary will contact your doctor 
(telephonically or in writing) to select more appropriate and/or less costly medication.  
You will receive notification once the medicines have been approved for payment from your 
Chronic Medication Benefit.  If the approved medication differs from the medication 
requested, you will be notified accordingly  
 
Question:  How do I obtain my approved chronic medication? 
 
Answer:  Once approved, the member can then obtain their chronic medication via the 
scheme’s designated service provider.  Should the member not use the scheme’s allocated 
service provider, a co-payment can apply.  On capitated (network-based) options, the same 
process is followed but all this is done via the network providers. 
 
Question:  How often do I need to obtain a repeatable prescription?  
 
Answer:  A prescription cannot be repeated for more than six months according to law. The 
Chronic Department at your chosen scheme should remind you (in writing, via SMS or 
telephonically) to provide a new prescription from your doctor one month before your last 
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repeat is sent out.  The Chronic DSP will not provide you with further medication if your 
prescription has expired and you have not submitted a new one.  
 
Question:  Will the medical aid pay for all chronic medicine prescribed by doctors?  
 
Answer:  The medical aid will pay for chronic medicines prescribed according to the 
medicine formularies applicable to your option subject to the Scheme rules.  The medicine 
formularies are lists of cost-effective medicines that guide the doctor in the treatment of 
specific medical conditions.  Medicine formularies are continuously checked and updated by 
medical experts to ensure that they are consistent with the latest treatment guidelines. 
  
In addition, only diseases listed in the Chronic Disease List (PMB’s), plus the conditions listed 
in the Additional Chronic Disease List per option, qualify for chronic medicine.  
 
When chronic limits are exhausted, the Scheme will continue paying for approved medicine 
for CDL conditions.  
 
Question:  What if my chronic medicine request has been declined?  
 
Answer:  If your medicine request has been declined, a letter will be sent to you and a copy 
will be sent to your prescribing doctor.  If further clinical information is required, your 
request will be reconsidered once all the relevant information has been received from your 
doctor 
 
Question:  What if my authorised chronic medication changes?  
 
Answer:  If your chronic medication changes in any way, your medical aid needs to be 
advised. The quickest way is for the prescribing doctor or dispensing pharmacist to contact 
the scheme’s Chronic Medication Department.  If approved, a new, repeatable prescription 
must be faxed to the Chronic Department and provided to the DSP who will then dispense 
the medicine.  
 
Question:  How much benefit do I have available for chronic medication?  
 
Answer:  For the 27 PMB’s there is no limit.  Some schemes do have a limit for the 
additional conditions that they might cover.  This is different per scheme and option. 
 
CLAIMS & ADMINISTRATION 
   
Question: I paid cash at my service provider as he/she is not contracted with any medical 
aids. How do I go about claiming that amount back from the scheme?  
 
Answer: You will need to obtain a detailed account from the service provided i.e. it must 
contain member details, patient details, date of service, tariff codes for services rendered, 
provider’s practice number etc.  The detailed account, together with proof that the member 
paid the account, must be forwarded to your Healthcare Consultants for submission to the 
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scheme.  This will then be processed and if it is a valid claim and there are sufficient benefits 
available, it will be refunded to the member.   
 
Question: I have been told that with any hospital procedure I need to obtain a pre-
authorization number first.  What happens in a case of emergency?  
 
Answer: If a visit or admission to a hospital is planned, authorisation must be obtained 48 
hours before the event.  In the event of emergency treatment or admission to hospital over 
a weekend, public holiday or at night you MUST contact the Call Centre on the first working 
day after the incident. If you fail to get pre-authorisation for a planned event or 
authorisation on the first working day after an emergency event you will be liable to pay a 
R1 000 penalty. 
 
Question: How do know what benefits I still have available on my medical aid? 
 
Answer:  The scheme will provide you with a statement on a monthly basis and that will 
outline your available benefits, except for some traditional schemes.  Alternatively you can 
contact your Healthcare Consultant who will obtain the information on your behalf 
 


