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ANNEXURE A1

REMEDI MEDICAL AID SCHEME

CONTRIBUTIONS EFFECTIVE 1 JULY 2022  

STANDARD OPTION

INCOME
        (in Rand)

MEMBER: ADULT (**)
DEPENDANT:

CHILD (*)
DEPENDANT:

0–3999 1595 1062 323

4000–5499 1671 1118 364

5500-6999 1752 1253 450

7000-7999 1884 1501 584

8000-8999 1884 1501 584

9000-9999 1884 1501 584

10000-10999 1884 1501 584

11000 + 1889 1504 585

Note:
Contribution rates for children are only applied on the first three (3) children.
No provision is made for members to contribute towards a Personal Medical 
Savings Account.

( * ) Child contributions are applicable where:

- A dependant is under the age of 21;

- A dependant is over the age of 21, but not over the age of 26 and a registered student at a 

University or recognised college for higher education and is not self-supporting; 

- A dependant is over the age of 21, but not over the age of 26 and is dependent upon the 

principal member due to mental or physical disability.

( ** ) Adult contributions are applicable where:

-   A principal member’s dependant is over the age of 21 and does not qualify for child contribution 

rates as set out above. 
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ANNEXURE A2

REMEDI MEDICAL AID SCHEME

CONTRIBUTIONS EFFECTIVE 1 JULY 2022  

COMPREHENSIVE OPTION

INCOME
(in Rand)

MEMBER: ADULT (**)
DEPENDANT:

CHILD (*)
DEPENDANT:

0–3999 3262 2471 761

4000–5499 3443 2638 810

5500-6999 3638 2811 887

7000-7999 3827 2891 967

8000-8999 4026 3051 1011

9000-9999 4249 3197 1062

10000-10999 4460 3358 1156

11000+ 4701 3541 1220
Note:

Contribution rates for children are only applied on the first three (3) children.
The Personal Medical Savings Account is compulsory. 
The compulsory level of savings, as a percentage of the total contribution has 
been set at 10%, is included above.

( * ) Child contributions are applicable where:

- A dependant is under the age of 21;

- A dependant is over the age of 21, but not over the age of 26 and a registered student at a 

University or recognised college for higher education and is not self-supporting; 

- A dependant is over the age of 21, but not over the age of 26 and is dependent upon the 

principal member due to mental or physical disability.

( ** ) Adult contributions are applicable where:

-   A principal member’s dependant is over the age of 21 and does not qualify for child contribution 

rates as set out above. 
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ANNEXURE A3

REMEDI MEDICAL AID SCHEME

CONTRIBUTIONS EFFECTIVE 1 JULY 2022  

CLASSIC OPTION

INCOME
(in Rand)

MEMBER: ADULT (**)
DEPENDANT:

CHILD (*)
DEPENDANT:

0–3999 2560 1819 614

4000–5499 2709 1950 682

5500-6999 2855 2076 729

7000-7999 3003 2130 798

8000-8999 3166 2249 850

9000-9999 3329 2363 885

10000-10999 3507 2489 965

11000+ 3685 2618 999

Note:
Contribution rates for children are only applied on the first three (3) children.
No provision is made for members to contribute towards a Personal Medical 
Savings Account.

  
( * ) Child contributions are applicable where:

- A dependant is under the age of 21;

- A dependant is over the age of 21, but not over the age of 26 and a registered student at a 

University or recognised college for higher education and is not self-supporting; 

- A dependant is over the age of 21, but not over the age of 26 and is dependent upon the 

principal member due to mental or physical disability.

( ** ) Adult contributions are applicable where:

-   A principal member’s dependant is over the age of 21 and does not qualify for child contribution 

rates as set out above. 
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REMEDI MEDICAL AID SCHEME

ANNEXURE B 

CONDITIONS APPLICABLE TO ALL BENEFIT OPTIONS

1. Members paying the contributions as specified in the relevant schedule of Annexure A 

shall be entitled to the benefits as set out in the corresponding schedule of benefits 

hereof, both for themselves and for their registered dependants.

2. Pre-authorisation shall be required before non-emergency hospitalisation, surgical 

procedures and other specified items may qualify for benefits.  In the case of an 

emergency the Scheme must be notified thereof within 24 hours or on the first working 

day after such an emergency admission or treatment having been initiated, failing 

which paragraph 3.3 of this preamble will apply.  Notwithstanding anything to the 

contrary, the Scheme shall not refuse such authorisation or pre-authorisation for a 

prescribed minimum benefit in a public hospital. 

3. In respect of benefits set out in this Annexure the following principles will apply in all 

cases where pre-authorisation is required - 

3.1 If pre-authorisation is obtained and the treatment does not exceed the 

authorisation, the treatment will qualify for the benefits as stated;

3.2 If pre-authorisation is obtained and the authorisation is exceeded, benefits will 

only accrue for the authorised treatment. The cost pertaining to the treatment 

in excess of that pre-authorised will be payable by the member.  In exceptional 

cases the Board may agree to a retrospective authorisation, subject to such 

terms and conditions as the Board may determine;

3.3 If treatment is undergone without pre-authorisation having been obtained, 

application may be made retrospectively for an authorisation. In the event of 

such authorisation being granted the benefit may (except in cases of 

emergency) be subject to a co-payment of the first R1000 per case. If 

authorisation is declined no benefits will accrue, provided that authorisation for 
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prescribed minimum benefits will not be refused, but shall be covered in full as 

provided for in rule 16.4;

4. Claims must be submitted in accordance with the instructions contained in Rule 15.

5. Maximum annual benefits shall be calculated from 1 January to 31 December each 

year, based on the services rendered during that year.

6. Unexpended benefits cannot be accumulated and are not transferable from one 

financial year to another or from one category to another.

7. In the case of treatment necessary for rape victims or needle stick injuries; benefits in 

respect of such treatment shall be payable at 100% of cost and not from a member’s 

PMSA; and in respect of medicines, the benefit entitlement as for chronic medication 

shall apply, subject to paragraph 10.  

8. The Scheme shall establish or cause to be established a programme to manage the 

treatment of immune deficiency related to HIV/AIDS.    Benefit entitlement, in 

accordance with the treatment protocols governing the Chronic Illness Benefit 

programme and the HIV/AIDs management programme, as well as clause 10 and shall 

not be less than those for the regulated Prescribed Minimum Benefits.

9. The Scheme may establish or cause to be established, a designated hospital network, 

a designated pharmacy network, a hospital risk management programme, a chronic 

medicine risk programme, a disease risk management programme and any other 

programme, including without limitation, the establishment of  treatment protocols, the 

use of formularies, capitation agreements and limitations on disease coverage  which 

the Board may find  appropriate for the management of the benefits detailed in these 

rules. 
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10. PRESCRIBED MINIMUM BENEFITS (PMB’S) 

To be read in conjunction with Annexure D. 

10.1 Designated Service Providers

The Scheme designates the following service provider(s) for the delivery of 

relevant health care services relating to the diagnosis, treatment and care of 

prescribed minimum benefit conditions to its beneficiaries:

10.1.1 A list of private hospitals that entered into tariff arrangements with the 

Scheme; 

10.1.2 A list of pharmacies that entered into preferred provider arrangements with 

the Scheme, such as Dischem Pharmacies, Clicks Pharmacies and the 

Discovery Health Pharmacy Network, including Southern RX Pharmacies; 

10.1.3 A list of specialists contracted on behalf of Remedi by Discovery Health in 

terms of direct payment arrangements (Classic Direct/Premier 

Rate/KeyCare Rate arrangements) who have agreed to charge for 

consultations and procedures at the Remedi Rate;

10.1.4 The Remedi Standard Option GP Network of general practitioners 

contracted through Discovery Health on behalf of the Scheme who have 

agreed to charge the Remedi Rate; 

10.1.5 Optical Network (Preferred Provider negotiators, “PPN”) 

10.1.6 DRC (Dental Risk Company as the contracted dental management

organisation) for members on the Standard Option;

10.1.7 SANCA, RAMOT or Nishtara for drug and alcohol, detoxification and 

rehabilitation;

10.1.8 ER24 as preferred provider for emergency services;

10.1.9 A list of hospitals to obtain services for Prescribed Minimum Benefits known 

as the PMB Hospital Network;

10.1.10 An in-hospital GP and Specialist Network for services related to PMB;

10.1.11 A Mental Health Network to obtain out-of-hospital services from a list of 

Psychiatrists and Social Workers who has entered into a preferred provider 

arrangement with the Scheme.

The above service provider(s) shall for the purposes of this Appendix be referred to as 

“designated service providers”.
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10.2 Prescribed Minimum Benefits obtained from designated service 

providers

Notwithstanding any other provisions in these rules, the Scheme will provide 

members and their dependants with cover at 100% of the cost, without co-

payments or the use of deductibles, or of the Remedi Rate, whichever is 

applicable in respect of diagnosis, treatment and care for conditions specified 

in the statutory prescribed minimum benefit, in at least one provider or provider 

network, designated by the Scheme, which shall at all times include the public 

hospital system.

10.3 Prescribed minimum benefits voluntarily obtained from other providers

A co-payment or deductible may be imposed on a member if a member or his 

or her dependant obtains such services from a provider other than a designated 

or preferred service provider, of not more than 30% or lower as determined by 

the Board of the cost of such services, provided that no co-payment or 

deductible shall be payable by a member if the service was involuntarily 

obtained from a provider other than a designated service provider.

10.4 Prescribed minimum benefits involuntarily obtained from other providers

10.4.1 If a beneficiary involuntarily obtains diagnosis, treatment and care in 

respect of a prescribed minimum benefit condition from a provider other 

than a designated service provider, the medical scheme will pay 100% 

of the cost in relation to those prescribed minimum benefit conditions.

10.4.2 For the purposes of paragraph 10.4.1, a beneficiary will be deemed to 

have involuntarily obtained a service from a provider other than a 

designated service provider, if – 

10.4.2.1 The service was not available from the designated service 

provider and would not be provided without unreasonable 

delay;

10.4.2.2 Immediate medical or surgical treatment for a prescribed 

minimum benefit condition was required under circumstances 

or at locations which reasonably precluded the beneficiary 

from obtaining such treatment from a designated service 

provider; or
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10.4.2.3 There was no designated service provider within reasonable 

proximity to the beneficiary’s ordinary place of business or 

personal residence.

10.4.3 Except in the case of an emergency medical condition, preauthorisation 

shall be obtained by a member prior to involuntarily obtaining a service 

from a provider other than a designated service provider in terms of this 

paragraph, to enable the Scheme to confirm that the circumstances 

contemplated in paragraph 10.4.2 are applicable.

10.5 Medication

10.5.1 Where a prescribed minimum benefit includes medication, the Scheme 

will pay 100% of the cost of the medication, if that medication is 

obtained from a designated service provider or is involuntarily obtained 

from a provider other than a designated service provider, and

10.5.1.1 The medication is included on the applicable formulary 

in use by the Scheme; or

10.5.1.2 The formulary does not include a medicine that is 

clinically appropriate and effective for the treatment of 

that prescribed minimum benefit condition.

10.5.2 Where a prescribed minimum benefit includes medication, and that 

medication is voluntarily obtained from a provider other than a 

designated service provider, a co-payment equal to the difference 

between the actual cost of the medication and the cost that would have 

been incurred had the designated service provider been used.

10.5.3 Where a prescribed minimum benefit includes medication, and the 

formulary includes medication that is clinically appropriate and effective 

for the treatment of a prescribed minimum benefit condition suffered by 

a Beneficiary, and that Beneficiary knowingly declines the formulary 

medicine and opts to use another medicine instead, the Scheme will 

fund the medicine up to a Therapeutic Reference Price (“TRP”) or the 

Chronic Drug Amount (“CDA”), which is applicable for that condition. 

. 
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10.6 Prescribed Minimum Benefits obtained from a public hospital

Notwithstanding anything to the contrary contained in these Rules, the Scheme 

shall pay 100% of the costs of prescribed minimum benefits obtained in a public 

hospital, without limitation.

10.7 Diagnostic tests for all unconfirmed PMB diagnosis

Where diagnostic tests and examinations are performed but do not result in 

confirmation of a prescribed minimum benefit condition diagnosis, except for an 

emergency medical condition, such diagnostic tests or examinations are not

considered to be a prescribed minimum benefit.

10.8 Co-payments

Co-payments in respect of the costs for PMB’s may not be paid out of medical 

savings accounts, if a member is registered on the Comprehensive Option. 

10.9 Chronic conditions

Any benefit option covers the full cost for services rendered in respect of the 

prescribed minimum benefits which includes the diagnosis, medical 

management and medication to the extent that it is provided for in terms of a 

therapeutic algorithm as prescribed for the specified chronic conditions.

10.10 Diagnosis 

1. Addison’s disease 

2. Asthma

3. Bipolar mood disorder 

4. Bronchiectasis

5. Cardiac failure 

6. Cardiomyopathy disease

7. Chronic renal disease 

8. Coronary artery disease

9. Chronic obstructive pulmonary disorder (COPD)

10. Crohn’s disease

11. Diabetes insipidus 

12. Diabetes mellitus type 1

13. Diabetes mellitus type 2 

14. Dysrhythmias  

15. Epilepsy
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16. Glaucoma 

17. Haemophilia

18. HIV and AIDS

19. Hyperlipidaemia 

20. Hypertension

21. Hypothyroidism 

22. Multiple sclerosis

23. Parkinson’s disease 

24. Rheumatoid arthritis

25. Schizophrenia 

26. Systemic lupus erythematosus

27. Ulcerative colitis

11. Managed Care Programmes

11.1  Patient Management Programmes

Members registered on the Chronic Illness Benefit (CIB) and who have been 

diagnosed with Diabetes Type I and II, HIV, cardiac conditions or major 

depression have access to Patient Management Programmes and a premier 

basket of care when consulting with a contracted Premier Plus General 

Practitioner to manage their conditions. Additional consultations and 

formulary medicines as deemed clinically and medically appropriate are made 

available from a basket of care from these Patient Management Programmes.

11.2 Home Care

Discovery Home Care provide quality nursing or care worker support in the 

member’s home by professional nurses who are accredited by Discovery 

Health (Pty) Ltd and includes the following services:

11.2.1   End-of-life care

End-of-life care is provided by nurses or care workers in 

partnership with the Hospice Palliative Care Association of

South Africa and paid from the frail care and private nursing 

limits as set out in Annexures B1, B2 and B3.
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Oncology-related conditions are paid from the Advanced 

Illness Benefit (AIB) and members registered on the Oncology 

Management Programme have access to this comprehensive 

palliative care programme. This programme offers unlimited 

cover for approved care at home. The additional basket of 

services is only available once the member is authorised to be 

registered on the programme.

11.2.2   IV Infusions

The administration of IV antibiotics, iron treatment, enzymes, 

steroids, rehydration fluids and immunoglobulins if a member’s

condition is stable and hospital admission is not required is 

authorised and paid from the hospital benefit as set out in 

Annexures B1, B2 and B3. 

11.2.3   Wound Care

Wound care for venous ulcers, diabetic foot ulcers, pressure 

sores and other moderate to severe wounds if a member’s

condition is stable and hospital admission is not required. This 

type of care is to be authorised and approved to be paid from 

the hospital benefit as set out in Annexures B1, B2 and B3.

11.2.4   Postnatal Care

This service offers home visits for healthy mothers, and their 

babies, if they choose to be discharged a day early from

hospital. This service includes three day visits by a midwife, 

within a six-week postnatal period. It is paid from the hospital 

benefit as set out in Annexures B1, B2 and B3 if authorised 

and approved.

The provisions of paragraphs 10.3, 10.4 and 10.5 and 
Annexure D is applicable.

11.3 Spinal Care

The Spinal Care Programme offers a spinal surgery component for members 

needing spinal surgery, and a conservative care programme for those with 
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severe back pain, but where surgery can be prevented through out-of-hospital 

care.

If spinal surgery is the only option to manage the back pain, members can 

access a facility within the Remedi Spinal Care Surgery Network. Members 

are covered for conservative back pain management, which includes 

consultations with physiotherapists or chiropractors who specialise in the 

management of back pain and are part of the conservative care network.

11.4 Member Care Programme

This customised, outpatient programme helps members who have complex 

medical needs. The programme facilitates high-quality, planned, person-

centred care and chronic condition management to achieve improved 

outcomes. Members that qualify for the programme are identified via a risk 

intelligence tool and the member care team. The team will contact members 

proactively to offer voluntary enrolment if they meet the clinical criteria.
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ANNEXURE C

REMEDI MEDICAL AID SCHEME

EXCLUSIONS AND LIMITATIONS

APPLICABLE TO ALL BENEFIT OPTIONS

EXCLUSIONS

Subject to the provisions of regulation 8 of the Act, any benefit option that is offered by a 
medical scheme must pay in full, without co-payment or the use of deductibles, the diagnosis, 
treatment and care costs of the prescribed minimum benefit conditions, provided that services 
are obtained from a designated service provider in respect of that condition as set out in 
regulation 8 (2) of the Act. A co-payment or deductible, as set out in the rules and annexures 
to the rules, may be imposed on a member if that member or his or her dependant obtains 
such services from a provider other than a designated service provider, provided that no co-
payment or deductible is payable by a member if the service was involuntarily obtained from 
a provider other than a designated service provider. Furthermore, when a formulary includes 
a drug that is clinically appropriate and effective for the treatment of a prescribed minimum 
benefit condition suffered by a beneficiary and that beneficiary knowingly declines the 
formulary drug and opts to use another drug instead, the Scheme may impose a co-payment 
on the relevant member as set out in regulation 8 (5) of the Act.

1. Therefore, unless benefits are to be afforded to members as prescribed minimum 
benefits, or unless otherwise provided for, or decided by the Board, expenses 
incurred in connection with any of the following will not be paid by the Scheme:

1.1 The member is, entitled to such benefits as provided for in the rules and 
annexures of the Scheme, however, will be liable to the Scheme for valid 
claims recovered from any other third party, where the Scheme made 
payment on behalf of the member for treatment of sickness conditions or 
injuries sustained by a member or a dependant and

1.1.1 the member and/or the member’s duly authorized representative, 
administrator or executor, as soon as may be reasonably possible 
after the incident giving rise to such claim immediately sign and deliver 
to the Scheme and /or the Scheme’s administrators a written 
undertaking, issued by the Scheme or the Scheme’s administrators 
that

1.1.1.1 on receipt of any payment arising from any claim for 
medical expenses, the member, and/or such duly 
authorized representative, administrator or executor will 
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immediately reimburse the Scheme for costs incurred 
by the Scheme in respect of this benefit,

1.1.1.2 the member, and/or duly authorised representative, 
administrator or executor shall diligently and 
expeditiously pursue such claim for the recovery of any 
benefit paid by the Scheme and to keep the Scheme 
and/or the Scheme’s administrators reasonably and 
properly informed of progress.

1.1.1.3 the member, such duly authorized representative, 
administrator or executor shall bear all costs arising 
from the pursuit of any claim or action against such 
third party, unless otherwise agreed to in writing by the 
duly authorized representative of the Scheme.

1.2 All costs in respect of injuries arising from professional sport, speed contests 
and speed trials, unless PMB. 

1.3 All costs for operations, medicines, treatment and procedures for cosmetic 
purposes.

1.4 All costs for Mammoplastics, i.e. Breast Reductions, unless medically 
necessary.

1.5 All costs for the treatment of infertility, except for PMB’s.

1.6 The artificial insemination of a person as defined in the Human Tissue Act, 
1983 (Act of 1983).

1.7 Holidays for recuperative purposes.

1.8 Purchase of:

Medicines not registered with the Medicines Control Council and 
proprietary preparations;

Applicators, toiletries, beauty preparations, soaps, shampoos and 
other topical applications;

Cosmetics, emollients and moisturizers, including sun-tan lotions 
namely; sunscreens and tanning agents;

Bandages, cotton wool, dressings and other consumable items;

Food /nutritional supplements and patented foods, including baby 
foods;

Tonics, slimming preparations used to treat or prevent obesity and 
drugs as advertised to the public; and 

Household and biochemical remedies.

Diagnostic agents

Aphrodisiacs; 

Anabolic steroids;

Household remedies or preparations of the type advertised to the 
public;
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1.9 The purchase of medicines not included in a prescription from a person 
legally entitled to prescribe medicine.

1.10 Unless PMB, all costs that are more than the benefit to which a member is 
entitled in terms of these rules, unless otherwise agreed to by the Board.

1.11 Charges for appointments which a member or dependant of a member fails to 
keep. 

1.12 Costs for services rendered by –  

1.12.1 persons not registered with a recognised professional body 
constituted in terms of any law; or

1.12.2 any organisation, clinic, institution, nursing home or similar institution 
except a state or provincial hospital not registered in terms of any law.

1.13 All costs related to the treatment of erectile dysfunction, unless approved by 
the Scheme.

1.14 All costs related to gender re-alignment for personal reasons and not directly 
caused  by or related to illness, accident or disorder.

1.15 Section 21 medicines not approved and registered with the South African 
Medicines Control Council. 

1.16 All costs for use of gold in dentures or the cost of fold as an alternative to 
non-precious metal in crowns, inlays and bridges.

1.17 All optical devices which are not regarded by the South African Optometric
Association as clinically essential or clinically desirable, including sunglasses
and spectacle cases or solution kits for contact lenses.

1.18 No claim shall be payable by the Scheme if, in the opinion of the Medical 
Advisory Committee, the health care service in respect of which such claim is 
made, is not appropriate and necessary for the symptoms, diagnosis or 
treatment of the medical condition at an acceptable level of service. The 
decision of the Medical Advisory Committee will also take into consideration 
the current practice, evidence based medicine, cost effectiveness and 
affordability.

1.19 Appliances: the purchase or hire of special beds, chairs, cushions, 
commodes, sheepskin, waterproof sheets for beds, bedpans, special toilet 
seats or repairs of or adjustments to sick room or convalescing equipment, 
with the exception of the hire of oxygen cylinders and provided where oxygen 
cylinders and provided where the Scheme has provided prior written approval 
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for the purchase of these and other appliances unless provided for in 
Annexure B or a PMB.

1.20 Motherhood: charges for ante-and post-natal exercise classes, mothercraft or
breastfeeding instructions.

1.21 War: injury or disablement fur to war, invasion or civil war, except for PMB’s.

2 LIMITATIONS

2.1 The maximum benefits to which a member and his dependants are entitled in 
any Financial year are limited as set out in Annexure B.

2.2 Members admitted during the course of a financial year are entitled to the 
benefits set out in the schedules appended hereto, with the maximum 
benefits being adjusted in proportion to the period of membership calculated
from the date of admission to the end of the particular financial year.

2.3 Unless otherwise decided by the Board, benefits in respect of medicines 
obtained on a prescription are limited to one month’s supply or nearest 
unbroken pack for every such prescription or repeat thereof.

2.4 In cases of illness of a protracted nature the Board may insist that a member 
or a dependant must consult a particular specialist that the Board may 
nominate in consultation with the attending practitioner. If such specialist’s 
advice is not acted upon, no further benefits will be allowed for that particular 
illness. Subject to evidence based managed care protocol/ formularies, as 
provided for in regulation 15.

......................................................
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PREAMBLE

The benefits and services in respect of the Prescribed Minimum Benefits (PMB) conditions are funded as set out 

in this Annexure.

The Scheme has established the following Designated Service Providers (DSP) and Networks:

- SANCA, RAMOT or Nishtara for drug and alcohol, detoxification and rehabilitation;

- Remedi Standard Option GP Network;

- Classic Direct Specialist Direct Payment Arrangements;

- Premier Specialist/GP Direct Payment Arrangements;

- KeyCare Specialist Direct Payment Arrangements; 

- A list of pharmacies that entered into preferred provider arrangements with the Scheme (See Annexure 

B); 

- Optical Network (Preferred Provider Negotiators – PPN);

- A list of private hospitals that entered into tariff arrangements with the Scheme;

- Dental management through the Dental Risk Company as a preferred provider for members on the 

Standard Option;

- ER24 as a preferred provider for emergency services;

- A list of hospitals to obtain services for Prescribed Minimum Benefits known as the PMB Hospital Network;

- An In-hospital GP and Specialist Network for services related to PMB; 

- A Mental Health Network to obtain out-of-hospital services from a list of Psychiatrists and Social Workers 

who has entered into a preferred provider arrangement with the Scheme.  

-  

A Beneficiary will be deemed to have involuntarily obtained a service from a provider other than the 

abovementioned contracted network providers or DSP, if - 

(i) the service was not available from the DSP or would not be provided without unreasonable delay;

(ii) immediate medical or surgical Treatment for a PMB benefit condition was required under circumstances 

or at locations which reasonably precluded the Beneficiary from obtaining such treatment from a DSP; or 

(iii) if there was no DSP within reasonable proximity to the Beneficiary’s ordinary place of business or personal 

residence.

The below tables set out the manner in which the Scheme will fund PMB conditions if:

a) a Beneficiary use the DSP or involuntarily uses a non-DSP or

b) a Beneficiary voluntarily does not use the DSP.
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 

uses the DSP or 
involuntarily uses a 

non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 

non-DSP
Chronic Disease List (“CDL”) and 
Diagnostic Treatment Pairs Prescribed 
Minimum Benefits  (“DTPMB”) : –  

Out-of-Hospital Consultations  

Specialists:
Any specialist
participating in the 
KeyCare or Premier 
Rate Specialist Network.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP. 

The Scheme shall pay 
the costs of PMB at 
100% of the agreed rate
for services obtained 
from a DSP.
  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate.

The co-payment, which 
the member is liable for 
is any amount the 
provider charges above
Scheme Rate. 

GPs: 
Any GP participating in 
the Scheme’s GP 
Network or GP Premier 
Rate arrangements.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP. 

The Scheme shall pay 
the costs of PMB at 
100% of the agreed rate
for services obtained 
from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate.

The co-payment, which 
the member is liable for 
is any amount the 
provider charges above
Scheme Rate. 

CDL and DTPMB:

Out-of-Hospital Diagnosis

Specialists:
Any specialist
participating in the 
KeyCare or Premier 
Rate Specialist Network. 

GPs: 
Any GP participating in 
the Scheme’s GP 
Network GP Premier 
Rate arrangements.

The Scheme shall pay 
the costs of PMB in full, 
subject to the Scheme’s 
diagnostic Basket of 
Care and the member 
making application to 
the Scheme for CDL 
and/or DTPMB cover. 

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate, 
subject to the Scheme’s 
diagnostic Basket of 
Care and the member 
making application to 
the Scheme for CDL
and/or DTPMB cover. 
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

CDL:

Out-of-Hospital Medicine

The DSP is a defined list 
of contracted 
pharmacies and/or 
providers.

The Scheme shall pay 
the costs of PMB
medication in full, 
subject to the Scheme’s 
Formulary.

If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to the 
maximum of the chronic 
drug amount (“CDA”) or 
Therapeutic Reference 
Price (“TRP”) as 
specified per the Option 
the patient is registered 
on and subject to the 
Scheme’s Medication 
Rate. This is subject to 
Regulations 15 H (c) 
and 15 I (c).

The Scheme shall pay 
the costs of PMB 
medication up to the 
Scheme Medication 
Rate or Therapeutic 
Reference Price (TRP) 
for medication obtained 
voluntarily from a non-
DSP, subject to the 
Scheme’s Formulary. 
This is subject to 
Regulations 15 H (c) 
and 15 I (c).

If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to CDA or 
TRP. Where the 
pharmacy and/or 
provider charges more 
than the Scheme 
Medication Rate or 
Therapeutic Reference 
Price, an additional co-
payment may apply.
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

DTPMB:

Out-of-Hospital Medicine

The DSP is a defined list 
of contracted 
pharmacies and/or 
providers.

The Scheme shall pay 
the costs of PMB
medication in full, 
subject to the Scheme’s 
Formulary.
If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to the 
maximum of the chronic 
drug amount (CDA) or 
Therapeutic Reference 
Price (TRP)as specified 
per the Option the 
patient is registered on
and subject to the 
Scheme’s Medication 
Rate. This is subject to 
Regulations 15 H (c) 
and 15 I (c). 

The Scheme shall pay 
the costs of PMB 
medication up to the 
Scheme Medication 
Rate or Therapeutic 
Reference Price (TRP) 
for medication obtained 
voluntarily from a non-
DSP, subject to the 
Scheme’s Formulary.

If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to the 
maximum of CDA or 
TRP. 

CDL and DTPMB:

Out-of-Hospital Pathology 

Any provider that the 
Scheme has an 
agreement with for 
Pathology services.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP.  

The Scheme shall pay 
100% of the agreed rate
for services obtained 
from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 

The co-payment, which 
the member is liable for 
is any amount the 
provider charges above
Scheme Rate. 

CDL and DTPMB:

Out-of-Hospital Radiology

Any provider charging 
the Scheme Rate for 
Radiology services. 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP.  

The Scheme shall pay 
100% of the Costs or 
the agreed rate for 
services obtained from a 
DSP.

The Scheme shall pay 
the costs of PMB in full 
for voluntary use of a 
non-DSP.  

The Scheme shall pay 
100% of the Costs or 
the agreed rate for 
services obtained from a 
DSP.
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

DTPMB:

In-hospital admissions

Any PMB Network 
Hospital facility as 
contracted with the 
Scheme. Subject to 
Regulation 8 (3) (a) and 
(b).

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 

The co-payment, which 
the member is liable for 
is equal to any amount 
the provider charges 
above the Scheme 
Rate.

DTPMB:

In-Hospital
Consultations 

Specialists: 
Any specialist
participating in the 
KeyCare or Premier 
Rate Specialist Network. 

GPs: 
Any GP participating in 
the Scheme’s GP 
Network and practicing 
in a PMB Network 
Hospital facility. Subject 
to Regulation 8 (3) (a) 
and (b).

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 

The co-payment, which 
the member is liable for 
is equal to any amount 
the provider charges 
above the Scheme 
Rate. 

DTPMB:

Mental Illness 

Drug and Alcohol 
abuse facilities: 
Any facility and/or 
provider contracted with 
the Scheme.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP up 
to  a maximum of 21 
days in-hospital.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP, subject to a 
maximum of 21 days. 

The co-payment, which 
the member is liable for 
is equal to any amount 
the provider charges 
above the Scheme 
Rate.
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

All other conditions: 
Any provider contracted 
with the Scheme and/or 
a defined list of hospitals
with a psychiatric ward
as contracted with the 
Scheme. Subject to the 
condition meeting 
clinical entry criteria and 
the Scheme’s Baskets 
of Care.

The Scheme shall pay 
the costs of PMB in full, 
subject to the rate 
contracted with the 
hospital for a psychiatric 
ward/facility.  
Payment will be 
equivalent of up to a 
maximum of 21 days in-
hospital, or 12 or 15 
days out-of-hospital 
consultations for 
conditions as defined in 
Annexure A of the 
Regulations. 

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP.   

The co-payment, which 
the member is liable for 
is equal to any amount 
the provider charges 
above the Scheme 
Rate. 

DTPMB:

Terminal Care facilities

Hospice and any other 
compassionate care 
facility. 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP.   

The co-payment, which 
the member is liable for 
is equal to any amount 
the provider charges 
above the Scheme 
Rate.

Oncology/Cancer:

Out-of-Hospital Treatment 

Specialists: 
Any Oncologist who has 
agreed to charge the 
Premier Rate and/or any 
specialist contracted 
with the Scheme. 
Subject to Regulation 8 
(3) (a) and (b).

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate or 
Cost for voluntary use of 
a non-DSP.   

GPs:
Any GP on the 
Scheme’s GP Network 
who is a SAOC 
member; 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate or 
Cost for voluntary use of 
a non-DSP.   
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

Oncology/Cancer:

Chemotherapy

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate or 
Cost for voluntary use of 
a non-DSP.

Oncology/Cancer:

Pathology 

Any provider that the 
Scheme has an 
agreement with for 
Pathology services; 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.
  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate or 
Cost for voluntary use of 
a non-DSP.

Oncology/Cancer:

Radiology

Any provider charging 
the Scheme Rate for 
Radiology services; 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
the costs of PMB in full 
for voluntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

HIV:

Out-of-Hospital Consultations

Specialists:
Any specialist
participating in the 
KeyCare or all 
specialists who have 
agreed to charge the 
Premier Rate.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 

GPs: 

Any Premier Plus or 
Remedi Standard GP 
who has contracted with 
the Scheme. 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

HIV:

Pathology 

Any provider that the 
Scheme has an 
agreement with for 
Pathology services.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB up to a 
maximum of 100% of 
the Scheme Rate for 
voluntary use of a non-
DSP. 

HIV:

Radiology

Any provider charging 
the Scheme Rate for 
Radiology services. 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
the costs of PMB in full 
for voluntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP 

HIV:

Medicine 

The DSP is a defined list 
of contracted 
pharmacies and 
providers.   

The Scheme shall pay 
the costs of PMB
medication in full for 
involuntary use of a non-
DSP, subject to the 
Scheme’s Formulary.

If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to maximum 
of the chronic drug 
amount (CDA) or 
Therapeutic Reference 
Price (TRP) as specified 
per the Option the 
patient is registered on
and subject to the 
Scheme’s Medication 
Rate. This is subject to 
Regulations 15 H (c) 
and 15 I (c).

The Scheme shall pay 
the costs of PMB 
medication up to the 
Scheme Medication 
Rate or TRP for 
medication obtained 
voluntarily from a non-
DSP, subject to the 
Scheme’s Formulary.

If the medication is not 
listed on the Scheme’s 
Formulary, the Scheme 
will pay up to CDA or 
TRP. 
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Type Designated Service 
Provider (“DSP”)

a) Reimbursement 
Rate if the Beneficiary 
involuntarily uses a 
non-DSP

b) Reimbursement 
Rate if the Beneficiary 
voluntarily does not 
use a DSP /uses a 
non-DSP

HIV:

Voluntary Counselling and Testing 
(VCT)

Any vendor that has 
contracted with the 
Scheme.

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.

The Scheme shall pay 
up to a maximum of 
100% of the Scheme 
Rate for voluntary use of 
a non-DSP. 

RENAL:

Specifically as regard to Chronic Renal 
Dialysis, Pathology and Drugs 

Contracted provider, 
applicable to Member’s 
chosen Option, in 
respect of the Scheme’s 
chronic renal dialysis 
network. 

The Scheme shall pay 
the costs of PMB in full 
for involuntary use of a 
non-DSP and up to the 
agreed rate for services 
obtained from a DSP.  

The Scheme shall pay 
up to 100% of the 
Scheme Rate for 
voluntary use of a non-
DSP. 

The co-payment, which 
the member is liable for 
is any amount the 
provider charges above
Scheme Rate.

Notes:

1. For approved PMB conditions, all treatment codes and procedure codes must accord with the Scheme’s Baskets 
of Care. The Scheme may have regard to Regulations 15H(c) and 15I(c).

2. “SAOC” means the South African Oncology Consortium.

3. In accordance with what is stated in the main body to these Rules, no healthcare costs associated with a PMB will 
be paid if such costs are voluntarily incurred outside of the territory of the Republic of South Africa and other 
territories within the Rand Monetary Area. 

4. Where claims are paid in full, Beneficiaries will not be required to make any payments not reimbursable by the 
Scheme.  

5. CDA (Chronic Drug Amount) is the reference price applied by the Scheme to all off-formulary medication claims.

6. TRP (Therapeutic Reference Price) is the reference price model applicable to all fixed NAPPI formularies, such 
as the Chronic Disease List (“CDL”), Out of Hospital Diagnostic Treatment Pairs Prescribed Minimum Benefits 
(“OHDTPMB”), HIV and Oncology medicines, ensuring reimbursement of non-formulary products that link to the 
formulary drug classes on a generic and therapeutic level.
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7. Baskets of Care, is a list of consultations, investigations and other procedures that pertain to the care of a CDL 
condition (Chronic Disease List condition as per the Medical Schemes Act and its relevant regulations and 
amendments for Prescribed Minimum Benefits), over a period of time which may be adaptable to the patient’s 
specific needs through a process of interaction and consultation with the Scheme’s contracted Managed Care 
Organisation and/or medical advisors and which will be associated, where applicable, with the drugs as listed in 
the PMB CDL Algorithms for the specific CDL conditions.

8. PMB services will accumulate to insured limits where these limits exist. Once depleted, the remaining PMB 
entitlement will apply.

9. In accordance with what is stated in the Scheme’s main body of the rules, the Beneficiary must authorise all 
voluntary DTPMB hospital admissions, which admissions include, but are not limited to, Mental Illness admissions, 
HIV and Oncology admissions, within 48 hours of the required elective procedure/treatment. Failure to so will 
entitle the Scheme to apply a co-payment of R1 000. 

10. This Annexure to be read in conjunction with Annexure B. 
























































