
INFORMATION

2026
GUIDE

Please read in conjunction with the Schedule of Benefits and Rules of the Scheme 
available at �www.profmed.co.za or by calling 0860 679 200.

Benefits and contributions applicable 1 January 2026  
to 31 December 2026.

 1



1.     Contact us | Important emails								        3
2.    Management of the Scheme 								        3
3.    Rules 										          3
4.    Scheme benefit options 									         4
5.    Membership 										          5
6.    Termination of membership 								        8
7.    Continuation of membership 								        8
8.    Contributions 										          9
9.    Pre-authorisation 									         10
10.  Prescribed minimum benefits 								        10
11.   Designated Service Provider Network (DSPN) 							      11
12.  Use of medication (DSPN) 								        12
      12.1 DSPN for medication 									         12
      12.2 Prescribed acute medication 								        12
      12.3 Over-the-counter medication 								        12
      12.4 Dispensing cycles 									         12
      12.5 Prescribed chronic medication (Life-sustaining medication) 					     13
      12.6 Reference pricing 									         15
      12.7 Maximum Medical Aid Price (MMAP®) 							       15
13.   Hospital utilisation management 								        17
14.  Disease management programmes 								        17
      14.1 Oncology programme 									        17
      14.2 Peritoneal dialysis and haemodialysis programme 						      18
      14.3 Transplants 										         19
15.  Endoscopic examinations 									         19
16.  Devices and appliances 									         20
17.  Optometry benefit 									         21
18.  Dental benefit 										          21
19.  Contraceptives 										          22
20. Preventative care 									         23
21.   Amplifire health booster benefit								        25
22.  Maternity 										          25
23.  WHISPA, Trauma, and HIV exposure assistance 						      26
24.  WHISPA gender based violence programme 							       27
25.  Emergency medical transport: within RSA 							       27 
26.  Emergency medical transport: within the SADC Region 						      28
27.  International travel medical assistance 							       28 
28.  Profmed WellBeing 									         30
29.  Claims procedure 									         30
30. Benefits for members residing in the SADC Region 						      32
31.   Sabbatical benefit					      				    32
32.  Expenses recoverable from a third party 							       33
33.  Exclusions 										          33
34.  Fraud line 										          33
35.  Registered users on the Profmed website							       33

06122024_VS5

C O N T E N T



CLIENT SERVICES 
& GENERAL

CLAIMS 

DENTAL  
AUTHORISATIONS

INTERNATIONAL TRAVEL  
CLAIMS 

C O N T A C T

I M P O R T A N T  E M A I L S
info@profmed.co.za

claims@profmed.co.za

dental@profmed.co.za

internationalclaims@profmed.co.za

INTERNATIONAL TRAVEL  
ENQUIRIES
 
WHISPA ENQUIRIES

RADIOLOGY ENQUIRIES
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CLIENT SERVICES & CLAIMS

CHRONIC AUTHORISATIONS 

PRE-AUTHORISATIONS

INTERNATIONAL TRAVEL MEDICAL ASSISTANCE

EMERGENCY MEDICAL ASSISTANCE WITHIN RSA

WHISPA:

•	 GBV SUPPORT 

•	 ASSISTANCE FOR TRAUMA, AND HIV EXPOSURE

0860 679 200

0800 132 345

011 991 8564

0860 944 772

0860 776 363

082 911

+27 12 679 4144

+27 11 770 6000

+27 11 991 8564

+27 12 679 4145

-

WITHIN RSA OUTSIDE RSA

-

MANAGEMENT 
OF THE SCHEME2.

Profmed is a restricted scheme managed by the Board of Trustees. Half of the trustees are elected by members of the Scheme and 
half are appointed by the Board. Trustees must be members of the Scheme. The Board must annually, at the first meeting after the 
annual general meeting, elect a chairman from among its ranks.

VISION 
Profmed’s vision is to address the healthcare needs of professionals. This is achieved through the appropriate and comprehensive design 
of benefits.

RULES3. The rules will assist you to understand your Scheme and maximize your benefits, ensuring a positive experience. The payment of 
contributions is regarded as the member’s recognition that he/she is bound by the rules of the Scheme and any amendments made 
thereto.

CONTACT US1.
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Profmed offers ten excellent options from which members can choose, depending on their specific needs and financial capacity. 

P R E M I U M  O P T I O N S 
Members who register on the Premium options (excluding the PROSELECT  option) can make use of any hospital, as hospitalisation 
on these options is not restricted to network hospitals.  

PROSELECT  OPTION 
Members on the PROSELECT  option are required to make use of the hospitals within the PROSELECT  Designated Service 
Provider Network (DSPN) for hospitalisation, including day procedures. Voluntary use of a non-network hospital will result in a  
co-payment of R14 000. Voluntary use of a non-network hospital for specified day procedures on the PROSELECT  option, the  
co-payment will be R5 000. 

SAVV Y OPTIONS 
The SAVV Y  options are exact replicas of the existing five Premium options, but at more affordable contributions. The SAVV Y 
options, namely, PROPINNACLE SAVV Y , PROSECURE PLUS SAVV Y , PROSECURE SAVV Y , PROACTIVE 
PLUS SAVV Y  and PROSELECT SAVV Y  require members to use hospitals within the SAVV Y  DSPN for hospitalisation. 
Voluntary use of a non-network hospital will result in a co-payment of R14 000. Voluntary use of a non-network hospital for a 
specified day procedure on the SAVV Y  options, the co-payment will be R5 000. 
 
 
D AY  P R O C E D U R E  N E T W O R K  
The Day Procedure network is applicable to the PROSECURE PLUS , PROSECURE  and PROACTIVE PLUS 
(Premium options). Specified day procedures are subject to use of the DSPN and voluntary use of a non-network facility will result in a 
co-payment of R5 000. 

WHAT IS THE PURPOSE OF THE NETWORK OPTIONS? 
The Scheme has carefully selected the list of hospitals to ensure we provide members access to the most efficient hospitals and day 
clinics with the best clinical outcomes. Procedures conducted in the appropriate setting also allow for cost efficiencies and a seamless 
member experience. By choosing a network option, members have access to facilities which are considered the best in terms of quality 
and outcomes in each geographical area.

WHAT BENEFITS ARE COVERED PER OPTION?

SCHEME
BENEFIT OPTIONS

4.

INCLUDED ON 
ALL OPTIONS 

•	 Preventative Care benefits provide cover for early detection of high-risk diseases. 
•	 Amplifire Health Booster benefit unlocks an extra R2 750 in benefits, per beneficiary, provided 

beneficiaries meet the relevant qualifying criteria. This benefit is available annually.
•	 Members have access to Profmed WellBeing which provides access to an array of features to support their 

mental health journey.
•	 Tums2Tots baby and toddler programme supports expectant parents on their pregnancy journey and 

during important milestones.

Offers unlimited in-hospital cover in private wards, and comprehensive chronic and day-to-day cover. 
In- and out-of hospital GP and specialist costs, i.e. consultations, as well as procedures, are covered at 
300% Profmed Tariff. 

Dentists’ consultations and procedures are covered at 135% Profmed Tariff. PROPINNACLE 
SAVV Y  members are required to use the SAVV Y  DSPN for hospitalisation. The maternity 
programme covers specific day-to-day benefits, subject to the day-to-day limit. The post-natal home-
based nurse visit is paid from risk and covers a 6-week post-birth wellness check for baby and mom and 
administration of immunisation, subject to the Post-Natal Home-Based Care DSPN. 

Provides unlimited in-hospital cover and private wards for maternity (post-delivery). Chronic and day-
to-day medical expenses and cover over and above the prescribed minimum benefits. In-hospital GP 
and specialist costs, i.e. consultations, as well as procedures, covered at 200% Profmed Tariff.

Out-of-hospital GP and specialists costs, i.e. consultations, as well as procedures, covered at 100% 
Specific Tariff for procedures; consultations R630 for GPs and R920 for specialists. The maternity 
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Provides unlimited in-hospital cover as well as chronic and day-to-day medical expenses cover over and 
above the prescribed minimum benefits. In-hospital GP and specialist costs, i.e. consultations, as well as 
procedures are covered at 100% Specific Tariff.

Out-of-hospital GP and specialist costs, i.e. consultations, as well as procedures; consultations R630 for 
GPs and R920 for specialists. The maternity programme covers specific day-to-day benefits from risk. 
Dentists’ consultations and procedures are covered at 135% Profmed Tariff. PROSECURE SAVV Y 
members are required to use the SAVV Y  DSPN for hospitalisation, including day procedures.

The post-natal home-based nurse visit is paid from risk and covers a 6-week post-birth wellness check for 
baby and mom and administration of immunisation, subject to the Post-Natal Home-Based Care DSPN. 
Specified day procedures on PROSECURE  are subject to use of the Day Procedure DSPN and 
voluntary use of a non-network facility will result in a co-payment. 

Provides unlimited in-hospital benefits, day-to-day cover and cover for prescribed minimum benefits.
In-hospital GP and specialist costs, i.e. consultations, as well as procedures, covered at 175% Profmed 
Tariff. These options also include benefits for out-of-hospital MRI and CT scans.

Out-of-hospital GP consultations are covered at R630 for GPs and non-hospital procedures in a doctor’s 
rooms are covered at 100% Specific Tariff at GP rate. The maternity programme covers specific day-
to-day benefits from risk. Dentists’ consultations and procedures are covered at 135% Profmed Tariff. 
PROACTIVE PLUS SAVV Y  members are required to use the SAVV Y  DSPN for hospitalisation. 

The post-natal home-based nurse visit is paid from risk and covers a 6-week post birth wellness check for 
baby and mom and administration of immunisation, subject to the Post-Natal Home-Based Care DSPN. 
Specified day procedures on PROACTIVE PLUS  are subject to use of the Day Procedure DSPN and 
voluntary use of a non-network facility will result in a co-payment. 

Offers unlimited in-hospital benefits, virtual consultations for GPs, day-to-day dentistry benefits and 
cover for prescribed minimum benefits. In-hospital GP and specialist costs, i.e. consultations, as well as 
procedures, covered at 100% Specific Tariff. Dentists’ consultations and procedures are covered at 135% 
Profmed Tariff. The post-natal home-based nurse visit is paid from risk and covers a 6-week post-birth 
wellness check for baby and mom and administration of immunisation, subject to the Post-Natal Home-
Based Care DSPN. 

• 	 PROSELECT  members are required to make use of the PROSELECT  network of hospitals for 
hospitalisation. 

• 	 PROSELECT SAVV Y  members are required to make use of the SAVV Y  network of hospitals 
for hospitalisation.

For more detailed information on the benefits offered on each option, please consult the Schedule of 
Benefits, which is available at www.profmed.co.za on the Download Important Documents page, or by 
calling Client Services on 0860 679 200.

programme covers specific day-to-day benefits from risk. Dentists’ consultations and procedures are 
covered at 135% Profmed Tariff. PROSECURE PLUS SAVV Y  members are required to use the 
SAVV Y  DSPN for hospitalisation, including day procedures. 

The post-natal home-based nurse visit is paid from risk and covers a 6-week post birth wellness check 
for baby and mom and administration of immunisation, subject to the the Post-Natal Home-Based Care 
DSPN. Specified day procedures on PROSECURE PLUS  are subject to use of the Day Procedure 
DSPN and voluntary use of a non-network facility will result in a co-payment. 

MEMBERSHIP5.
WHO QUALIFIES? 

All prospective Profmed members must have a tertiary qualification and relevant professional experience. 

WHO QUALIFIES AS A DEPENDANT?
The following members of your family will qualify:
•	 Your spouse to whom you are married in terms of any law or custom;
•	 Your life partner with whom you have a serious relationship, similar to a marriage and based on objective criteria such as mutual 

dependence and a shared and joint household, irrespective of the gender of the parties;
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•	 Your own, step or legally adopted children under the age of 21 years who are dependent on you;
•	 Your child under the age of 28 years who is a student at an academic institution and dependent on you;
•	 Your child, irrespective of age, who is dependent on you because of mental or physical disability. 

CHILD DEPENDANTS AND STUDENTS 
 
Children who are younger than 21 years of age are regarded as child dependants for the purposes of calculating contributions. These 
dependants will be defaulted to adult dependants, effective the last day of the month following their 21st birthday.

Dependants who are studying and who are younger than 28 years are regarded as child dependants for the purposes of calculating
contributions. Thereafter, the membership of these dependants will be defaulted to adult dependants and the contributions will be
increased accordingly, effective the first day of the month following their 28th birthday. Proof of study must be submitted to the
Scheme annually until your dependant turns 28 years.

Children who are dependent on the principal member for family care and support as a result of mental or physical disability are
regarded as child dependants until they turn 21 years. Thereafter, the status of such dependants will be defaulted to that of adult
dependants and their contributions increased accordingly. Proof of dependence, together with a sworn affidavit to this effect and a
medical report from an independent medical practitioner confirming the nature and extent of the mental or physical disability, must be 
provided annually to the Scheme from the time the child turns 21 years of age.
 

PLEASE NOTE:

•	 Proof of registration at an academic institution must be submitted at the beginning of each academic year, for that year.
•	 Proof of dependence must be submitted annually for child dependants who are 21 years of age or older.
•	 In all instances, the relevant proof must be provided to the Scheme annually by no later than end-March.
•	 It is the responsibility of the member to submit proof of study and dependence by end-March, failing which contributions will be 

amended accordingly, with effect from 1 April.
 

PLEASE NOTE:
It is illegal to belong to more than one medical scheme at the same time. 
 

APPLICATION FOR ADDING OF DEPENDANT(S) 
 
To add a new beneficiary to your membership, the “Adding a Dependant” application form must be completed and emailed to the 
Profmed Membership department at newbusiness@profmed.co.za. Application forms can be obtained under Download  
Important Documents on the website or by calling Client Services on 0860 679 200. 

SPECIAL DEPENDANTS 
 
The member’s parents with regard to whom the member is responsible for family care and support will be regarded as special 
dependants. Special dependants are classified as adult dependants for the purpose of calculating contributions. A sworn affidavit 
confirming that the special dependant is dependent on the financial care of the member must accompany the application, together 
with a tax directive in respect of the special dependant/s from the South African Revenue Service (SARS), copies of three months’ 
recent bank statements and the Declaration of Income form must be provided. The Scheme may request additional information as 
required. 

NEWBORN 
 
The registration of a newborn must take place within 30 days after the birth of a child. The application must be accompanied by a 
birth certificate and/or proof of birth from the hospital, and a certified copy of a passport if the child is born outside South Africa 
Registration of a newborn can also be done via the Profmed App.

ADOPTED CHILDREN 
 
The application for the registration of adopted children must be accompanied by proof of birth and/or ID document, proof of adoption, 
and a certified copy of a passport if the child is born outside South Africa.
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WHAT HAPPENS WHEN YOUR PARTICULARS CHANGE? 
 
Inform Profmed in writing within 30 days by email to info@profmed.co.za. If you are registered on the website, these changes can also 
be made online at www.profmed.co.za. As the principal member, you can also update your details via the Profmed App.

 
Let the Scheme know if any of the following needs attention:

•	 Registration of a new dependant;
•	 Resignation of a dependant;
•	 Change in your address, contact details, email address or any other relevant personal details;
•	 Change in your bank details. Bank details may not be updated on the website, or via the Profmed App, only in writing by email.
•	 Change in status of a child or student dependant.

No changes will be implemented retrospectively.

Please remember to state your name, surname and membership number on your communication and ensure that certified copies of 
birth, adoption, marriage or death certificates are included, whichever are applicable. A certified copy of passports in the case of non-
South African residents is required. A copy of this communication should also be sent to your employer if they are paying a part or all 
of your contribution. Please call Client Services to find out how your contributions and benefits will be affected by any changes in your 
membership status. The Compare Options tool on the website is a useful tool to assist you in calculating your contributions, and/or to 
compare benefits for the different benefit options.

HEALTH STATUS 
 
Proof of health must be provided by a member when joining the Scheme by completing the medical questionnaire on the  
application form. The Scheme has the right to request any additional medical information for any applicant and their dependants.

CONSEQUENCES OF NON-DISCLOSURE
When completing the medical questionnaire it is important to list all surgery and procedures, illnesses, conditions and symptoms.
Failure to do so could result in claims being rejected or membership being terminated.

HOW SOON CAN YOU CLAIM AFTER YOU HAVE JOINED THE SCHEME? 
 
From the benefit date stipulated on your membership card. If specific medical conditions are subject to a waiting period, the  
benefit date for those conditions will be delayed for the period of the waiting period imposed.

 
A general waiting period of three (3) months will usually be applicable if you were not previously a member of a medical scheme, or
if you were a member of a registered medical scheme for more than two years and the change of medical scheme was not as a result 
of a change of your employment, or if the period between the termination of your membership of your previous scheme and joining 
Profmed is more than 90 days. For purposes of applying waiting periods, a registered medical scheme is a scheme registered in South 
Africa in terms of the Medical Schemes Act. 

A 12-month condition-specific waiting period for pre-existing illnesses/conditions will be applicable if you did not previously belong to 
a medical scheme, or if you were a member of a medical scheme for less than two years and the change of medical scheme was not as 
a result of a change of employment, or if the period between the termination of your membership of the previous scheme and joining 
Profmed was more than 90 days.

PLEASE NOTE:

•	 If you are still serving a waiting period at another scheme, the remainder thereof may be carried over to Profmed.
•	 Medical schemes not registered in South Africa in terms of the Medical Schemes Act are not recognised as valid medical schemes  

for purposes of calculating waiting periods and late joiner penalties. (See section 8 on page 10 for further details of late joiner 
penalties.)

WHAT HAPPENS IF YOU JOIN OR RESIGN FROM THE SCHEME DURING 
THE COURSE OF THE YEAR? 
 
A benefit year runs from 1 January to 31 December. If you become a member of the Scheme during the course of the benefit year, 
i.e. after January, your benefits will be pro-rated. For example, if you join the Scheme halfway through the year (e.g. with six months 
remaining in the benefit year) and the annual maximum for a benefit is R1 000, you will only be entitled to claim half of this, i.e. 
R500. On resignation from the Scheme, benefits are not pro-rated.
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PROFMED APP
The electronic membership card on the Profmed App can be emailed to your healthcare service provider from the App. For your
convenience, the Profmed App can be downloaded by you and all your registered dependants. This will ensure that your entire family 
has access to valuable functions and Scheme information at their fingertips. All features are sophisticated but easy to use. You can 
download the Profmed App from your smartphone store.

INFORMATION ON THE MEMBERSHIP CARD
The following information appears on the membership card and must be checked by the member for accuracy and completeness:

•	 Name and dependant code of principal member (e.g. 00, 01, etc.);
•	 Names and beneficiary codes of all dependants;
•	 The identity number of the member and all their dependants;
•	 Benefit date of the principal member and all their dependants;
•	 Name of benefit option.

The membership card serve as identification when obtaining medical services from a healthcare service provider, and provides valuable 
information to facilitate efficient processing of claims.

CHANGE OF BENEFIT OPTIONS
A member is entitled to change benefit options, subject to the following conditions:

•	 The change may only be effective from 1 January of any benefit year;
•	 An application to change options must be made in writing and must be submitted to the Scheme by 15 December of the year 

before the change takes effect.

WHEN WILL YOUR MEMBERSHIP BE TERMINATED?
•	 When Profmed receives written notice of cancellation from you;
•	 If you resign from your employer, where membership was a condition of employment, and you do not intend to retain your 

membership of Profmed;
•	 In the event of your death;
•	 When Profmed receives written notice of cancellation from the company/employer group where you are employed;
•	 If Profmed should find that a member and/or their dependants have exploited the benefits of the Scheme. The member may 

also have to repay any amounts which the Scheme has paid on their behalf;
•	 If a member fails to pay contributions for two consecutive months;
•	 When you are no longer a member in terms of any other stipulations of the Scheme.

HOW SHOULD MEMBERS RESIGN?
•	 Members are required to provide one month’s written notice and the reason for the resignation, as well as the date of 

termination, i.e. the last day on which the member will be eligible for benefits. The membership of all beneficiaries registered 
on the Scheme will be terminated accordingly.

•	 Employer groups may terminate their participation in the Scheme by providing three calendar months’ written notice.

A continuation member is a member or beneficiary whose membership of the Scheme continues, either after the death of the principal 
member or when the principal member retires from the service of a company or employer group that was a corporate member of 
Profmed.  

TERMINATION
OF MEMBERSHIP6.

CONTINUATION
OF MEMBERSHIP7.
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TERMINATION OF MEMBERSHIP

 
In the event of the death of the principal member, the membership of their dependants will continue in terms of the rules of the 
Scheme, provided that:

•	 The remaining spouse/partner is registered as the new principal member;
•	 If there is no spouse/partner, the oldest dependant is registered as the new principal member;
•	 The contributions are adjusted, depending on the number of remaining beneficiaries;
•	 The adjusted contributions are paid to Profmed without interruption.
Please note, it is the responsibility of the surviving spouse/partner or dependants to inform Profmed should they not want to continue 
membership. This must take place within three months of the death of the principal member.

CONTRIBUTIONS8.
CALCULATION
Contributions are calculated according to the total number of beneficiaries (member, adult and child dependants) registered on the 
Scheme, and the contributions specific to the benefit option chosen by the member. Contributions are only paid for up to 3 child 
dependants on the PROP I N N A C L E , PROSECURE PLUS  and PROSECURE  options (Premium and SAVV Y).

LATE JOINER PENALTY
A contribution loading (late joiner penalty) may be imposed on persons (a member or adult dependant) older than 35 who were not 
members or dependants of a medical scheme prior to 1 April 2001. This loading applies to any beneficiary who enjoyed cover with one 
or more medical schemes prior to 1 April 2001, with a break in cover exceeding three months since 1 April 2001.

This loading is calculated according to the years without cover, after the age of 35, with credit given for years of cover after the 
age of 21, according to the following scales:

1 - 4 years 	 = 5%
5 - 14 years 	 = 25%
15 - 24 years 	 = 50%
25+ years 	 = 75%

For purposes of this calculation, medical schemes not registered in South Africa in terms of the Medical Schemes Act are not 
recognised as valid medical schemes.

PAYMENT OF CONTRIBUTIONS
Contributions are due on the 1st of each month and 
must reach the Scheme no later than the 3rd of each 
month. Example: The contributions for January are 
payable by 3 January. The contributions of members 
on Persal (government employees), who have a 
concession according to which contributions are levied 
retrospectively, are payable before or on the last day of 
a month, e.g. the contributions for January are received 
by  31 January. This is also applicable to members whose  
contributions are paid over to the Scheme by their 
employer  and who are part of an employer group.

THE BANK DETAILS ARE:
Bank: FNB
Branch code: 25 50 05
Name of account holder: Profmed
Account number: 6203 4202 549
Reference number: Your membership number 

Please email proof to contributions@profmed.co.za, for the 
attention of Contributions.

Contributions must be paid to the Scheme by means of a debit order or electronic transfer (EFT).
 

CHANGE IN CONTRIBUTIONS
If a dependant is added, increased contributions shall be due and benefits shall accrue from the Admission date with the Scheme, 
provided that all conditions have been fulfilled.
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If a dependant is resigned, the contributions will decrease in the month following the date of the resignation, provided the resignation 
is received by the 1st of the month, giving one calender month’s notice. If the resignation is received after the beginning of the month, 
the resignation will only be effective at the end of the next month and the contributions will be adjusted the month thereafter.

WHAT WILL HAPPEN IF YOU DO NOT PROVIDE PROOF OF INCOME?
The Scheme reserves the right to request proof of income at any time.Unless satisfactory proof of income is provided, your 
contributions will fall into the highest income category, as indicated on the contribution tables. The contribution tables are contained 
in the Schedule of Benefits or you can access the Compare Options tool on the website for details.

WHY IS PRE-AUTHORISATION NECESSARY?
Pre-authorisation serves the following purposes, namely, to:

1.	 Alert the Scheme to any upcoming high-cost claims;
2.	 Allow the Scheme to apply managed care interventions and protocols;
3.	 Limit the risk to the membership by ensuring only clinically necessary and 

cost-effective treatment is funded;
4.	 Inform members of the benefit limits or restrictions in respect of the 

procedure or treatment for which they are requesting authorisation;
5.	 Provide members with the opportunity to confirm their benefits in  

respect of the procedure or treatment being authorised.
 

WHAT ARE PRESCRIBED MINIMUM 
BENEFITS?
The prescribed minimum benefits (PMBs) comprise a list of 271 Disease Treatment 
Pairs (DTPs) and a group of 26 chronic conditions, as listed in Annexure A of the 
Medical Schemes Act. The Act obliges schemes from 1 January 2000 to provide 
minimum benefits for these conditions.

PRE-AUTHORISATION9.

Pre-authorisation is based on clinical criteria, not on the 
availability of benefits and is not a guarantee of payment. 
Benefits are funded subject to the benefit limits and availability 
of funds at the time the claim is processed by the Scheme, and 
in accordance with the relevant protocols and Scheme rules. 
Authorised services or treatment must commence within three 
months of authorisation. Authorisation does not include the 
fees charged by the attending medical practitioners. It is the 
member’s responsibility to obtain pre-authorisation, which should 
be obtained at least seven days prior to the commencement 
of treatment or services. In cases of afterhours emergencies, 
authorisation must be obtained the next working day. If no 
authorisation number has been obtained at all, you may be 
responsible for a penalty of 10% to a minimum of R2 000. 
Reimbursement of services that were authorised is dependent 
on the availability of funds at the time the Scheme receives the 
claim. Funds are not reserved when authorisation is granted.

10. PRESCRIBED
MINIMUM BENEFITS

The prescribed minimum benefits provide cover for specific treatments and services as would have been provided by the 
State. A list of the 271 conditions is available on the website of the Council for Medical Schemes at 
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11. DESIGNATED SERVICE
PROVIDER NETWORKS

PRE-AUTHORISATION

www.medicalschemes.co.za. If you are uncertain of the cover in respect of a specific 
condition, enquiries may be directed to the Scheme. The 271 PMB conditions are 
not required to be registered or authorised with the Scheme. Funding for treatment 
and consultations is identified by the ICD-10 code that is provided by the medical 
practitioner on the claim

CHRONIC DISEASE LIST (CDL)
 
From 1 January 2004 schemes were obliged to fund the cost of the diagnosis, 
the procedures and consultations (Ps + Cs) relevant to the management of 
a condition, and medication of the specified list of 26 chronic conditions. 
This specified list is referred to as the “Chronic Disease List” (CDL). These 
conditions are covered in terms of the PMB legislation. 

WHAT IS A DSPN?
A DSPN is a healthcare service provider (DSP) or network of healthcare service 
providers (DSPN) contracted by the Scheme to provide diagnosis, services, treat-
ment, medicine or facilities to members in terms of both prescribed minimum 
benefits (PMBs) and non-PMBs.

WHO ARE THE SCHEME’S DSPNS?
The providers listed below have been contracted to provide services, as follows:

•	 Alcohol and drug rehabilitation: SANCA
•	 Chronic dialysis: National Renal Care, Life Healthcare (LHC) and Mediclinic
•	 Day Procedure Network (Applicable to PROSECURE PLUS , PROSECURE  and PROACTIVE PLUS  ONLY): 

Netcare, Mediclinic, National Hospital Network (NHN) facilities, Joint Medical Holdings (JMH), specified Life Healthcare 
(LHC) hospitals and Day Hospital Association of  South Africa (DHASA)

•	 Domiciliary (home) oxygen: Ecomed Medical cc
•	 Emergency medical transport (EMT) (Within RSA): Netcare 911
•	 International Travel Medical Assistance:  Azoza (known as Europ Assistance)
•	 Functional Rehabilitation Programme: Documentation Based Care (DBC) Back and Neck Programme, Workability
•	 Pharmacy: Profmed Pharmacy Network
•	 Oncology:

	- Chemotherapy and biologicals: Dis-Chem Pharmacy and Medipost
•	 Oncology Risk Management: Icon 
•	 Optometry: Opticlear
•	 Physical rehabilitation: Life Healthcare (LHC)
•	 Post-natal home-based visit: Wellness Health Insurance Pathology Services (W.H.I.P.S.)
•	 Preventative care – Pathology: Ampath, Lancet Laboratories and Pathcare
•	 Mental Health hospitalisation: Akeso (Netcare), Crescent Mental Health Services (Mediclinic), Denmar (Mediclinic), 

participating Joint Medical Holdings (JMH) hospitals and National Hospital Network (NHN) facilities and Life Healthcare (LHC)
• 	 SAVV Y  options: Mediclinic, Life Healthcare (LHC), Day Hospital Association of South Africa (DHASA), specified Independent 

hospitals, Joint Medical Holdings (JMH), other specified National Hospital Network (NHN) and specified Netcare hospitals, 
as listed on the website, with the exception of benefits for mental health hospitalisation, drug and alcohol rehabilitation, physical 
rehabilitation, subject to pre-authorisation, rules and protocols

•	 Premium options: No DSPN, with the exception of benefits for mental health hospitalisation, drug and alcohol rehabilitation, 
physical rehabilitation, subject to pre-authorisation, rules and protocols

• 	 PROSELECT  option: Mediclinic, Life Healthcare (LHC), National Hospital Network (NHN) facilities, Joint Medical Holdings 
(JMH), Day Hospital Association of South Africa (DHASA), specified Independent hospitals and specified Netcare hospitals with 
the exception of benefits for mental health hospitalisation, drug and alcohol rehabilitation, physical rehabilitation, subject to pre-
authorisation, rules and protocols
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12.1 DSPN FOR MEDICATION
The Profmed Pharmacy Network (PPN) has a national footprint across South Africa. The DSPN ensures that members are not charged 
higher dispensing fees than those reimbursed by Profmed. Profmed members are in the fortunate position that Profmed reimburses 
pharmacies at a higher rate than prescribed. The PPN is an open enrolment network and any pharmacy that agrees to charge the 
Profmed rate can join.

If your pharmacy is not part of the PPN, ask your pharmacist to call Profmed’s pharmacy benefit manager, MediKredit, on
0860 932 273 to join. Members may utilise any pharmacy of their choice, but if that pharmacy is not part of the PPN, you will be
liable for any additional levies or co-payments. The list of pharmacies in the network can be found at www.medikredit.net.

12.2 PRESCRIBED ACUTE MEDICATION
Acute medication is medication prescribed once for less than one month by a medical practitioner, e.g. tonsillitis, or medication for
conditions not listed or recognised by the Scheme as chronic conditions. Medication that you take home with you on discharge from 
hospital will also be deducted from this benefit.

12.3 OVER-THE-COUNTER MEDICATION
Over-the-counter medication (self-medication) is medication with a “NAPPI” code that can be obtained from a pharmacy without a 
prescription. The pharmacy will either claim the amount directly from Profmed or the member may pay the pharmacy upfront and claim 
the amount from Profmed by submitting the account and receipt to the Scheme. Over-the-counter medication is subject to both the 
acute medicine limit and the day-to-day limit. 

12.4 DISPENSING CYCLES
In line with the legislation, and to limit risk to the Scheme, dispensing cycles apply to the claiming of both acute and chronic medication 
as well as contraceptives. Acute medication scripts may be claimed again after three days from the last dispensing date, and chronic 
medication after 24 days from the last dispensing date. Please refer to section 19 on page 22, for more information on the dispensing 
cycles for contraceptives. In the event that you require chronic medication or contraceptives before the next dispensing cycle begins, 

•	 WHISPA Trauma, counselling and HIV Assistance Programme: Lifesense
•	 WHISPA GBV Support Programme: Lifesense

Members will be required to make use of the DSPs to avoid co-payments for the relevant services. Refer to the relevant sections in 
this Guide on how to access these networks. In instances where there is no DSP, the relevant managed healthcare principles, Scheme 
protocols, formularies, reference pricing and Scheme rules will apply. Services obtained from a non-DSPN will be reimbursed at the 
rate negotiated by Profmed with the DSPN.

HOW DO DSPNS AFFECT YOU?
The Scheme is obliged to cover certain chronic, and other conditions, in terms of the PMB algorithms (treatment protocols) published 
by the Council for Medical Schemes. This cover is obligatory, even once a member has exhausted the limits on their benefits. You may 
elect to receive treatment at a provider or facility other than the DSPN, but the Scheme will only be liable for the equivalent of the 
tariff charged by the DSP and the balance of the cost will be the responsibility of the member. 

While a member still has funds available in their day-to-day benefits, the Scheme will pay for services or treatment received for PMBs 
and non-PMBs, in terms of the rules and protocols of the Scheme and of the option the member has chosen. Once the benefit limits 
are reached, however, only PMB conditions will be covered, thereafter, at the rate charged by the DSPN.

HOW DO DSPNS BENEFIT MEMBERS?
The Scheme negotiates discounted rates with DSPNs. When a member makes use of the DSPN, the amount deducted from the
member’s benefit limit is in accordance with the discounted rate charged by the DSPN, leaving more funds available in the member’s 
benefit limit for other relevant expenses. The Scheme can also ensure that members receive the most appropriate treatment to 
facilitate better outcomes.

12. USE OF MEDICATION
(DSPN)
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please contact the Scheme to make appropriate arrangements for you to have access to the medication, without having to pay out of 
your pocket. 

If you require more than one month’s supply of chronic medication
In terms of legislation, medical schemes cannot fund more than one month’s supply of medication at a time. Please obtain
authorisation from the Scheme if you require more than one month’s supply of chronic medication (but not more than 150 day’s 
supply), e.g. when going on vacation. Members who are registered for chronic medication and travelling outside the borders of South 
Africa can apply for an extended supply of chronic medication of not more than five months.

You need to apply at least seven working days prior to departure. To request your extended supply of medication, complete the 
Request for Extended Supply of Chronic Medication form and return it to chronic@medikredit.co.za. Should you have any queries 
regarding your request, please contact 0800 132 345.

12.5 PRESCRIBED CHRONIC MEDICATION 
        (LIFE-SUSTAINING MEDICATION)
Chronic medication is medication used for more than a month for the conditions listed Table 1 (page 14), Tables 2, 3 and 4  
(page 14 and 15).

Criteria that qualify for the chronic medication benefit

1.	 Although your doctor may define your condition as being chronic, the condition may not fulfil the Scheme criteria to qualify for 
benefits from the chronic medication benefit.

2.	 Access to chronic medication from the chronic benefit is subject to specific clinical criteria and medication formularies.
3.	 For any listed chronic condition, only specific drugs are funded from the chronic benefit. Drugs not qualifying for the chronic 

benefit may be considered for funding from the acute medicine benefit.
4.	 Profmed may limit the treatment covered in accordance with gazetted therapeutic algorithms, and reference pricing, and 

MMAP® will apply. This will assist you to make optimum use of your benefits.
5.	 Unregistered drugs and “off-label” usage of drugs will not be funded. Off-label drugs are medication used for a condition for 

which they are not specifically registered.
6.	 Certain PMB high-cost drugs which are not listed in the algorithms will only be covered on the PROP I N N A C L E  and 

PROPINNACLE SAVV Y  options, subject to protocols and Scheme rules. 
7.	 It is vital that you are aware of the expiry date of your authorisation and to renew the authorisation timeously. Only the treating 

doctor or your pharmacist can authorise your chronic condition and medication.
8.	 If your chronic medication is not authorised before the expiry date, benefits will be paid from the acute medicine benefit, subject 

to the availability of funds.

CONDITIONS THAT ARE COVERED
Benefits for chronic medication are limited to the CDL conditions listed in Table 1 (page 14) and the non-CDL conditions listed in 
Tables 2, 3 and 4 (page 14 and 15). Oncology adjunctive treatment is paid from risk and not from the member’s Chronic Medication 
benefit.

Cover for these conditions is available on the following options: 

•	 Members on the PROP I N N A C L E  and PROPINNACLE SAVV Y  options are covered for the conditions listed in Table 
1, Table 2 (58 conditions in total), and Table 4, plus relevant DTP conditions.

•	 Members on the PROSECURE PLUS  and PROSECURE , and their SAVV Y  equivalents are covered for the conditions 
listed in Table 1, Table 3 (39 conditions in total) and Table 4, plus relevant DTP conditions.

•	 Members on the PROACTIVE PLUS  and PROACTIVE PLUS SAVV Y  options are only covered for the conditions in 
Table 1 (26 conditions in total) and Table 4, plus relevant DTP conditions.

•	 Members on the PROSELECT  and PROSELECT SAVV Y  options are only covered for the conditions in Table 1 (26 
conditions in total) and Table 4, plus relevant DTP conditions.
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1.	 Addison’s Disease
2.	 Asthma
3.	 Bipolar Mood Disorder
4.	 Bronchiectasis
5.	 Cardiac Failure
6.	 Cardiomyopathy Disease
7.	 Chronic Obstructive 

Pulmonary Disorder
8.	 Chronic Renal Disease

9.	 Coronary Artery Disease
10.	 Crohn’s Disease
11.	 Diabetes Insipidus
12.	 Diabetes Mellitus Types 1 and 2
13.	 Dysrhythmias
14.	 Epilepsy
15.	 Glaucoma
16.	 Haemophilia
17.	 HIV/AIDS

18.	 Hyperlipidaemia
19.	 Hypertension
20.	 Hypothyroidism
21.	 Multiple Sclerosis
22.	 Parkinson’s Disease
23.	 Rheumatoid Arthritis
24.	 Schizophrenia
25.	 Systemic Lupus Erythematosus
26.	 Ulcerative Colitis

TABLE 1  PRESCRIBED MINIMUM BENEFIT CDL* CONDITIONS Available on ALL Options

1.	 Allergic Rhinitis – in 
patients with asthma

2.	 Alzheimer’s Disease
3.	 Ankylosing Spondylitis
4.	 Attention Deficit Hyperactivity 

Disorder (ADHD)
(children up to age 18)

5.	 Benign Prostatic Hypertrophy
6.	 Cushing’s Syndrome
7.	 Cystic Fibrosis
8.	 Deep Vein Thrombosis
9.	 Gastro-Oesophageal 

Reflux Disorder

10.	 Gout
11.	 Hypoparathyroidism
12.	 Hyperthyroidism
13.	 Major Depressive Disorder
14.	 Malabsorption Syndrome
15.	 Meniere’s Disease
16.	 Motor Neuron Disease
17.	 Myasthenia Gravis
18.	 Obsessive Compulsive Disorder
19.	 Oncology Adjunctive Treatment
20.	 Osteoarthritis
21.	 Osteoporosis

22.	 Paget’s Disease
23.	 Paraplegia & Quadriplegia
24.	 Peripheral Vascular Disease
25.	 Pituitary Adenomas/Hyperfunction 

of Pituitary Gland
26.	 Post-Organ Transplant (non-DTP)
27.	 Psoriatic Arthritis
28.	 Pulmonary Interstitial Fibrosis
29.	 Stroke/Cerebrovascular Accident
30.	 Systemic Connective 

Tissue Disorders
31.	 Tuberculosis
32.	 Valvular Heart Disease

TABLE 2  OTHER NON-CDL* CONDITIONS Available ONLY on PROPINNACLE 
and PROPINNACLE SAVVY  options

1.	 Allergic Rhinitis – in 
patients with asthma

2.	 Alzheimer’s Disease
3.	 Ankylosing Spondylitis
4.	 Attention Deficit Hyperactivity 

Disorder (ADHD)

(children up to age 18)
5.	 Benign Prostatic Hypertrophy
6.	 Major Depressive Disorder
7.	 Obsessive Compulsive Disorder
8.	 Oncology Adjunctive Treatment

9.	 Osteoporosis
10.	 Paraplegia & Quadriplegia
11.	 Pituitary Adenomas/Hyperfunction 

of Pituitary Gland
12.	 Psoriatic Arthritis
13.	 Valvular Heart Disease

TABLE 3  OTHER NON-CDL* CONDITIONS  Available ONLY on P R O S E C U R E  P L U S, 
P R O S E C U R E  and their SAVVY equivalents

A D D I T I O N A L :  Attention Deficit Hyperactivity Disorder (ADHD) (Children up to age 18).

A D D I T I O N A L :  Attention Deficit Hyperactivity Disorder (ADHD) (Children up to age 18).

TABLE 4  PMB CONDITIONS Available on ALL Options

Relevant conditions on the list of the 271 prescribed minimum benefit conditions, e.g. hormone replacement therapy for menopause, 
immuno-suppressive therapy for post-organ transplants.

C O N D I T I O N S  A N D  M E D I C A T I O N S  E X C L U D E D  F R O M  C H R O N I C  M E D I C A T I O N  B E N E F I T S

1.	 Botox
2.	 Food supplements
3.	 Homeopathic medication
4.	 Vitamins and minerals

5.	 Laxatives and stool softeners
6.	 Hypnotics and anxiolytics (sleep 

& anxiety-related medication)
7.	 Slimming preparations

8.	 Eye lubricants
9.	 Muscle relaxants
10.	 Antidiarrhoeals

Excluded medications include, but are not limited to:
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HOW DO YOU ACCESS THE CHRONIC MEDICATION BENEFIT?
If you are diagnosed with one of the chronic conditions listed in Table 1, 2, 3 or 4, you can only have access to chronic medication 
once the chronic condition has been registered with Chronic Authorisations.

Therefore, your chronic condition must be registered first in order for your chronic medication to be authorised. The condition only
needs to be registered once. This applies to all eligible chronic conditions. If the medication is claimed without an authorisation, the 
cost will be processed from the acute medication benefit or rejected if no acute medication benefit is available.

WHO CAN REGISTER YOUR CHRONIC CONDITION?
As detailed clinical information is required to register your chronic condition, including the condition’s ICD-10 code and severity 
status, the treating doctor’s rooms or a pharmacist is required to register the chronic condition. This is done telephonically by the 
treating doctor’s rooms or  your pharmacist by calling 0800 132 345.

Once your condition has been registered, you will have access to the Condition Medicine List (CML). This is a list of drugs 
appropriate for the treatment of that condition. Refer to the CML at www.medikredit.net to do a medicine search, to find out if a 
co-payment applies to your medication.

The CML includes formulary drugs. These are drugs that are available to all patients with a specified condition to which no 
reference price (co-payment) applies, provided they are claimed in appropriate quantities.

Reference pricing and MMAP® may apply to non-formulary drugs for CDL, non-CDL and PMB conditions, in accordance with 
the option selected by the member.

WHERE CAN I OBTAIN THE CONDITION MEDICINE LIST (CML)?
The CML is available in search facility format at www.medikredit.net. The search facility can also be accessed from the Profmed
website. Select the “Additional Information on Benefits” tab, click on “Chronic Medication tile”, for further information.

C O N D I T I O N S  A N D  M E D I C A T I O N S  E X C L U D E D  F R O M  C H R O N I C  M E D I C A T I O N  B E N E F I T S

1.	 Acne
2.	 Headaches/migraines
3.	 Constipation

4.	 Irritable Bowel Syndrome (IBS)
5.	 Diverticular disease
6.	 Dry eye syndrome

7.	 Insomnia

Excluded medications include, but are not limited to:

12.6 REFERENCE PRICING
Certain products on the Condition Medicine List (CML) have reference pricing applied. Reference pricing is the maximum 
price for which the Scheme is liable for specific medication or classes of medication listed on Profmed’s CML. The reference 
price differs from one option to another and will be most restrictive on the PROSELECT , PROSELECT SAVVY , 
PROACTIVE PLUS  and PROACTIVE PLUS SAVVY  options, and progressively least restrictive on the more 
comprehensive options (PROSECURE , PROSECURE PLUS , PROP I N N A C L E , and their SAVVY  equivalents). 
The CML will indicate whether a co-payment applies to your medication as a result of reference pricing or other interventions. 
Refer to the “Chronic Medication” page on the website for more information on reference pricing.

12.7 MAXIMUM MEDICAL AID PRICE (MMAP®)
By utilising the MMAP® range of drugs available to you, you will maximise the limits available on your chronic, acute and 
day-today benefits. Profmed’s pharmacy benefit manager, MediKredit, determines the MMAP® price levels by conducting 
surveys in the medication market, and is responsible for the implementation of MMAP®. MMAP® is the maximum price 
the Scheme is prepared to pay for specific categories of medication. This means that if you should choose to receive the 
MMAP® product, which will be within the permitted limits, Profmed will pay the full price of this product (dispensing fees are 
paid per the DSPN tariff). If, however, you choose medication that is more expensive than this price, you will be responsible 
for the price difference. MMAP® products have been chosen because they have been tested, tried and approved by the 
Medicines Control Council. Approval is based on evaluation criteria that determine whether the product may be regarded as 
the pharmaceutical equivalent (also known as “generic product”) of other  popular brands. The composition and effect of the 
generic products is thus the same, but may differ in price. 
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To stretch your medication and day-to-day benefits further and to effect savings on your medical costs, we advise you to:

1.	 ask the doctor to prescribe generic medication where possible; and
2.	 make use of a pharmacy in Profmed’s pharmacy network to prescribe medication for minor conditions.

 

MEDICATION NOT INCLUDED ON THE CML
The CML does not list all medication that may be required to treat a patient’s condition. Some medication requires specific  
pre-authorisation. This authorisation will be granted for a limited period, depending on your prescription and the motivation, which is 
required from the treating doctor. At the end of the period, a new authorisation needs to be obtained. As detailed, clinical information 
is required to authorise these drugs, the treating doctor is requested to obtain this authorisation from Chronic Authorisations on 
0800 132 345. 

PLEASE NOTE:

The CML is not a fixed list of products. This list is continuously being revised with regard to new products being registered, products 
that have been taken off the market, price changes, maximum medical aid prices (MMAP®) that change, and changes to the product 
registration details. 

Certain high-cost chronic medication will only be funded on the ProPinnacle and ProPinnacle Savvy options and at a
reimbursement rate approved by the Scheme. 

Certain products will only be authorised if prescribed by the appropriate specialist. In exceptional circumstances only, these drugs
may be authorised by a non-specialist. The medical practitioner should contact the Chronic Authorisations pre-authorisation
helpdesk on 0800 132 345.reimburse

If you require chronic medication, you must follow this procedure:

1.	 Inform the doctor of the CML when you visit them for a condition that requires chronic medication. Your doctor shouldrefer to 
the CML when they prescribe medication for your chronic condition. If it is the first time you are diagnosed withthe condition, 
your doctor’s rooms will have to register this condition with Chronic Authorisations on the tollfree number 0800 132345. 
The doctor’s rooms can also call this number to discuss your medication requirements and to obtain telephonic authorisation 
formedication that does not appear on the CML.

2.	 Your doctor will then issue a prescription so that you can obtain the medication from a pharmacy. With your doctor’sprescription 
and your Profmed membership details, the pharmacist will submit a claim by means of the MediKredit Healthnetfacility, in terms 
of the Scheme’s benefit for chronic medication. Your doctor can also dispense the medication, provided theyhave a dispensing 
licence.  

PLEASE NOTE: Only the doctor’s rooms and pharmacists may make use of the Chronic Authorisations number. Members 
and patients may not use this line, but can obtain further information on existing chronic authorisations from Client Services by 
calling 0860 679 200.

3.	 If certain medication is denied authorisation after discussion with your doctor, you may claim it from your acute medicine benefit 
or pay for it yourself.

4.	 MMAP® will apply to certain medication on the CML. Generic equivalents that fall within the maximum medical aid price are 
available and also appear on the CML. If the doctor should prescribe a product that costs more than the maximum medical aid 
price, you will be responsible for paying the price difference when you purchase the medication. 

 

PROCESSING OF PHARMACY CLAIMS
Pharmacy claims are processed electronically, online and in real-time. When the pharmacist dispenses medication, the system
automatically accesses the relevant member’s details and benefit information from the Scheme’s database and provides the pharmacist 
with a response from the Scheme immediately. The pharmacist is therefore immediately able to see whether the claim was processed 
or not, which benefit it was processed from (chronic or acute), and whether the member will be required to pay a co-payment. In 
the case of repeat scripts, for example for chronic medication, the pharmacist is also able to advise advise the member when their 
prescription needs to be re-issued or the medication needs to be re-authorised. 

On rare occasions, the system interface between the pharmacy, MediKredit (Profmed’s pharmacy benefit manager) and Profmed
may not be operational. The pharmacy system then goes into “stand-in” mode. In the event of this happening, MediKredit processes 
claims using the daily data transfer of benefit information from Profmed. Pharmacy claims are then processed between the pharmacy 
and MediKredit to verify member information and benefit availability. As these transactions are not real-time, there are instances in 
which the information provided on the data transfer may be outdated as medical schemes are high-volume transaction businesses. 
In this instance, the MediKredit system could approve a claim, but once processed by the Scheme, the claim could be rejected due 
to insufficient benefits or a co-payment may be applicable. In this instance the provider will be short-paid and the member will be 
responsible for the balance.
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PRE-AUTHORISATION OF HOSPITAL ADMISSIONS
Before a beneficiary can be admitted to hospital for an elective procedure, it is the member’s responsibility to obtain authorisation by 
calling 0860 776 363. Procedures or treatment can be authorised between 07:30 and 18:00 from Mondays to Fridays.
In an emergency, or for after-hours admissions, authorisation must be obtained on the first working day after admission. If, for any
reason, you are not able to request the authorisation yourself, one of your family members or the healthcare provider must obtain it on 
your behalf.

INFORMATION REQUIRED FOR AUTHORISATION
a. Your membership number;
b. The full name of the patient being hospitalised;
c. The name of the hospital to which the patient is being admitted;
d. The reason for the hospital admission or the diagnostic procedure, i.e. the ICD-10 code and procedure code;
e. The date of admission and the date on which the procedure is scheduled to be carried out;
f. The particulars of the doctor or service provider (practice code number, initials, surname and telephone number).

Always ask your doctor for a full description of the: 

•	 Reason for admission;
•	 Associated medical diagnosis; and
•	 The procedure to be done as well as the procedure code.

Once the abovementioned information has been reviewed, you will be provided with an authorisation number and informed of the
number of days that will be covered in hospital. If an authorisation number is obtained only after treatment has started or after a
procedure has been carried out, or if no authorisation number has been obtained at all, you may be responsible for a penalty of 10% to 
a minimum of R2 000 with regard to the treatment or procedure. 

Authorisation also applies to pregnancy admissions and maternity deliveries.
 
Please note that a pre-authorisation reference number does not guarantee payment. Refer to “Pre-Authorisation” on page 11 in this 
Guide for further information in this regard.

In certain instances, you may be requested to submit a motivation for a procedure or to obtain a second opinion. These requests are 
made under the guidance of a panel of suitably qualified doctors and professionals in an attempt to ensure appropriate use of your 
benefits, and to best utilise the funds of the Scheme to the advantage of the entire membership.

ARE LAPARASCOPIC PROCEDURES COVERED?
Laparascopic procedures will only be reimbursed if pre-authorised pre-operatively and in terms of the protocols, and the particular
procedure complies with specific clinical criteria. If authorisation is not obtained, these procedures will be reimbursed at the equivalent 
rate of the conventional procedure or declined.

HOSPITAL UTILISATION 
MANAGEMENT13.

14. DISEASE MANAGEMENT 
PROGRAMMES

These programmes are all subject to the Scheme’s management protocols. 

14.1 ONCOLOGY PROGRAMME 

WHAT TREATMENT IS COVERED FROM THE ONCOLOGY BENEFIT?
Profmed’s oncology benefit includes radiation therapy and/or chemotherapy, radiology and pathology to counteract the cancer 
and adjunct treatment, as well as 180 days of oncology-related consultations, medication, procedures and investigations for post-
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treatment monitoring and surveillance, subject to Profmed protocols, costings and PMB legislation. Members are required to make use 
of the DSPN for chemotherapy and oncology biologicals. See section 11 (page 12) for more information on the DSPN. Benefits are 
subject to the limits on each option. Once the benefit limit has been reached, only PMB’s are funded thereafter.

The purpose of the oncology programme is to: 

•	 co-ordinate and manage the care of patients throughout the course of the treatment;
•	 ensure that patients are put onto a treatment plan;
•	 ensure that the treatment plan is managed in relation to the benefits available, in consultation with the oncologist or treating 

physician;
•	 involve patients during the treatment period; and
•	 promote optimal wellbeing.

HOW TO REGISTER ON THE PROGRAMME
Once a patient has been diagnosed, and prior to commencement with treatment,  they need to contact 0860 776 363. A trained 
and qualified advisor will explain the  benefits available and request the patient to obtain a treatment plan from the  oncologist. The 
treatment plan must be emailed to oncology@profmed.co.za.  The plan will be evaluated and, in consultation with the oncologist, a 
treatment  plan specific to the condition will be authorised in accordance with the  Scheme’s rules and protocols.

The following treatment and procedures will be paid from the oncology  benefit, subject to the limits per option, provided claims are 
submitted  with the correct ICD-10 codes to match the authorisation:

•	 Chemotherapy and oncology biologicals: subject to use of DSPN;
•	 Hospitalisation;
•	 Pathology;
•	 Medication, including medication to treat complications of  cancer or cancer therapy (oncology adjunctive treatment),  subject to 

oncology programme protocols;
•	 A co-payment applies to biologicals and other specified drugs;
•	 Radiology, including MRI, CT and PET scans; 
•	 Consultations by the treating oncologist (in- and out-of-hospital).
•	 Related costs, such as the cost of wigs, stoma bags and breast prostheses, will be covered from the external appliance benefit.

FUNDING OF POST-MASTECTOMY PROSTHESIS 
 
The Scheme will fund 2 bras in the year of the procedure, thereafter 1 bra per  annum at a cost of R700 per mastectomy bra. 
 

PLEASE NOTE: 
Medication and procedures not directly related to the oncology treatment, e.g.  high blood pressure medication and anti-depressants, 
etc., will be paid from the relevant  chronic or day-to-day benefit.

DSPN - CHEMOTHERAPY AND ONCOLOGY BIOLOGICALS
In order to avoid co-payments it is necessary to obtain the relevant medication from the DSPN, for chemotherapy and oncology 
biologicals. The DSPN is Dis-Chem Pharmacy and Medipost.

DO I GET ONE AUTHORISATION NUMBER FOR MY TOTAL TREATMENT?
No, authorisation numbers are issued separately for chemotherapy, radiation therapy, hospitalisation and radiology. An authorisation 
number must be obtained for each procedure. Blood tests are authorised together with the concomitant chemotherapy or radiation 
therapy.

WHAT NUMBER MUST I CALL?
For authorisation in respect of hospitalisation, radiation therapy and chemotherapy in a doctor’s rooms, during hospitalisation and on an 
outpatient basis at the hospital, as well as radiation therapy, MRI, CT and PET scans, call 0860 776 363.

14.2 PERITONEAL DIALYSIS AND HAEMODIALYSIS PROGRAMME  
The comprehensive dialysis management programme ensures that members receive optimal treatment at cost-effective cover. To 
qualify for benefits, members must register on the programme by calling 0860 776 363. You will be requested to submit a treatment 
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ENDOSCOPIC EXAMINATIONS

plan, which will be authorised in conjunction with your treating physician, according to protocols.

DSPN – CHRONIC DIALYSIS  
In order to avoid co-payments, it is necessary to make use of the DSPN contracted to provide services for chronic dialysis, which is 
National Renal Care, Life Healthcare and Mediclinic.

WHAT DOES THIS BENEFIT COVER?
•	 Chronic haemodialysis;
•	 Approved blood tests, e.g. pre- and post-dialysis renal function tests; and
•	 Certain approved investigations related to the condition (subject to the protocols of the programme).

PLEASE NOTE: 
Claims will be paid according to the benefit option the member has chosen and the use of the DSPN.

14.3 TRANSPLANTS 

WHAT IS COVERED? 

Cover for pre-, intra-, and post-operative treatment is available to members. To qualify for benefits, register on the programme by
calling 0860 776 363. Members will be required to submit a treatment plan, including a comprehensive quotation from the attending 
physician, which will be authorised in conjunction with the doctor, according to protocols. 

Post-operative chronic and immuno-suppressant medication will be paid from the chronic benefit and will be paid in accordance with 
the option the member has chosen. The formularies and protocols of the Scheme will apply. Chronic medication must be authorised by 
the attending doctor’s rooms or pharmacist by calling 0800 132 345. 

DONOR COSTS
Benefits for donor costs are only available to a Profmed member who is a donor to a Profmed transplant recipient. The Scheme does 
not cover the donor costs of a Profmed member who elects to be a donor to a transplant recipient who is not a Profmed member. PMB 
legislation applies in all instances.

Requests for endoscopic procedures to be done under conscious sedation are subject to Profmed protocols and pre-authorisation.
General anaesthetic will only be covered in exceptional circumstances and will be subject to protocols.
 
Gastroscopies, colonoscopies, sigmoidoscopies and anoscopies will be covered only in a suitably equipped procedure room.
Authorisation must be obtained by calling 0860 776 363.

ENDOSCOPIC 
EXAMINATIONS15.
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WHAT AM I COVERED FOR?
This benefit is divided into two categories; namely:

Category 1 – Internal surgical devices
The use of internal surgical devices requires authorisation. This benefit includes, but is not limited to the following items:

•	 Cochlear implants •	 Implantable cardiac defibrillators
•	 Internal nerve stimulators •	 Artificial sphincters
•	 Artificial intervertebral discs •	 Cardiac stents
•	 Abdominal aortic stents •	 Joint replacements

INTRA-OCULAR LENSES
The Scheme covers two intra-ocular lenses per event, allowing for bilateral cateract procedures. 

Benefits are subject to pre-authorisation by calling 0860 776 363 and are paid from the risk benefit, subject to the benefit limit.

Category 2 – External prostheses and appliances

This benefit includes, but is not limited to insulin pumps, stoma bags and domiciliary (home) oxygen therapy, and is subject to the
benefit limit. This benefit is not subject to the day-to-day limit.

Insulin pumps are available every 48 months, calculated from the last date of service.

Home oxygen is subject to the use of the DSPN. Ecomed Medical cc is the DSPN for home oxygen. In order to avoid  
co-payments it is necessary to make use of the DSPN.

The hearing aid benefit is available every 24 months and is not subject to the day-to-day limit.

Pre-authorisation for all external prostheses and appliances is required by calling 0860 776 363.
 
The following “Other” prostheses and appliances are subject to a sub-limit, which is subject to the day-to-day limit:

•	 Orthopaedic braces out-of-hospital •	 Wheel chairs
•	 Walking frames •	 Crutches

PLEASE NOTE:
The external prostheses and appliance benefit is not available on the PROACTIVE PLUS , PROACTIVE PLUS SAVV Y , 
PROSELECT  and PROSELECT SAVV Y  options.

WHAT IS NOT COVERED?

If you are not sure whether an item is covered, refer to Annexure C of the rules of the Scheme, available for download at  
www.profmed.co.za, or call Client Services on 0860 679 200.

DEVICES & 
APPLICANCES16.

THE MOST COMMONLY USED ITEMS NOT COVERED ARE:

1.	 Apnoea monitors 
2.	 APS therapy machines or similar equipment 
3.	 Bedpans 
4.	 Cushions, sheepskins and waterproof sheets 
5.	 Health shoes, e.g. Green Cross 
6.	 Humidifiers 
7.	 Kidney belts 
8.	 Mattresses, waterbeds and special beds and chairs 
9.	 Medic Alert bands

10.	 Motorised mobility devices
11.	 Nappies for adult use
12.	 Orthopaedic shoe inserts and retail innersoles
13.	 Repairs of durable goods
14.	 Repairs of hearing aids
15.	 Replacement batteries for medical 

appliances or devices, e.g. hearing aids
16.	 Safe-hip prostheses
17.	 Toilet seat raisers
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Profmed’s optometry benefits are subject to clinical protocols and are applied over a 24-month period calculated from the last date 
of service. If members utilise their benefits within Profmed’s protocols, members will not be liable for co-payments. Profmed excludes 
sunglasses and spectacle lens tinting. All optometry benefits are subject to the day-to-day limit, and frames and contact lenses are also 
subject to a benefit sub-limit. Optometry benefits are not available to members on the PROSELECT  and PROSELECT SAVV Y 
options. The PROACTIVE PLUS  and PROACTIVE PLUS SAVV Y  options only cover eye examinations, and it is paid from 
the day-to-day limit.

PLEASE NOTE:

A limited benefit for refractive surgery is available only on the PROP I N N A C L E  and PROPINNACLE SAVV Y  options.

Profmed’s dental benefits are amongst the richest in the industry. Hospitalisation for dentistry under general anaesthetic that has 
been authorised is paid from risk and not from the member’s day-to-day dentistry benefits. Members across all options have access 
to an in-hospital and out-of-hospital dentistry benefit, except on the PROACTIVE PLUS  and PROACTIVE PLUS SAVV Y 
options, where it is subject to the day-to-day limit.

OPTOMETRY 
BENEFIT17.

DENTAL 
BENEFIT18.

Conservative and advanced 
dentistry  
(out-of-hospital)

Maximum R16 100 per 
family

Maximum R13 800 per 
family

Subject to the overall 
annual day-to-day 
limits

R1 058 per beneficiary
Maximum  
R2 000 per family

+
Orthognathic surgery 
(in-hospital)

R41 200 per family - - -
+

Hospitalisation and anaesthetists
Unlimited* Unlimited* Unlimited* Unlimited*

+
Extensive conservative dentistry 
in hospital for children younger 
than 8 years

Unlimited* Unlimited* Unlimited* Unlimited*

MEMBERS HAVE ACCESS 
TO THE FOLLOWING 
DENTISTRY BENEFITS:

*Subject to pre-authorisation and protocols.
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FUNCTIONAL ORTHOGNATHIC SURGERY
This benefit is only available to members on the PROP I N N A C L E  and PROPINNACLE SAVV Y  options and is subject to 
a benefit limit. All costs related to the event will accumulate to this limit, including but not limited to the surgeon fee, assistant fee, 
anaesthetist, hospitalisation, etc. Pre-authorisation must be obtained by calling 0860 776 363. 

DENTAL LABORATORY SERVICES
The cost of dental laboratory work (in- and out-of-hospital) cannot be claimed under pathology or consultation fees, but will be
deducted from the available day-to-day dentistry benefit. 

ORTHODONTIC TREATMENT
Orthodontic treatment is subject to pre-authorisation and the submission of a treatment plan. Treatment without pre-authorisation 
will be excluded from benefits. For more information concerning treatment plans, please call 0860 679 200. You will be requested 
to email the treatment plan to dental@profmed.co.za. Orthodontic treatment is limited to beneficiaries up to age 18. Benefits are 
subject to management, and the protocols and rules of the Scheme. 

PRE-AUTHORISATION
All dental treatment in hospital must be pre-authorised prior to commencement. Call 0860 679 200 to request authorisation.
In-hospital dentistry will be subject to strict management and protocols. Please refer to section 9 “Pre-authorisation” on page 11 in this 
Guide for more information on authorisation.

DENTISTRY IN HOSPITAL
It is generally accepted in the medical scheme industry that dentistry is considered to be an out-of-hospital benefit and is not 
covered in-hospital on hospital-only options. Profmed is, therefore, unique in that dentistry in hospital is covered on Profmed’s 
hospital options, PROSELECT  and PROSELECT SAVV Y . In-hospital procedures on all options are subject to protocols and 
authorisation and only specific procedures are covered in hospital. Basic dentistry in hospital on PROSELECT  and PROSELECT 
SAVV Y  will be approved in specific cases only, namely, extensive conservative dental treatment in children younger than 8 years 
(24-month benefit), and permanent tooth impaction removal. 

•	 Plastic dentures
•	 Root canal treatment
•	 Surgery (excluding functional 

orthognathic surgery)

CONSERVATIVE AND ADVANCED DENTISTRY IN THE DENTIST’S CHAIR INCLUDES:

•	 Consultations
•	 Extraction of teeth
•	 Preventative dental care
•	 Crowns

•	 Orthodontic treatment
•	 Periodontics
•	 Filling of teeth

•	 Dental implants
•	 Bridges

CONTRACEPTIVES19.
This benefit is funded at 100% Single Exit Price plus dispensing fee at DSPN rate, subject to a benefit limit per beneficiary per annum, 
and is paid from risk, not from the member’s day-to-day benefits. This benefit covers oral contraceptives and patches, the injection, 
implants and also includes intra-uterine devices. Contraceptives used for any other purpose than contraception will be funded from the 
available day-to-day benefit. Dispensing cycles apply, i.e. repeat scripts may only be obtained after 20 days from the last dispensing 
date. 

DISPENSING CYCLES ARE AS FOLLOWS:
•	 Oral and patches: every 20 days;
•	 Injections: 3 to 6-month cycle; and
•	 Intra-uterine devices and implants: 3 to 5-year cycle.
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As part of our commitment to your wellbeing, the preventative care benefit encourages the early detection of the most frequently 
diagnosed high-risk diseases. Early treatment reduces the risk of complications and is more likely to secure a better prognosis for the 
patient. This benefit provides cover for specified pathology and radiology investigations, and vaccinations. One consultation is paid 
from the Preventtive Care benefit, thereafter will be subject to the available day-to-day benefits. Beneficiaries with condition-specific 
waiting periods relevant to this benefit do not qualify to receive cover under this benefit for the duration of the waiting period. 

All relevant diagnostic procedures and tests are paid from the risk benefit in terms of the rules and protocols. 

Follow-up investigations, treatment or consultations resulting from these tests are not paid from this benefit but are funded from the 
relevant chronic, day-to-day or other benefit in terms of the rules, limits and protocols of the option the member has chosen. 

WHO QUALIFIES FOR THIS BENEFIT?
Your health is our priority and for this reason we provide preventative care benefits across all our benefit options. This benefit is available 
to all beneficiaries, subject to the specific criteria.

WHAT DOES THE PREVENTATIVE CARE BENEFIT COVER?
•	 Mammography for breast cancer is available to woman 40 to 55 years, and every two years for woman 56 years and older. Women 

who are younger than 40 and who are pre-disposed to breast cancer also qualify but a motivation from your doctor must be 
submitted to the Scheme. Available every two years. Contact 0860 776 363. You will be requested to submit a motivation, which 
must be emailed to preauth@profmed.co.za. 

•	 Prostate Specific Antigen (PSA) testing for prostate cancer is available to men who are 40 years or older.
•	 Pap smears for cervical cancer are available to women who are 18 years or older. Profmed also funds liquid-based cytology tests, 

which is the latest development in screening for cervical cancer. This test is funded at the same rate as the conventional Pap smear. 
A co-payment could apply.

•	 Fasting blood tests (cholesterol) for cardiac disease are available to men and women who are 40 years or older. The patient will be 
required to fast prior to the blood test.

•	 Fasting blood sugar test for late onset diabetes is available to men and women who are 40 years or older. The patient will be 
required to fast prior to the blood test.

•	 Influenza vaccine is available to beneficiaries of all ages.
•	 Human papilloma virus (HPV) vaccine is available to males and females 9 - 27 years of age. The benefit covers the initial vaccine and 

follow-up boosters.
•	 Child immunisation vaccines are available to children 0 - 12 years old, per the Department of Health’s immunisation schedule.
•	 Pneumococcal vaccine is available every five (5) years, to adults 65 years and older, as well as to patients of all ages who are 

respiratory compromised or who have related chronic diseases.
•	 Pre-authorisation is not required, except in the case of mammography for women under 40 years of age.
•	 HIV testing.
•	 Newborn hearing screening.
•	 Faecal occult blood test (males and females 50 years and older).
•	 Bone densitometry (males and females 65 years and older, every five years).

PREVENTATIVE 
CARE20.

THIS BENEFIT PROVIDES COVER FOR THE FOLLOWING VACCINES:

•	 Influenza	
•	 Child immunisations

•	 Human papilloma virus	
•	 Pneumococcal

TESTING IS COVERED FOR THE FOLLOWING:

•	 Breast cancer
•	 Cervical cancer
•	 Late onset diabetes

•	 Prostate cancer
•	 Cardiac disease
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•	 Human papilloma virus (HPV) screening (females 25 to 65 years, every 5 years).
•	 Malaria prophylaxis (males and females of all ages).
•	 Tobacco and alcohol counselling, screening and brief intervention (males and females 18 years and older).

CONSULTATIONS FOR PREVENTATIVE CARE
One consultation is paid from the Preventative Care benefit, but only when it is necessary for the diagnostic testing, e.g. Papsmear, 
PSA testing, to be done by a medical practitioner or where interpretation of the results of the diagnostic test must be done by a 
medical practitioner. Thereafter, consultations will be subject to the available day-to-day benefits. 

Where services, such as immunisation, can be obtained from a retail pharmacy clinic or directly from a radiology or pathology 
practice, for example, for mammography, cholesterol blood tests, etc., such services will be funded from the member’s day-to-day 
benefits, if available.

DIGITAL HEALTH ASSESSMENTS
The preventative care benefit provides cover for digital health assessments. This benefit is available to the principal member 
and beneficiaries who pay adult dependant contributions. The AI-driven digital health assessment tool allows beneficiaries to 
easily complete primary healthcare screenings via cutting-edge facial recognition technology. The benefit covers two scans per 
beneficiary. The 2nd screening must be conducted after 6 months. A screening after 6 months will assess the effectiveness of 
personalised lifestyle recommendations and encourage healthy habits while supporting preventive care. 

The digital health assessment tool is non-invasive, convenient and FDA approved.

WHAT DOES IT TEST?
•	 Respiration rate
•	 Oxygen saturation
•	 Blood pressure
•	 Heart rate
•	 Body Mass Index (BMI) 

HOW DOES IT WORK? 

Beneficiaries can only complete the the facial scan via the Profmed App. Simply, take a photo, start the scan, and in under 60 
seconds you will receive fast reliable results, helping you take control of your health. Depending on your biometric results, should 
you rank in a lower score category, you will be seamlessly directed to our dedicated Disease Risk Management (DRM) team for 
further assessment. This proactive approach helps identify potential health risks early, guiding you to take the necessary steps 
to improve your well-being. Members may be encouraged to complete a full physical health assessment to ensure personalised, 
preventative care and optimal health management.

DESIGNATED SERVICE PROVIDER (DSP)
We have contracted with all pathology groups to provide pathology services to Profmed members in respect of this benefit. Funding 
is covered in terms of the protocols of the Scheme as indicated in the Schedule of Benefits.

NOTE:

Should a member use the services of a provider other than the DSP, the member will be liable for any co-payment, which will be  
deducted from the member’s day-to-day limit. Members on the PROSELECT  and PROSELECT SAVV Y  options will be 
liable for the full amount.
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Maternity benefits are available on all options. In-hospital maternity-related treatment is covered on all options and out-of-hospital 
treatment is covered on the PROP I N N A C L E , PROSECURE PLUS , PROSECURE , PROACTIVE PLUS  (Premium 
and SAVV Y) options. The PROP I N N A C L E  (Premium and SAVV Y) options offers unlimited in-hospital cover in private wards, 
PROSECURE PLUS  (Premium and SAVV Y) offers unlimited in-hospital cover and private wards for maternity (post-delivery). 

MATERNITY PROGRAMME
•	 The Maternity programme on the PROSECURE PLUS  and PROSECURE  (Premium and SAVV Y) options covers 

expectant moms for maternity consultations, ultra-sound scans, lactation and nutrition consultations and a Nuchal Translucency 
Non-Invasive Pre-Natal Test. These benefits are all paid from risk and not from the day-to-day benefit, which allows more funds in 
the overall annual day-to-day limit.

•	 The Maternity programme on the PROACTIVE PLUS  and PROACTIVE PLUS SAVV Y  options covers expectant 
moms for  ante-natal consultations, 2 2D scans, 2 GP or paediatrician consultations and maternity pathology tests. These benefits 
are paid from risk and not from the day-to-day limit.

 

POST-NATAL HOME-BASED NURSE VISIT
Covers a post-birth visit at 6-weeks, incorporating wellness checks for baby and mom and administration of 6-week immunisations. 
Available on all benefit options, to newborns born onto and registered on the Scheme. Subject to the DSPN and registration on the 
Tums2Tots Baby and Toddler programme. Vaccines are paid from the Preventative Care benefit. The visit is paid from risk on all the 
benefit options. 

We are dedicated to supporting you in living a healthier and more empowered life. By keeping up with your preventative health 
screenings, you’re not only safeguarding your future, but also gaining access to additional benefits. The AMPLIFIRE benefit is  
tailored to encourage you to take actions aligned with your unique health needs, providing enhanced support for out-of-hospital care.
The benefit is available to the principal member and beneficiaries paying adult contributions, ensuring extra support where it’s needed 
most.

HOW DOES IT WORK?
An additional R2 750 will be added to the day-to-day benefits which can be used to cover out-of-hospital expenses for the entire 
family.

There is no additional cost to this benefit. 

HOW DO YOU UNLOCK AMPLIFIRE?
Beneficiaries who meet the relevant qualifying criteria can unlock additional benefits.

Members must meet the following criteria:

1.	 Download the Profmed App and be active users;
2.	 Conduct a Digital Health Assessment via Profmed App;
3.	 If required, complete a physical health assessment (this is not mandatory);
4.	 Complete all individual relevant Preventative Care benefits;
5.	 Where a beneficiary is registered on a Chronic Treatment Care plan, they are required to fully comply with the plan, to unlock 

benefits.

Members can contact Client Services on 0860 679 200, should they require any information regarding the benefit.

AMPLIFIRE HEALTH 
BOOSTER BENEFIT21.

MATERNITY 
BENFITS22.

24112025_VS2  25



                                                   BABY AND TODDLER PROGRAMME
This baby and toddler programme is a fully integrated and digitally driven maternity programme that empowers and equips expecting 
parents through a personalised pathway of care. This benefit is available on all options.

WHO CAN REGISTER ON
The benefit is available to expectant parents and parents with babies and toddlers up to 3 years.

WHAT ARE THE BENEFITS: 
Tums2Tots provide valuable information and support to parents during important milestones.

EXCLUSIVE BENEFITS AVAILABLE: 
•	 Convenient web-based app for members, providing access to the complete offering in one place. 
•	 Integrated access to mom’s medical history within the app.
•	 Individualised & dynamic care paths for moms based on existing medical data, risk profile, health risk questionnaires, and stage of 

pregnancy.
•	 Maternity programme calendar including relevant and timely prompts for activities such as antenatal visits, medication adherence, 

baby vaccinations and more.
•	 Comprehensive antenatal & postnatal education.
•	 Comprehensive article library. 
•	 Monthly webinars by maternity experts. 
•	 User friendly tools for mom and baby for tracking weight gain, fetal movement, baby feeding and more.
•	 Pre-natal fitness programme developed by a biokineticist, dietician and doctor for all three trimesters. 
•	 Seamless bookings into Dis-Chem/Baby City Clinics for mom and baby services integrated within the platform. 
•	 Post-partum depression risk predictions from data, online screening and ongoing health risk assessments for early detection and 

management.
•	 Health document library for safekeeping of documentation such as bed booking numbers, birth certificates and authorisations. 
•	 Baby development programme post-birth for 36 months.
•	 Masterclasses by maternity experts. 
•	 Sleep training course. 
•	 Weight loss, toning, fitness & nutrition programme developed by biokineticist and dietitian for after birth.
•	 Dad’s own login to the programme, including tips and specific dad education to allow expecting parents to share this journey. 

TUMS TOTS.

TUMS TOTS.

WHISPA, TRAUMA 
& HIV EXPOSURE ASSISTANCE

23.
Profmed has partnered with Lifesense as the designated service provider for this benefit. 

WHAT IS COVERED?
In the event that you are a victim of crime, you and any beneficiaries who were victims of such an incident will be entitled to immediate 
and follow-up trauma counselling. All counselling, whether telephonic or one-on-one visits, is undertaken by a registered psychologist. 
Where relevant, victims will be accompanied by an appropriate, qualified professional to identity parades and court appearances for 
emotional support. If the crime exposed you in any way to the possibility of HIV infection, you and/or your beneficiaries will receive 
PEP (post-exposure prophylaxis) treatment and follow-up management. This also applies to healthcare practitioners who are exposed 
to needle-stick injury. Benefits must be accessed through the DSP, Lifesense, to avoid co-payments. This benefit is funded from 
Scheme risk and not from the member’s day-to-day benefit limits.

HOW TO OBTAIN ASSISTANCE
The emergency helpline is available 24-hours a day to assist you immediately after a traumatic event. If follow-up counselling is
required, the case manager assigned to you will arrange for consultations with a psychologist, appropriately qualified to assist you
in dealing with the specific crime or trauma you have experienced. Please call 0860 944 772 for trauma and HIV post-exposure
assistance. This benefit is not available to members residing outside the border of South Africa. 
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Profmed has partnered with Lifesense as the designated service provider for this benefit. 

We recognise the impact of Gender Based Violence, particularly when the violence or abuse is perpetrated by someone close to
you. Our WHISPA programme provides a safe place for victims of all ages and genders to voice their fear and trauma and to access
professional counselling and legal assistance.
 

WHAT BENEFITS ARE AVAILABLE? 

Telephonic counselling
Telephonic counselling sessions are provided at no cost. The number of sessions will be determined by the case manager. 

Face-to-face counselling
Each beneficiary has access to four face-to-face consultations per incident. Thereafter, benefits will be paid from the available day-
to-day benefit.
 
Legal assistance
Beneficiaries have access to half an hour telephonic consultation with a lawyer at no cost. Should you require additional 
consultations, these costs will be for your personal account. 

The helpline is available 24/7 and provides safe passage of information and assistance to you. The Care Centre Clinicians adhere to
strict codes of conduct, honouring the sensitivity of the situation with absolute discretion, care and compassion. 

WHO IS COVERED?
This benefit is available to members and their dependants, i.e spouse/partner, children and adult dependants on all options, but is 
only available within South Africa.

HOW CAN YOU ACCESS ADDITIONAL SERVICES?
Any additional services required over and above the benefit provided will be processed through the normal channels on the system 
and will therefore be visible to you and any beneficiaries who have access to benefit information on the system or on email. To 
maintain the confidentiality for the affected beneficiary, it is advisable that the additional services be funded out-of-pocket.  
Please discuss this with your psychologist or counsellor to find an appropriate solution.
 

24. WHISPA GENDER 
BASED VIOLENCE SUPPORT PROGRAMME

Profmed has partnered with Netcare 911 as the Designated Service Provider (DSP) to provide emergency medical assistance to 
members within South Africa. 

In all instances where Profmed members require emergency medical transport within South Africa, it is of vital importance that the 
Netcare 911 emergency number is contacted to access such services. Rest assured that if your circumstances warrant emergency 
transport, an appropriate form of  transportation will be despatched to you and the full account will be settled by Profmed with no 
capped limits.

In the event where a member voluntarily makes use of a DSP other than Netcare 911, a 20% co-payment will apply. Also, services 
for non-medically justifiable cases will not be funded. To ensure you receive the correct treatment timeously and without delay, with 
no co-payments, it is important to contact 082 911 for assistance.

Please display your Profmed/Netcare 911 emergency windscreen sticker on your motor vehicle/s to ensure you receive the correct 
assistance in the event of a motor vehicle accident or other roadside medical emergency. It is also advisable to ensure ready access 
to the emergency number while in your home. All emergency numbers are also displayed on your Profmed membership card, or on 

EMERGENCY MEDICAL 
TRANSPORT: WITHIN SOUTH AFRICA

25.
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EMERGENCY MEDICAL 
TRANSPORT: WITHIN THE SADC REGION

26.
Profmed does not have contracted service providers for emergency transport (ambulance) services within the SADC Region.  
Therefore, members residing in the SADC Region, including Namibia must contact  Azoza (known as Europ Assistance) on   
+27 11 991 8564 should they require emergency medical assistance or transportation within SADC. 

PRE-AUTHORISATION FOR HOSPITALISATION AND MAJOR MEDICAL  
EXPENSES IN NAMIBIA
 
If you reside in Namibia and you are being admitted to hospital, or are undergoing treatment or diagnostics categorised under Major 
Medical Expenses, i.e. CT/MRI scans, oncology treatment, etc., whether done in a hospital setting or out-of-hospital, pre-authorisation 
for the admission must be obtained directly from Profmed and not through Azoza (known as Europ Assistance). The number to call for 
Pre-authorisation from outside RSA is +27 12 679 4145.

Admissions on weekends, after working hours or on public holidays must be authorised on the next working day. If the member is 
incapable of fulfilling this requirement, it is the responsibility of the hospital to obtain authorisation. 

27. INTERNATIONAL 
TRAVEL MEDICAL ASSISTANCE
WHO IS COVERED?
1.	 The benefit covers members in South Africa while travelling outside the borders of South Africa.
2.	 Members who reside in the SADC Region do not have access to the emergency evacuation cover to South Africa, however, if 

they are on an international journey, they do have access to the International travel medical assistance benefit.

This benefit is managed by Azoza (known as Europ Assistance), who provides assistance to members while travelling.
 

WHAT IS COVERED?
Members on all options are covered for a travel period of not longer than 150 days, per journey.
 
Members in a general waiting period will not be entitled to any benefits during this period and members in a condition-specific 
waiting period will not be entitled to benefits relating to that condition during this period.

the Profmed App, which provides you with convenient electronic access to contact numbers. It also has a convenient one-touch function 
to assist you to call an ambulance, in the case of an emergency. 

HOW TO OBTAIN ASSISTANCE AND AUTHORISATION
•	 In emergencies where the member/patient is able to communicate, simply dial 082 911. The consultant receiving the call will guide 

you further.
•	 In an emergency where someone else calls an ambulance service other than Profmed’s designated service provider, Netcare 911, 

e.g. where the member/patient is unconscious, Netcare 911 must be informed within 48 hours after the incident. Please ensure that 
your family is made aware of this requirement. The account submitted by the ambulance service will be assessed by Netcare 911 and 
paid in accordance with the protocols of the Scheme.

•	 In cases of inter-hospital transfers (including emergency transfer from a doctor’s room to a hospital), ensure that the doctor or 
receptionist dials 082 911 to obtain authorisation for the ambulance transfer.
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HOW TO ACCESS COVER  
Members are not required to activate cover prior to departure. In all instances, contact  Azoza (known as Europ Assistance) on  
+27 11 991 8564 prior to receiving treatment. This will ensure you receive appropriate treatment from a suitable provider. If 
circumstances permit,  Azoza (known as Europ Assistance) will arrange for a suitable, appropriate, local emergency transport 
organisation to assist you or you will be referred to a local suitably equipped and appropriate medical facility. If suitable facilities are not 
available where you are situated, appropriate emergency transport will be despatched to evacuate you to the nearest centre of medical 
excellence or to repatriate you to South Africa, provided that you are fit to travel. 

HOW TO REQUEST AN EXTENDED SUPPLY OF MEDICATION  
Members who are registered for chronic medication and travelling outside the borders of South Africa can apply for an extended supply 
of chronic medication for a period of no longer than 5 months. You need to apply at least seven working days prior to departure. To 
request your extended supply of medication, complete the “Request for extended supply of chronic medication” form available on the 
website and return it to chronic@medikredit.co.za.

EMBASSY LETTER FOR VISA REQUIREMENTS  
If you require an Embassy letter, you can request it directly from the Profmed App. The App can be downloaded from your smartphone 
store. Alternatively, Client Services can be reached on 0860 679 200 or at internationalinfo@profmed.co.za, Mondays to Fridays 
between 07:30 and 18:00.

HOW TO AVOID A CO-PAYMENT 
If you want to avoid a co-payment, it is important that you contact  Azoza (known as Europ Assistance) prior to receiving in- or out-of-
hospital treatment.  

To access treatment while travelling, call +27 11 991 8564. All claims will be assessed in terms of the Scheme rules and  Azoza’s (known 
as Europ Assistance) protocols. A minimum co-payment of 20% may apply if the member/patient does not contact Azoza (known as 
Europ Assistance) prior to obtaining treatment. 

If you require cover for longer than 150 days or should you require additional travel insurance, contact your travel agent prior to 
departure.

HOW TO SUBMIT A CLAIM 
Claims paid for personally must be submitted with the following documentation:

•	 Copy of identity document of the member and claimant/patient;
•	 Fully completed International Travel Claim Form;

INTERNATIONAL 
TRAVEL MEDICAL ASSISTANCE

In- and out-of-hospital 
emergency medical benefits

R8 million per 
beneficiary, per 
journey

R5 million per 
beneficiary, per 
journey

R2.5 million per beneficiary, per journey

Out-of-hospital sub-limit 

R10 000 out-of-
hospital limit,  
R2 000 out-of-
hospital excess. 

Spectacles or 
contact lenses 
limited to R3 300, 
subject to the  
R2 000 excess.

R10 000 out-of-
hospital limit,  
R2 000 out-of 
hospital excess. 

Spectacles or 
contact lenses 
limited to R3 300, 
subject to the  
R2 000 excess.

No benefit for out-of-hospital claims

MEMBERS HAVE 
ACCESS TO THE 
FOLLOWING BENEFITS:
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•	 Proof of travel, i.e. passport, airline ticket, etc.; and
•	 Medical report from the attending doctor.

Claims must be submitted within four months from the date of treatment. Please note that claims will not be processed if all the
required documentation is not submitted. A minimum co-payment of 20% could apply if Azoza (known as Europ Assistance) was not 
contacted for assistance at the time of the medical incident/event or if treatment is contrary to the Scheme rules and Azoza’s (known  
as Europ Assistance) protocols.

CLAIMS CAN BE SUBMITTED AS FOLLOWS:
EMAIL: 
internationalclaims@profmed.co.za

POST:
Private Bag X1031
Lyttelton
Centurion
0140

You can download the International Travel Medical Assistance Benefit document and International Travel Claim Form from the website. 
Alternatively, contact us on 0860 679 200 or send an email to internationalinfo@profmed.co.za to request copies of these documents.

PROFMED 
WELLBEING28.

Wellbeing refers to a state of being healthy, happy, and comfortable, both physically and mentally. It encompasses a sense of 
contentment and satisfaction with your life, and a positive outlook on your personal and professional experiences. The prevalence of 
poor mental health is alarmingly high. Acknowledging the various factors that contribute to this, Profmed is dedicated to supporting all 
Scheme members by providing access to a range of features to aid them in their mental health journey.
 
This benefit is available on all options and is funded in addition to the Profmed benefits.

Benefits include mental wellbeing assessments, mood trackers, journalling, and personalised learning videos. Members who require 
further support will be prompted to download an additional support App.

Members who are registered for Attention Deficit Hyperactivity Disorder (ADHD)/ Attention Deficit Disorder (ADD), Depression 
and Bipolar Mood Disorder will have access to additional support services, which include medicine reminders and adherence 
monitoring. This is subject to the benefits available per option.

This benefit does not require pre-authorisation and members must register via the Profmed App to access the benefit. 

Profmed aims to make the claims procedure for its members as user-friendly as possible. In most cases claims are submitted
electronically by the service provider, i.e. your doctor, dentist, pharmacist, etc., on your behalf. You must, however, check all claims
submitted on your behalf to ensure that the service being claimed for has indeed been rendered to you. For this purpose, check your 
claims statements emailed to you from Profmed. In this way you will notice if there are any inaccurate claims against your benefits. If 
there does appear to be a discrepancy, please contact the service provider and enquire about the claim submitted on your behalf. You 
must then contact Profmed and point out the irregularities. Profmed will ensure that only costs for services you have received are paid 
out from your benefits. 

WHAT IF YOU HAVE PAID CASH FOR SERVICES?
If you pay cash for services covered by your benefits, you can claim this payment back from Profmed. When making the payment to 
the provider, please remember to obtain a detailed account and receipt for your payment. Cash claims and claims payable to members 
are reimbursed weekly.

29. CLAIMS 
PROCEDURE
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CLAIMS 
PROCEDURE

A RECEIPT SUBMITTED WITHOUT THE RELEVANT ACCOUNT CAN AND 
WILL NOT BE PAID.
No claim form is required. You can simply scan and email your claims to claims@profmed.co.za. You can also submit your claims via 
the Profmed App by taking a photograph of the claim, or browsing for the claim saved on your mobile device, and submit.

ALTERNATIVELY, YOU CAN POST YOUR CLAIMS TO:

Private Bag X1031
Lyttelton
0140.

Please check the details on your claim and write “Account Paid” on the account.

Claims will be reimbursed to you by means of a direct payment EFT into your bank account. Claims paid to service providers are paid 
on a weekly basis.

WHAT SHOULD YOU CHECK ON YOUR CLAIM? 
Before you submit claims, you must ensure that the claim contains the following information:

•	 Your membership number as it appears on your membership card;
•	 Profmed’s name as the medical scheme;
•	 The surname, initials and postal address of the principal member;
•	 A receipt (if you have already paid the claim);
•	 The patient’s first name(s) and dependant code as indicated on your membership card;
•	 The name and practice code number of the service provider (doctor, hospital, pharmacy, etc.);
•	 The date of the service or treatment;
•	 The nature and cost of each service and, where applicable, the tariff code;
•	 The referring doctor’s name and practice code number in the case of a specialist’s claim (where applicable);
•	 The duration of an operation (where applicable);
•	 The name, quantity, price and NAPPI code of each item of medication (where applicable); and
•	 The ICD-10 diagnostic code (where applicable).

If your claim does not contain all the necessary information, it will lead to delayed or faulty benefit payments.
You are advised to keep copies of all your accounts, receipts and statements for your own records.

HOW QUICKLY SHOULD YOU SUBMIT CLAIMS? 
You should submit claims as quickly as possible. If the Scheme receives a claim after the last day of the fourth month from the date of 
service, it is considered a “stale” claim and will not be paid. Stale claims for which no proof of timeous submission can be provided will 
not be paid. 

HOW CAN YOU KEEP RECORD OF CLAIMS PROCESSED? 
Once you have submitted your claim to the Scheme, you can track the progress of your claim by logging into your personal profile
from the Profmed website. You must be a registered Profmed website user to access this function.

Once the claims have been processed, you will receive a claims statement, which indicates the following information: 

•	 Amounts paid by the Scheme and to whom payment was made, i.e. to the member or the service provider;
•	 Amounts payable by you to the Scheme or service provider (doctor, hospital, etc.) in the event of there being insufficient benefits 

available or treatment falling outside the Scheme rules and protocols;
•	 The benefit from which funds were paid; and
•	 The balance of your benefits for the current year.
 
Enquire at Client Services about claims you have submitted that do not appear on your claims statement.
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WHAT HAPPENS IF THE SERVICE PROVIDER SUBMITS THE CLAIM 
DIRECTLY TO THE SCHEME? 
Many providers of medical services and medication have an electronic link to the Scheme, which enables them to submit claims
directly to the Scheme. These are called EDI (electronic data interchange) claims. In such cases you should still receive a copy of the 
claim from the provider and you should use it together with your Profmed claims statement to follow up on the processing of the claim. 

HOW WILL THE SCHEME PAY OUT WHAT IS DUE TO YOU? 
If the Scheme owes you money, it will be paid into your bank account via EFT. Direct payments into your bank account are to your
advantage because they are efficient and less risky.

WHY ARE ACCOUNTS NOT ALWAYS PAID IN FULL (CO-PAYMENT)? 
A co-payment results when there is a difference between the fee charged for a medical service and the benefit paid by the Scheme, 
e.g. where the claim amount is higher than the tariff amount. There may also be a co-payment if the permitted maximum benefits have 
been exhausted.

WHAT HAPPENS IF THERE ARE OUTSTANDING CLAIMS WHEN YOU 
RESIGN OR IN THE EVENT OF YOUR DEATH? 
Claims will be paid out for up to four months after resignation or death, as long as the service date was before the date of resignation or 
death. Any amount paid by the Scheme that exceeds the benefits to which you are entitled will be recovered from you or your estate, 
or the payment to suppliers will be cancelled.

BENEFITS FOR MEMBERS
RESIDING IN THE SADC REGION30.

WHAT BENEFITS ARE AVAILABLE? 

•	 In-hospital benefits; 
•	 Day-to-day/out-of-hospital benefits, if applicable on your option;
•	 Benefits for medical expenses incurred within South Africa as available on your option.

Members who reside in the SADC Region do not have access to the emergency evacuation cover to South Africa, however, if they are 
on an international journey, they do have access to the International travel medical assistance benefit.

31. SABATICAL 
BENEFITS
WHO QUALIFIES? 
Any member and their dependants who have been registered with Profmed for at least one year and who wish to pursue their career or 
post-graduate studies overseas, or travel for an extended period abroad, qualify for this benefit. 

WHAT DOES THE BENEFIT OFFER? 
Profmed will terminate the membership of the principal member and their dependants during the sabbatical period. On return to South 
Africa, Profmed will re-activate the membership of the member and his family without underwriting being applied, provided that the 
member and dependants have not been diagnosed with a new condition(s) which includes pregnancy and/or have not experienced a 
change or deterioration in health since departure. A new membership number will be allocated. Underwriting will, however, apply if the 
sabbatical period is longer than three years. Members may only access this benefit again after one year of re-activation of cover. 
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SABATICAL 
BENEFITS

32. EXPENSES RECOVERABLE 
FROM A THIRD-PARTY
Any claim against the Scheme for which compensation can be recovered from a third party, e.g. the Road Accident Fund (RAF) or
Workmen’s Compensation Fund (WCF), must be reported to the Scheme as soon as possible after the incident or event that gave 
rise to the claim. 

In such circumstances, Profmed will fund the required treatment in terms of the Scheme rules and specific benefit options, and 
PMB legislation, but the member will be required to provide an undertaking to Profmed to reimburse to the Scheme any funds 
recovered by the member from a third party in respect of the claims paid by the Scheme.

33. EXCLUSIONS
With the exception of the prescribed minimum benefits and unless specific provision has been made in the rules for benefits, certain 
treatment, services, appliances and circumstances do not qualify for benefits. These exclusions are enumerated in Annexure C of the 
Rules as well as in other sections of this Guide.

34. FRAUD LINE
Profmed remains committed to eliminating fraud, corruption and unethical practices and makes use of the services of Whistle 
Blowers, an independent company to which illegal or suspicious activity can be reported without fear of victimisation. If you wish to 
report suspicious activity against the Scheme, please call 0801 113 941, send a fax to 0865 222 816 or email  
information@whistleblowing.co.za. The identity of callers will remain anonymous. The fraud line is available twenty-four hours a day 
throughout the year, in all eleven official languages.

HOW TO ACCESS THE BENEFIT 
Call Client Services on 0860 679 200 for information on how to access this benefit. Alternatively, email a request to 
contributions@profmed.co.za, informing the Membership Department that you want to activate your Sabbatical benefit. The 
necessary arrangements will be made to accommodate your sabbatical and you will be issued with a letter confirming your arrangement 
with Profmed. This letter must be submitted to Profmed on your return to South Africa for your membership to be re-activated.

35.
If you would like to register on the website, click the “Login/Register” link on the Home page and follow the prompts. If you require 
further assitance with your registration, please contact Client Services on 0860 679 200.

Members can view their claims history, access documents, view and update their personal details and correspond with the Scheme 
online. The “Live Chat” facility allows stakeholders to communicate with us conveniently and in real-time.

Providers will be able to view and track their Profmed members’ claims and brokers will have access to certain information on their
Profmed clients’ profiles.

REGISTERED USERS ON
THE PROFMED WEBSITE
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These benefits are subject to ratification by the Council for Medical Schemes. The published 
Schedule is subject to the rules approved by the Board of Trustees and in the event of a dispute the 
approved rules of the Scheme will prevail. 
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0860 679 200 
+27 12 679 4144 (Outside RSA) 
info@profmed.co.za 
claims@profmed.co.za
www.profmed.co.za

C O U N C I L  F O R  M E D I C A L  S C H E M E S

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

Postal Address: 
Private Bag X34
Hatfield
0028

Telephone: 0861 123 267
Email: complaints@medicalschemes.co.za
Website: www.medicalschemes.co.za

C L I E N T  S E R V I C E S
 
Call: 0860 679 200
Email: info@profmed.co.za
Claims: claims@profmed.co.za
Private Bag X1031, Lyttelton, 0140

W A L K - I N  C E N T R E S 

Heuwel Roads, Centurion 
Head Office: Profmed Place, First Floor, 15 Eton Road, Parktown, Johannesburg

These benefits are subject to ratification by the Council for 
Medical Schemes. The published Schedule is subject to the rules 
approved by the Board of Trustees and in the event of a dispute 

the approved rules of the Scheme will prevail.

C O N T A C T  U S
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www.facebook.com/Profmed www.linkedin.com/profmed www.x.com/Profmed_SA/

www.instagram.com/profmedsa/ www.tiktok.com/@profmed_sa www.youtube.com/@profmedsa

C O N N E C T  O N  S O C I A L


