
MEDICAL AID – IDENTIFYING YOUR NEEDS 

FULL NAME: ID NUMBER: 

CURRENT MEDICAL AID: PLAN: START DATE: NONE 

DEPENDANTS: DATE OF BIRTH: 

1. 

2. 

3. 

NEEDS: HOSPITAL: DAY TO DAY: BOTH: 

CHRONIC CONDITION/MEDICATION (IF ANY) 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

MONTHLY INCOME R_________________________ 

AFFORDIBILITY I can afford a premium that ranges between R_________ & R __________ 

Or 

I can only afford basic cover at the lowest possible premium         Yes No
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