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Introduction  

Welcome to Medicall Health: Policy Wording  

MEDICALL HEALTH: (UMA/Product Provider) 

Xperia Financial Services (PTY) Ltd t/a Medicall Health is an Authorised Financial Services Provider and registered 

with FSCA (Financial Sector Conduct Authority) FSP Number:  45551.   

 

Our Day-to-Day Benefits are administered by Private Healthcare Administrators (MHNP) 

 

Our funeral benefit is also underwritten by KGA Insurance 

 

Our Stated Benefit Hospital Plan is marketed under the Long-Term Insurance Act as is Underwritten by Lion of Africa. 

 

Lion of Africa Life Assurance Company Ltd (The Insurer) 

Lion of Africa Life Assurance Company Ltd, (REG No 1942/015587/06), a registered Long-Term Insurer and 
Authorized Financial Service Provider (FSP: 15283). 
 

How does a Member of the Scheme claim? 

• In the case of any hospital or emergency room admittance: Pre-Authorisations is required by members. 
• Members must dial 0860 007 722. 

In the event of an accident members will be allowed 48 hours from admittance in which to contact the Pre-
Authorisation Department of Africa and Worldwide Assistance Services Pty Ltd 1997/013679/07. (Africa Assist) who 
is contracted to perform the function on behalf of Lion of Africa and Xperia. 

 

During the pre-authorisation process, the member is validated and if necessary, an ambulance service is 

provided. The qualified staff members of Africa Assist will advise the member if he / she qualifies (e.g., waiting 

periods are over) and will provide estimates of the costs involved.  

a) If the estimated costs are within the benefit value available, the member signs a cession form in which Lion of 
Africa is requested to pay the service providers directly;  

b) Should the estimated costs exceed the benefit available, the member and/or hospital is advised accordingly.  
If agreement is reached regarding the shortfall, a payment guarantee is issued to the hospital for the benefit 
value. Alternatively, the member is informed of other options, which may include state facilities.  

 

Potential repudiations are referred to Medicall Healthcare. Email address compliance@medicallhealth.co.za or 

gerrit@medicallhealth.co.za for their decision. 

 

Where admission is authorised, case management follows to ensure that the member is managed according 

to treatment plan.   

 

Only the exact original treatment plan will be guaranteed.   

Any deviance needs further authorisation or adjustment.  Where complications occur, the payment 

guarantee is adjusted or the member and hospital is advised regarding possible financial short-falls, 

authorisation or adjustment.  Where complications occur, the payment guarantee is adjusted or the member 

and hospital is advised regarding possible financial shortfalls.  

Upon discharge from hospital, Africa Assist receives all invoices from the hospital etc.  In scenarios where the 

member did not sign the cession form, the member must complete a claim form and collects all the invoices and 

must forward to Africa Assist in order to submit a valid claim.  

 

mailto:compliance@medicallhealth.co.za
mailto:gerrit@medicallhealth.co.za
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Africa Assist submits all claims and supporting documentation to Xperia Financial Services and Lion of Africa via 

authorisation.  Medicall Health signs off all Pre-Authorizations and claims audited. 
Lion of Africa will pay the amounts into a claims float account held by Xperia Financial Services.  Xperia Financial 

Services will pay the member / service provider.  

 

What new members can expect and how to add additional Dependents? 

New members complete an application form issued by Medicall Health. On acceptance of the application Medicall 

Healthcare load the application on an internal system and after the first successful debit order sends a Welcome 

Pack to the Principal Insured, at the preferred delivery address supplied on the application.  Delivery of the Welcome 

Pack is done within 30 days. Included in the Welcome Pack is a welcome letter summarizing the benefits; a Medicall 

Healthcare Membership Certificate and Membership Card; the Policy Document and a Medicall Healthcare vehicle 

sticker. Should a Principal Insured like to change Dependents, a Medicall Add / Remove Dependent form is 

completed and forwarded to Medicall (admin@medicallhealth.co.za ). A revised Membership Certificate and 

Membership Card is issued and delivered to the Principal Insured.  

 

Requests for forms to be sent to: admin@medicallhealth.co.za  
 The following forms are available: 

• Addition/Removal of Dependent 

• Change of Banking Details 

• Appointment of New Principal Member 

• ADHOC Debit Request Form 

• Change of Policy Plan 

 

 

Complaints 

If you have received inadequate information or unsatisfactory service or have complaints about the advice you have 

received, please contact Medicall’s Compliance Management on compliance@ medicallhealth.co.za 

Should you be unsatisfied with the complaints handling process of Medicall’s Compliance Officer, you can contact  

Lion of Africa Company’s Compliance Officer at: 

 

The Complaints Department 

Telephone number: 021 461 8233 

E-mail address: complaints@lionlife.co.za 

 

Should you be unsatisfied with the complaints handling process of Lion of Africa in respect of any service or claims 

related matter, you can contact the Ombudsman for Long-Term Insurance: 

 

Postal Address Physical address Telephone 

Private Bag X45  

Claremont 

Cape Town 

7735 

3rd Floor 

 Sunclare Building 

21 Dreyer Street,  

Claremont, 7700 

012 657 5000  

0860 103 236 

Website E-mail Fax 

www.ombud.co.za  info@ombud.co.za 012 674-0951 

 

 

 

 

 

mailto:admin@medicallhealth.co.za
mailto:admin@medicallhealth.co.za
http://www.ombud.co.za/
mailto:info@ombud.co.za
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If your complaint relates to the intermediary/ broker who provided advice, you can contact the FAIS Ombud: 

Postal Address Physical address Telephone 

PO Box 74571 

Lynwood Ridge 

0040 

Sussex Office Park  

Ground Floor, Block B 

473 Lynwood Road 

Lynwood  

0081 

012 470 9080 

012 762 5000  

Website E-mail Fax 

www.faisombud.co.za 

 

info@faisombud.co.za 

 

086 764 1422 

012 347 0221 

In the event that the Lion of Africa repudiates liability for any claim under the Policy, the claimant shall have 90 

(ninety) days from the date of notice of the repudiation within which to make representations to the Insurer 

disputing the repudiation of the claim. 

If the claimant concerned does not, in respect of the subject matter of such claim, within 12 (twelve) months, after 

the 90 (ninety) day period to make representations, commence legal proceedings in a competent court and 

prosecute such proceedings to final judgement, any liability of the Insurer shall be extinguished and no benefits 

shall be payable in respect of such claim and / or the insured event concerned.  
 

Acceptance 

It is agreed that:  

- This document shall constitute the Master Policy issued to the Policyholder as indicated in the Policy Schedule; 

- This Master Policy shall supersede any other Master Policies issued for this Scheme by the UMA /Insurer to the 

Policyholder for the same or similar benefits stated in the Schedules below;  
- Any subsequent endorsements to this Policy shall be incepted by means of issuing a new Policy Schedule 

showing the effective date of that new Policy Schedule. 

http://www.faisombud.co.za/
mailto:info@faisombud.co.za
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1. Policy Schedule 

1.1. Contract Parties and Associates 

This Policy summary shall Replace any other Policy Schedule and/or documentation issued by the UMA/Insurer to 
the Policyholder for the same or similar benefits stated in the schedules below and must also be read in conjunction 
the welcome and key information form attached must be read in conjunction with this document and shall form an 
integral part of the Policy. Any new Schedule received in the future must be attached as this too will form part of the 
Policy. 

Commencement date of this Policy 
Schedule 

 

Contract Parties: 

Name of the Scheme Medicall Healthcare:  Classic Range 

Underwriting Manager UMA:  Name  Xperia Financial Services (Pty) Ltd T/A Medicall Healthcare. 

UMA:  Registration Number 2014/114072/07 

Registered address of Policyholder 44 Buskus Street Potchefstroom 2531 

Underwritten by 

Also known as the Insurer 
Lion of Africa Life Assurance Company Ltd 

Reg. No.1942/015587/06  
Registered address of Insurer Office 16th Floor The Golden Acre Adderley Street Cape Town CBD 8001 

Participating Groups in this Scheme Medicall does not currently have specific Participating Groups, but markets 
mainly to individuals through various marketing channels, which include a 
subsidiary, Medicall SA - Distribution, + - 500 Brokerages and 4 call centres. 

The client base includes a number of Employee Benefit Groups. 

Medicall has offices in La Lucia (Head Office), Potchefstroom (mainly the 
administration offices in terms of IT and payroll) 

Associated Parties to this Scheme: 

Administrator appointed for this 
Scheme 

- Medicall Healthcare (Xperia Financial Services (Pty) Ltd will be 
responsible for Policy Administration. 

- Africa Assist (Pty) Ltd will be responsible for Claims – Approved, 
Authorised audited by Medicall Health  

 
Type of Administration Agreement - Binder Agreement with Xperia Financial Services (Pty) Ltd 
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1.2. General information of this Scheme 

Type of Scheme: 

Voluntary / Compulsory Membership  

Scheme details: 

Commencement date 1 December 2017 

Review date Annually during November, but the Insurer has the right to review the Scheme 
any other time during the year should the loss ratios be unacceptable in terms 
of this agreement. 

The premiums have been based on 

the assumption the minimum 

number of Principal Insured 

members will be 

The assumption that the minimum number of Principal Insured members will 
not be significantly less than the current member base. 

Premiums are calculated based on the assumption of the benefits of the 
member base and can be adjusted during the term of the policy. 

Benefit offerings and all other terms and conditions remain unchanged during 
the term of the policy. 

Contract period Term policy – Annual 

Notification period for termination 

Both by the Policyholder and the 

Insurer 

90 calendar days, written notification for cancellation. 

90 calendar days, written notification for amendments to this agreement, 

including premium increases / decreases. 

Age and other restrictions: 

Minimum entry age for Principal 

Insured 

18 years 

Maximum entry age for Principal 

Insured 

64 years 

Maximum entry age for Spouses 64 Years 

Maximum entry age for Extended 

Family Members 

N/A 

Cessation Age N/A 

Maximum number of Spouses 1 

Maximum number of Dependents, 

including the Spouse 

6 

Maximum number of Extended 

Family 

N/A 

Maximum number of Members 

(including Principal Member, 

Dependents and Extended Family) in 

Total 

7 

Maximum age of Children included as 

Dependents without proof of being a 

full time student 

Under 21 years 

Maximum age of unmarried Children 

included as Dependents with proof of 

being a full-time student 

Under 26 years 

Number of weeks of pregnancy after 
which a still born death will be  
included as a Dependent 

28 weeks or more 
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References to age in Par 1.2 means: 

Where premiums are based on age, it 

Implies 

Entry age 

Where benefits are based on age, it 

Implies 

Current age 

Benefits will only by paid or service delivered in the following territory: 

Within the borders of the Republic of 

South Africa as well as 

None other 

Transfer of Membership: 

Will the Scheme allow transfer of 

Membership at the death of a 

Principal Insured to an eligible 

Dependent? 

Death - Yes 

From another health insurance scheme - Yes 

Members transferring from another health insurance scheme will be 

accommodated and waiting periods will be waived for members that can 

prove up to date cover with another health insurer which provided the same 

benefits with the same waiting periods. 

Where waiting periods and benefits were less than what is included in this 

Master Policy, the difference in waiting periods and/or benefit values will still 

apply and be subject to the remainder of the waiting periods 

Increase of benefits: 

In the event that more than one 

benefit options are available to 

Members of this Scheme, are 

Members allowed to increase 

benefits subsequent to Participation 

Date? 

Yes 

Beneficiary of this Scheme 

Only to the Member (Insured Person), their Estate or a nominated beneficiary, whose receipt of benefits paid shall 
effectually be a full discharge of liability by the Insurer. 

 

 

  



   Page | 8  
 

1.3. Waiting Periods 

 

Waiting Periods: 

Health events:  

- Illness - Cash Benefit 3 calendar months from Participation Date or reinstatement date where 

applicable 

- Illness -Booster Benefit 3 calendar months from Participation Date or reinstatement date where 

applicable (Subject to Pre-Authorisation)  
Illness Booster Benefit 
The Booster Benefit covers Pre-Authorised admission where the hospital 
stay is less than 24 hours. In addition, Emergency Room cover of up to 
R2000 is provided where Emergency Room treatment is required with no 
admission into hospital. Day procedures as Pre-Authorised up to R8500 
per event to the maximum of the overall limit.  
SUBJECT TO A 3 MONTH WAITING PERIOD  

- Specific Illness Benefit 
- Appendectomy 
- Kidney Stones 

- Ectopic Pregnancy 

- Gallbladder 

- Maternity 

- Hysterectomy 

  3 calendar months from Participation Date or reinstatement 

12 calendar months from Participation Date or reinstatement 

12 calendar months from Participation Date or reinstatement 

12 calendar months from Participation Date or reinstatement 

12 calendar months from Participation Date or reinstatement 

12 calendar months from Participation Date or reinstatement 

- Stated Illness Benefit 12 calendar months from Participation Date or reinstatement date where 

applicable 

12 calendar months for any pre-existing medical conditions 

 
 
 
 
 

 

 Stated Illness Benefit 
Your Stated Illness benefit is limited to one Stated Illness per member per 
lifetime. This Life Time Stated Illness Benefit allows up to R300,000 per 
lifetime with a maximum of R60 000 per annum per member.  Thus, on 
being diagnosed and pre-authorised- subject to Terms and Conditions. 
Covers Heart attack, Coronary Disease, Stroke, Brain Tumour, Cancer, 
Kidney Failure, Major Organ Transplant, Paraplegia and blindness. Any 
Pre-existing medical Conditions subject to Underwriting approval.  

SUBJECT TO A 12 MONTH WAITING PERIOD & PRE-AUTHORISATION 

 
 
 
 
 
 

 

- Accident Permanent Disability 

Benefits 

None, provided that the first premium has been received. 

- Pre-Existing Medical Conditions 12 calendar months from Participation Date or Reinstatement Date where 

applicable on all other products. 

- Waiving    of    Waiting    Periods 

allowed? 

Yes, subject to sign off on compulsory group dependent on size and/or 
proof of existing cover at same terms and conditions as provided for in this 
Master Policy. 
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1.4. Premium collections 

Premium collection: 

Does the Individual Member pay? 

directly into Lion of Africa’s bank 
account? 

No 

If “Yes”, preferred payment method Netcash 

Name of entity’s bank account into 

which premiums will be collected 

Netcash (Pty) Ltd do the deductions then paid over into Xperia’s Bank Account 

  

Payment of premiums to Xperia 
Financial Services/Netcash 

Individual Policyholders pay in ADVANCE on or before the 1st, 5th, 15th,25th and 

last day of the month. 

 

Payment frequency of premiums Monthly  

Grace Period 30 days commencing from the date on which the premium is due. 

Cooling-off Period 1 calendar month (or 31 (thirty-one) days) commencing on the first day of 
the month in which the 

premium was paid. 

Number   of   consecutive   premiums 

misses before a policy lapse 

1 

Does the Staggered Payment Method? 

apply? 

No 

If collection of premiums is performed by the Administrator, does the 

Intermediary and/or Binder Agreements (or other Administration 

Agreements where applicable) allow for payment of premiums Net 

of Commission or Fees 

Yes 

 

1.5. Claims 

Claims: 

Notification period from the date of 

the event should be within 

3 calendar months from the date of the claim event 

Submission of all required 

documentation to assess the claim 

should be within 

3 calendar months from the date of the claim event 

Notification period and procedures 

before admission to hospital 

The Member (Insured Person) must notify Africa Assist at least 48 (forty 

eight) hours prior to being hospitalised and give full particulars of the 

hospitalisation to them at the contact number provided on the 

membership card.  Failure to do so will result in the non-payment of claims. 

This requirement will not apply to an Emergency, subject to the Member 

(Insured Person) notifying Africa Assist within 48 (Forty-Eight) hours after 

Admission, provided that the Member (Insured Person) is physically able to do 

so. 
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1.6.  General exclusions and limitations  
 

1.6.1.  A Member (Insured Person) may not be covered on more than one Policy under this insurance category.  
 

1.6.2.  If at the time of any Insured Claim Event giving rise to a Medical Expenses claim under this policy, an 
Insurance or Medical Aid Scheme exists with any other Insurers or Medical Aid covering the Insured 
Person against the defined events, the Insurer shall be liable to make good only a rateable proportion of 
the amount payable by or to or on behalf of the Insured Person in respect of such Insured Claim Event. 
Member needs to notify Africa Assist of all cover plans at the time of Pre-Authorisation. Proof of payment 
of a claim on a Medical Aid needs to be provided not later than 90 days after discharge from Hospital or 
medical institution. 

 

1.6.3.  The Policyholder will not be entitled to any benefits if admission is required for the purposes of  

investigative procedures or any other investigation only, unless specifically provided for in this 
agreement.  

 

1.6.4.  Any other surgical procedures where admission to a hospital or day clinic is less than 24 consecutive 
hours and which procedures are not specified under the Specific Illness Benefit and which is not related 
to an accident will be included in the Illness Booster Benefit and subject to the limits applicable to this 
benefit.  

 

1.6.5.  This policy does not cover any admission to hospital which is a result or relate to complications or 
conditions arising as a result of pregnancy or during childbirth during the first 12 (twelve) 
months from the Commencement Date or any Reinstatement Date.  Admission to hospital which is 
a result or relates to complications or conditions arising as a result of pregnancy will be part of the 
maternity benefit and will be subject to the maximum limit as set out on the maternity benefit.  

 

1.6.6. The Insurer will not be liable for any claims: 
 

1.6.6.1.  which is caused by a suicide or attempt thereat or any self-inflicted injury or wilful exposure to 
danger (unless in an attempt to save human life);  

 

1.6.6.2.  in respect of expenses arising out of a routine physical or other examination where there is no 
objective indications or impairment in normal health;  

 

1.6.6.3.  in respect of obesity, elective, elective cosmetic or plastic, corrective optical and laser surgery or  

treatment and costs resulting therefrom except in the case of bodily reconstruction as a direct 

result of an Injury sustained in an Accident;  
 

1.6.6.4.  in respect of premature childbirth unless the expected date of birth is later than 9 (nine) 
consecutive months after inception of insurance;  

 

1.6.6.5.  The new born baby born in the first twelve months, will be covered after the baby has been 
discharged with a clean bill of health;  

1.6.6.6.  resulting from a Member refusing medical treatment recommended by a physician or medical  

practitioner;  
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1.6.6.7.  resulting from a Member unreasonably or wilfully neglecting or failing to seek and remain under the 
care of a medical practitioner;  

 

1.6.6.8. For Joint and Back surgery except as a result of an accident and then limited to R40 000 only; 
 

1.6.6.9. All medical, surgical and orthopaedic appliances including prosthetics internally and externally; 
 

1.6.6.10.  The policy does not cover any in-hospital radiology and pathology for illness  

1.6.6.11.  resulting from, whilst in Hospital at the Insured Person’s own choosing  which has no connection 
with any Injury, Illness or Stated Illness or in Hospital other than by recommendation by a 
qualified physician;  

 

1.6.6.12.  resulting from, whilst in Hospital for the investigation of pain and pain related conditions and 
treatment in this context includes bed rest, traction, physiotherapy, spinal blocks, medication or 
intravenous medication;  

 

1.6.6.13.  was caused by, or as a result of, the influence of alcohol, drugs or narcotics upon such Member (Insured  

Person) unless administered by, or prescribed by, and taken in accordance with the instructions of a 

member of the medical profession (other than himself);  
 

1.6.6.14.  was caused by the use of nuclear, biological, chemical or explosive weapons or arising from exposure  

to, or contamination by, atomic energy and/or nuclear fission or reaction;  
 

1.6.6.15.  was caused whilst travelling by air other than as a fare paying passenger and not as a member of the 
crew nor for the purpose of any trade or technical operation thereon or therein;  

 

1.6.6.16.  was caused whilst participating in a hazardous or Professional Sport/activity, irrespective of whether 
or not such sport / activity is part of a full-time occupation or merely for recreational activities subject 
to receiving a renumeration for this sport activity.;  

 

1.6.6.17.  was caused by any mental illness, mental disability, mental impairment and psychopathic disorders, all  

forms of depression, major affective disorders, psychotic and neurotic conditions, as well as all stress 

and anxiety related disorders, other than those caused by an Accident as defined in this Insurance;  
 

1.6.6.18.  while it was caused by mountaineering or rock climbing necessitating the use of ropes or guides,  

potholing, hang gliding, sky diving, riding or driving in a race or rally, quad biking, off-road motorcycle 

riding, underwater activities involving the use of artificial breathing apparatus unless the Insured Person 

has an open water diving certificate or is diving with a qualified instructor to a depth no greater than 30 

meters and/or similar activities, unless agreed by the Insurer;  
 

1.6.6.19.  was caused whilst the Member (Insured Person) is perpetrating an intentional unlawful act in terms of  

South African Law;  
 

1.6.6.20.  was caused by any gradually operating cause, which include, but is not limited to the following: 

• Cataracts 
• Carpel Tunnel Syndrome 
• Conditions Related to Arthritis 
• Parkinson’s 
• Motor Neuron Disease 
• Glaucoma 
• Meniere’s Disease 
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1.6.6.21.    was caused by, directly or indirectly arising from, treatment of infertility or the artificial insemination of 

a person as defined in the Human Tissues Act (Act 65 of 1983) or any amendment thereto or replacement 

thereof 

 

1.6.6.22. Conservative and specialised dentistry treatment or dental surgery.  This also applies in the case of  

accidents;  
 

1.6.7.  If the consequences of an Accident shall be aggravated by any condition or physical disability of the Insured  

Person which existed before the Accident occurred, the amount of any compensation payable under this 

Insurance in respect of the consequences of the Accident shall be the amount which it is reasonably 

considered would have been payable if such consequences had not been so aggravated.  
 

1.6.8.  In addition to the above, qualified medical advice shall be sought and followed promptly on the occurrence  

of any Bodily Injury, Stated Illness or Illness and the Insurer shall not be liable for any part of any claim  

which in the opinion of the medical adviser arises from the unreasonable or wilful neglect or failure of a  

Member (Insured Person) to seek and remain under the care of a qualified member of the medical  

profession.  
 

1.6.9.  With regards to the Accident and Health Policy:  

Upon payment of 100% of the Compensation for any one claim under Stated Illness in respect of any 

Insured Person, all cover provided shall be terminated and cannot be reinstated in respect of the Stated 

Illness Benefit that has been paid for that Insured Person.  Compensation under Stated Illness shall not be 

in addition to any other benefit covered under this policy.  
 

1.6.10.  With regards to Permanent Disability:  

Permanent Disability benefits will only be considered by the Insurer in the event of a motivation received 

from a Physician as defined under 2.1 Definitions – Permanent and Total Disability of the Policy Wording.  
 

1.6.11.  With regards to an Illness:  

A recurrence of any Illness will only be considered a separate Illness if 6 (six) months have elapsed from the 

date of onset of the preceding Illness and which has a definite diagnosis and treatment plan.  
 

1.7.  Specific exclusions and specific approved procedures  

None  
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2. Policy Wording 

 

In this Scheme where the context requires, words importing the masculine shall include the feminine and words 

importing the singular shall include the plural and vice versa, and the following expressions shall have the following 

meanings: 

 

2.1. Definitions 

Accident (or Accidental) A sudden, unforeseen, unusual and unexpected specific event, which is unintended,  

and not reasonably expected to occur, arising from a source external to the Insured, is 

independent of illness, disease or other bodily malfunction, which occurs at an 

identifiable time and place during the period of the Policy, resulting directly and 

independently of any other cause, in Bodily Injury. 

 

Accidental Death Means Bodily Injury to a Member (directly and independently of all other causes) which 

results within 31 (thirty-one) days in the death of the Member and shall exclude death 

by natural causes. 

 

 

Admission 

 

Admission into a Hospital as an Inpatient on the advice of, and under the professional  

care and attendance of a qualified physician. Confinement as a resident bed patient  

which is objectively necessary for treatment of Bodily Injury or Illness covered by this  

Policy and which treatment could not reasonably have been obtained as an out- 

patient. 

 

AIDS and HIV Acquired Immune Deficiency Syndrome and Human Immune Deficiency Virus 

respectively, shall have the meanings assigned to these terms by the World Health 

Organisation and shall include opportunistic infection, malignant neoplasm, 

encephalopathy (dementia), HIV Wasting Syndrome or any disease or illness in the 

presence of a serio-positive test for HIV. 

 

Application Form The form that the Principal Insured completes and nominates the Dependents and 

Extended Family Members (where applicable) to be insured under this Scheme. This 

form shall also state the option of benefits selected. 

 

Back and Joint Treatment related to the spinal column, shoulder, elbow, wrist, hip, knee and ankle. 

 

Beneficiary The person/s as nominated by the Principal Insured, to receive the benefit, subject to 

the terms and conditions set out in this Policy and in the Policy Schedule. Such persons 

to be nominated in writing and may be amended any time prior to the death of the 

Principal Insured. 

 

Benefit The stated benefits provided by the Insurer and as set out in Annexure A of this Policy. 
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Bodily Injury Means physical bodily injury to the Member, that is violent, external and visible, caused 

by an Accident and which shall include Bodily Injury caused by starvation, thirst and 

exposure to the elements. 

 

(Participation) Certificate The document issued to the Principal Insured as proof of participation in the benefits 

of this Scheme. 

 

Cessation Age The Principal Member’s age as specified in the schedule, at which age benefits would 

cease. 

 

Children (Child) Any or all of the following: 

1) the Principal Insured’s unmarried minor children, natural and/or legally 

adopted, who have been nominated on the Application Form or the Member 

Amendment Form and who have not yet attained the age specified in the Policy 

Schedule.  

  

This age may be extended to an age specified in the Policy Schedule in respect 

of an unmarried child who is a full-time student at a registered tertiary 

institution.  

 

There will be no age restriction for children who are either mentally or 

physically incapacitated from maintaining themselves, always provided that 

the children are wholly dependent on the Principal Insured for support and 

maintenance. 

 

Once a child has become independent of the Principal Insured for support and 

maintenance, dependency and therefore definition of a child cannot be revived 

at a later date unless that child is still under the age specified in the Policy 

Schedule;  

 

2) a stillborn child born to the Principal Insured or Spouse or an Extended Family 

Member, after the number of weeks (as specified in the Policy Schedule) of 

pregnancy, is included under this definition; 

 

3) children also include all nominated or foster children at inception which are 

dependent on the Principal Insured. 

 

Chronic Condition A health condition or disease that is persistent or lasting in its effects.  It typically lasts  

for more than three months.  Chronic diseases include, but are not limited to,  

arthritis, heart disease, high and low blood pressure, asthma, cancer, diabetes and  

AIDS. 

 

Chronic Medication Medication prescribed by Physician which relates to a chronic condition.   

 

Claim 

 

 

 

Means, unless the context indicates otherwise, a demand for benefits under this Policy 

by a Claimant, irrespective of whether or not the Claimants’ demand is valid, made by 

submitting a duly completed claim form and supporting documentation to the 

Administrator. 



   Page | 15  
 

 

Claim Event 

 

 

 

Claimant 

 

Claims Ratio 

 

Means the risk insured, occurring during the currency of this Policy, being the admission 

into hospital, or the disability of a Member resulting from an Accident or the Accidental 

Death of a Member. 

 

Means a person who makes a Claim in relation to this Policy. 

 

The sum of claims paid and outstanding claims (reported, but not yet paid) as a 

percentage of Risk Premium, which can either be expressed as Gross or Net Risk 

Premium. 

 

Commencement Date The date specified in the Policy Schedule, specifying the Commencement Date of this 

Policy, being the date on which this Policy commences and cover comes into effect. 

 

 

Cooling-off Period A period of time after a sale contract is agreed during which the buyer can cancel the 

contract without incurring a penalty.  This period is specified as 31 (thirty-one) days 

from the date on which the Principal Insured receives the full policy document, or on a 

date on which is can be reasonably confirmed that the Principal Insured has received 

the full documentation or within 31 (thirty-one) days from the Commencement Date of 

this Policy.  

 

Compensation The amount payable to the Principal Insured in the event of a Benefit claim. 

  

Day 24 (twenty-four) consecutive hours from the time (as stated on the Hospital 

statement) of Admission into that Hospital. 

 

Day Procedure A surgical procedure and/or Hospital Admission that is considered to be less than 24 

(twenty-four) hours by a Physician. 

 

Defined Accidental Events Where the Principal Insured or a Dependent sustains accidental Bodily Injury which 

results, within 31 (thirty-one) days thereof, in the death of the Principal Insured or a 

dependent, solely and independently of any other cause; or 

 

In the event of the disappearance of the Principal Insured or a Dependent and the 

granting of a High Court order presuming the death of the Principal Insured or the 

Dependent. 

  

Dependents The Spouse and Children as defined. 

 

Domestic Employee The named individual in the employ of the Principal Insured. 

 

Exclusions 

 

Extended Family 

Means the losses or risk events not covered under this Policy. 

 

Any family member or dependent who is nominated by the Principal Insured for 

Membership of the Scheme as an Extended Family Member on the Application Form or 

subsequently been added by completing the Member Amendment Form, up to the age 



   Page | 16  
 

as specified in the Policy Schedule and on whose life the Principal Insured has insurable 

interest.  

 

Extended Family Members may include any Spouse of the Principal Insured that has not 

been nominated as a dependent or any non-qualifying child and/or foster child of the 

Principal Insured as well as parents, grandparents, brothers, sisters, aunts, uncles, 

nephews, nieces, grandchildren. 

 

  

Emergency The sudden and, at the time, unexpected onset of a health condition that requires 

immediate medical or surgical treatment, where failure to provide medical or surgical 

treatment would result in serious impairment to bodily functions or serious dysfunction 

of a bodily organ or part, or would place the person’s life in serious jeopardy. 

 

Emergency Ambulance Means the emergency medical response unit available to the Insured Members for 

urgent medical assistance. 

 

  

Family The Principal Insured and the Principal Insured’s Dependents. 

 

Gradual Operating Cause An illness that is not acute or related to a specific event but develops over a period of  

time 

 

Grace Period The period after the due date for payment of premiums, which the Insurer will allow 

the Policyholder to pay arrear premiums before Scheme benefits will be lapsed. 

 

Gross Risk Premium The premium which the Insurer charges for providing the insured benefits in terms of 

this Policy.  It is also referred to as the risk rate.  Gross Risk Premium is before deducting 

commission, binder fees and other administration fees.  Gross Risk Premium is inclusive 

of Value Added Tax (VAT) in terms of Section 2(1)(i) of the VAT Act No 89 of 1991. 

 

Gross Written Premium Refer to Gross Risk Premium 

 

Hospital An establishment which meets all the following requirements: 

• Holds a license as a hospital or day clinic or nursing home (if licensing is required 

in the province or government jurisdiction);  

• Operates primarily for the reception, care and treatment of sick, ailing or 

injured persons as inpatients; 

• Provides organized facilities for diagnosis and surgical treatment. 

• Is not primarily a rest or convalescent home or similar establishment and is not, 

other than incidentally: 

o A place for alcoholics or drug addicts,  

o A place of rest for the aged,  

o A health hydro,  

o A homeopathic clinic or similar establishment, 

o An institution providing long term care for the blind, deaf, dumb or 

other handicapped persons, 
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o A mental institution or a convalescent home, 

o An establishment which provides nursing service supervised by 

registered nurses or nurses with equivalent qualifications. 

 

Hospital Confinement Admission to a Hospital ward, limited to the general ward, high care ward and special 

care units, including but not limited to an intensive care unit (“ICU”). 

 

ICU Intensive Care Unit, also known as a critical care unit (CCU), is a special department of 

a hospital or health care facility that provides intensive care medicine.  Intensive care 

units cater to patients with severe and life-threatening illnesses and injuries, which 

require constant close monitoring and support from specialist equipment and 

medications in order to ensure normal bodily functions. 

  

Individual Policyholder Referred Principal Insured. 

 

Illness The onset of any acute somatic, unforeseeable, unpredictable Illness (excluding mental 

Illness) that has been diagnosed and for which a defined treatment plan exists that 

requires Admission to Hospital, and which was not a Pre-Existing Medical Condition 

(unless otherwise provided for herein).   

 

A recurrence of any Illness will only be considered a separate Illness if 6 (six) months 

have elapsed from the date of onset of the preceding Illness. 

 

Injury A sudden and unexpected Bodily Injury necessitating Primary Health Benefits, 

Emergency Benefits and/or Hospital Confinement Benefits. 

 

Insured Event The particular event, for which insurance has been obtained in terms of this Policy, and 

set out in the Policy Schedule. 

 

Insurer Lion of Africa Life Assurance Company Ltd, with Reg. No.1942/015587/06, a registered 

long-term insurer in terms of the Long-term Insurance Act of 1998 and an Authorised 

Financial Services Provider (with FSP No 15283) in terms of the Financial Advisory and 

Intermediary Services Act of 2002. 

 

Insured 

 

Medical Emergency 

Transportation 

 

Means the Principal Insured, Dependents and any Extended Family Members. 

 

Transportation by ambulance to the nearest appropriate Hospital. 

Members (Insured Persons) The Principal Insured and any of its Dependents, including Extended Family Members 

as nominated on the Application Form and accepted by the Insurer. 

 

National Health Reference The standard anatomical tariff system. 

 

Net Risk Premium Net Risk Premium is Gross Risk Premium less commission, binder fees and other 

external administration fees and is the amount from which the Insurer has to pay 

internal administration expenses and claims. 
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Participation Date 

 

The date each Principal Insured entered into the Scheme. This date should be stated on 

both the Application Form and Participation Certificate of each Principal Insured. 

 

Participating Group A group, as stated in the Schedule, participation in the Scheme, which shall have its 

own Scheme Schedule. 

 

Participating Group Entry 

Date 

 

The date when a Participating Group becomes a Participating Group to this Scheme and 

after the Registration Form has been submitted to the Insurer. 

 

Permanent employment 

 

When the Principal Insured is working for another person or the state for at least 20 

(twenty) hours a week and receiving a salary or wages under a contract of employment 

that does not have a known or implied finish date. 

 

 

Permanent and Total 

Disability 

 

Such incapacity which renders the Insured unable to follow his/her own or similar 

occupation, defined as the regular and / or normal occupation in which the Insured is 

engaged for remuneration or profit but expanded also to include any occupation for 

which the Insured is reasonably qualified to be engaged in for remuneration or profit 

by his/her qualifications, status, training, working and / or occupational experience.  

 

The term Permanent Total Disability shall include permanent and total loss of or use of: 

• Speech, 100% loss 

• Hearing in both ears, 100% loss 

• Any limb, 100% 

• Sight in one or both eyes, 100% 

• Disfigurement of face and neck, 100% 

 

Personal Information 

 

 

Physician 

Means the personal information as defined in the Protection of Personal Information 

Act 4 of 2013. 

 

A doctor of medicine or a doctor of osteopathy licensed to render medical services or 

perform surgery in accordance with the laws of the jurisdiction where such 

professional services are performed. 

 

Policy The document issued to the Policyholder which sets out the relevant terms and 

conditions applicable to the Scheme and relevant cover selected. 

 

Policyholder As referred to in the Policy Schedule. Also known as Scheme Owner. 

 

Policy Schedule The Policy summary, which sets out the particular benefits of the Scheme, included 

herein under Annexure A. 

 

Pre-Authorisation Services In the case of any hospital, illness, accident or emergency room admittance, members 

are required to call 0860 00 77 22 found on your Membership card. Members will be 

asked to quote their Membership number and/or the reason for admission. Should 

your GP refer you to hospital, you will be supplied with an admission letter that will 
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need to be submitted for Pre-authorisation. Kindly note that members will not be 

accepted by the hospital if you do not follow the Pre-authorisation process. 

 

Pre-Existing Medical 

Condition 

Any condition, physical defect, illness, bodily injury or disability which the insured was 

 aware of (by way of symptoms) and/or received medical advice or treatment was  

caused by, directly or indirectly arising from, treatment of infertility or the artificial  

insemination of a person as defined in the Human Tissues Act (Act 65 of 1983) or any 
 amendment thereto or replacement thereof; in the defined period as indicated in the 

Policy Schedule (Paragraph 2) prior to the Commencement Date or date of any 

reinstatement of this Policy. 

 

  

Principal Insured The person whose life is to be insured under this Policy and on whose death all other 

insurance cover on his/her Participation Certificate shall cease, unless the Policy is 

transferred in terms of clause2.5.  Where a Grouped Individual Policy is issued, the 

Principal Insured is also known as the Individual Policyholder. 

 

Professional Sport 

 

A sporting activity in which an Insured Person engages and from which such an 

Insured Person derives the majority of their income. 

• ACTIVTIES THAT ARE COVERED: 

• Clay Pigeon Shooting – supervised by a qualified 
person;  

• Cricket; 

• Croquet; 

• Curling; 

• Cycling;  

• Dancing;  

• Darts;  

• Deep Sea Fishing; 

• Dinghy sailing – inland & coastal waters provided it 
is in territorial waters;  

• Dog Skijoring;  

• Dog Sledding;  

• Dressage;  

• Dry Skiing;  

• Dune bashing;  

• Elephant / Camel riding;  

• Fell Walking;  

• Fencing – supervised by a qualified person; 

• Field Hockey;  

• Fishing; Foot Bag (Hacky Sack);  

• Football;  

• Go Karting (leisure only) – engine capacity of 200cc 
or less;  

• Soccer; 

• Golf;  

• Gym;  

• Gymnastics;  

• Handball;  

• High Diving – less than 10 meters indoor only; 

• Hiking – under 6,000 meters altitude, no solo treks, 
no mountaineering using ropes;  

• Hill Walking – under 6,000 meters altitude, no solo 
treks, no mountaineering using ropes;  

• Kick Boxing;  

• Kite skiing, surfing and boarding  

• Korfball / Basketball / Netball; 

• Power Lifting;  

• Racquetball; 

• Rambling;  

• Roller Blading;  

• Roller skating; 

• Rounder’s;  

• Rowing – inland and coastal within territorial waters; 

• Rugby (Non-Professional);  

• Running, Sprint, Long Distance;  

• Safari – organized trips only excluding any guns;  

• Sailing & Sailboarding & Sandboarding;  

• Scooter – provided you wear a crash helmet and 
adhere to South African age limits for applicable 
motor driver licensing 

• Scuba Diving – max depth 50m, accompanied by 
qualified instructor and not diving alone;  

• Segway - a two-wheeled motorized personal vehicle 
consisting of a platform for the feet mounted above 
an axle and an upright post surmounted by handles;  

• Skidoo;  

• Skiing on paste, alpine, green, blue, red slopes; 
Snorkeling 

• Snowboarding on paste; green, blue, red slopes 

• Surfing – in territorial waters  

• Softball; 

• Squash;  

• Street ball;  

• Surfing – in territorial waters;  

• Swimming;  

• Trekking under 6,000 meters altitude, no solo treks, 
no mountaineering using ropes;  
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• Hockey;  

• Horse riding – excluding Jumping, Hunting and Polo; 

• Hot Air Ballooning – organized trips and travel as a 
passenger only 

• Husky sledge driving – excluding endurance;  

• Ice skating- excluding speed skating; 

• In line skating; 

• Javelin;  

• Jet Boating;  

• Jet Skiing up to a capacity of 500cc;  

• Jogging;  

• Ju Jitsu;  

• Judo;  

• Karate;  

• Triple Jump;  

• Tug of War;  

• Twirling;  

• Volleyball; 

• Wake boarding;  

• Water polo;  

• Table Tennis;  

• Tennis;  

• Tenpin Bowling;  

• Tobogganing;  

• Twirling;  

• Volleyball; 

• Wake boarding;  

• Water polo; 

 

 

 

 

Repatriation 

 

The repatriation of the deceased within the border of the defined Territory.  

 

Repudiation 

 

 

 

 

 

 

 

Retail Premium 

Means, in relation to this Policy, any action by which the Insurer rejects or refuses to 

pay a Claim, or any part of a Claim, for any reason, and includes instances where a 

Claimant lodges a Claim: 

- in respect of a loss event or risk not covered by this Policy; and 

- in respect of a loss event or risk covered by this Policy, but the premium or 

premiums payable in respect of this Policy are not paid 

and “Repudiation” shall have a corresponding meaning. 

 

The premium which the Policyholder recovers from the Principal Insured. 

 

Review Date The date stated in the Policy Schedule on which the Insurer will review the risk profile, 

benefits and premiums of the Scheme. 

 

SCIDEP The ASISA Standardized Critical Illness Definitions Project. 

 

Scheme As referred to in the Policy Schedule. 

 

Spouse The legal or common law husband/wife of a Principal Insured or such person residing 

with the Principal Insured for a period of longer than 6 calendar months, who is 

normally regarded by the community as the Principal Insured’s husband/wife, and 

nominated at Entry date or added by completing the Member Amendment Form. 

 

Staggered payment method 

 

The payment method whereby Risk Premiums are paid to the Insurer in arrears, but 

with intervals shorter than the grace period and as indicated in the Policy Schedule. 

Stated Illness (Dread Disease) One or more of the following conditions: heart attack; coma; replacement of heart 

valve; surgery for a disease of the aorta; cancer; stroke; major organ transplant; 

coronary artery disease requiring bypass surgery; and kidney failure. Stated Illness must 

be critical by nature and must be certified by a duly qualified and registered medical 

doctor with the appropriate specialist knowledge. Any of the following: 
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• Heart Attack:  being a 1) heart attack as defined in the ASISA SCIDEP, set out 

Paragraph 6 of this Policy, excluding chest pain and angiogram; 

• Chronic Coronary Heart Disease: Open bypass surgery or surgical treatment of 

Coronary disease. This excludes angioplasty and / or any similar intra-arterial 

procedures; 

• Stroke:  being a stroke as defined in terms of the ASISA SCIDEP set out in 

Paragraph 6 of this Policy; 

• Cancer: being cancer as defined in ASISA SCIDEP set out in Paragraph 6 of this 

Policy; 

• Kidney Failure:  means end stage renal failure presenting a chronic irreversible 

failure of both kidneys to function, as a result of which regular renal dialysis is 

required on a long-term basis; 

• Major Organ Transplant: The human to human organ transplant from a donor 

to the Insured Person of one or more of the following organs: 

• Kidney, Heart, Lung, Liver, Pancreas or Bone Marrow. The transplantation of all 

or other organs, parts of organs or any other tissue transplant is excluded;  

• Paraplegia: The Insured Person suffers the total and irreversible loss of use of 

both legs or both arms as a result of an Illness; 

• Blindness: The Insured Person suffers the total and irrecoverable sudden loss 

of vision in both eyes as a result of an Illness 

 

Suicide 

 

The act or an instance of taking one’s own life. 

 

Temporary Disability 

 

Being unable to work at any occupation, for a limited period of time, which the Principal 

Insured is reasonably able to do, given his/her experience, education, age or training 

because of a Bodily Injury or illness, but which will recover with the appropriate medical 

intervention and/or treatment. 

 

Territory  

 

The geographical areas covered under this Policy and as referred to in the Policy 

Schedule.  

 

Treatment Any form of treatment by a Physician for the purpose of treating or monitoring an 

Insured’s medical condition arising out of an Insured Event. 

 

Unclaimed Benefits A benefit which remains unclaimed for a period of the period specified in Paragraph 

2.19.11. 

 

Variation 

 

 

 

 

 

 

 

 

Waiting Periods 

Means any act that results in a change to: 

- the premium; 

- any terms; 

- any condition; 

- any Policy benefit(s); 

- any exclusion; or 

- the duration of this Policy 

and “Vary” and “Variations” have corresponding meanings. 
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2.2. Eligibility for benefits 

 
2.2.1. The Principal Insured and any Dependents and Extended Family Member’s, in respect of whom benefits are 

to be insured under this Scheme, shall be those persons who have become an Insured in accordance with 

the Application Form under conditions that may be stated in the Policy Schedule applicable to the 

Participating Group to which the Principal Insured belongs. In addition, relevant information must have been 

submitted to the Insurer as and when required in terms of this Scheme. Any Principal Insured or Participating 

Group, who has not fulfilled any of the provisions contained in this clause, shall only be allowed to participate 

in the benefits provided under this Scheme provided the Insurer has given its prior agreement to such 

participation, in writing by virtue of an underwriting arrangement. 

 

2.2.2. The Principal Insured shall not be eligible before the minimum age stated in the Policy Schedule. 

 

2.2.3. A Principal Insured, where only insuring him-/ herself may not be eligible if he/she is older than the maximum 

age stated in the Policy Schedule. 

 

2.2.4. Where a Spouse, Child or Extended Family Members are being insured, they may not be eligible if they are 

older than the maximum age stated in the Policy Schedule. 

 

2.2.5. It is a condition of this Scheme that the Principal Insured is and remains an affiliated Member of the 

Participating Group.  

 

2.2.6. On becoming an insured person each such person shall be deemed to have accepted the terms and 

conditions of this Scheme and thus to have agreed to be bound by them. 

 

2.3. Principal Insured’s information 

2.3.1. The Principal Insured details are captured as per the Application Form and receipt of required documentation 

as determined in Section 5 hereto, received by the Insurer at inception of the Policy or as/when insured’s 

join. Should there be any changes it is the Principal Insured’s responsibility to provide the Insurer with such 

information in order to prevent delay at Claim stage. 

 

2.3.2. All our records are kept for a minimum period of 5 (five) years and this is a statutory requirement in terms 

of the Financial Advisory and Intermediary Services Act of 2002 (“FAIS”).  All insured persons Personal 

Information (as per the Protection of Personal Information ACT –POPI) will be held for this period.  The 

information submitted by the Principal Insured will be made available to and processed by Lion of Africa 

where required, as well as its external compliance practice for audit purposes, the Regulator (Financial Sector 

Conduct Authority) and any Ombud /Ombudsman who has jurisdiction.  It is the Insurer’s business practice 

to retain records indefinitely so that it can identify possible trends and avoid similar issues as identified from 

the records and trends.  This information is kept in accordance with Lion of Africa’s internal 

policies.  Corrective measures will be implemented where required in order to ensure that problems and 

shortcomings as identified do not occur again.  The Insurer’s staff and representatives aim to adhere to the 

requirements of the FAIS Act, and all other applicable legislation, at all times. 

The Waiting Period is the period during which a Principal Insured, and any Dependents 

and/or Extended Family Member(s), are not entitled to Policy benefits and is the period 

subsequent to the Participation Date, and stipulated in the Participation Certificate, in 

which no benefits to a Principal Insured or any of its Dependents or Extended Family 

Members will be paid. 
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2.4. Termination of benefits 

2.4.1. The benefits of the Member shall terminate on the earliest of:  

 

2.4.1.1. The death of the Principal Insured, unless the option is available to transfer the Policy in terms of Clause 

2.5 hereto;  

2.4.1.2. The Principal Insured failed to pay premiums;  

2.4.1.3. The Principal Insured is no longer an affiliated Member of a Participating Group;  

2.4.1.4. The lapse of the Policy in terms of the conditions of this Policy, as set out in the Policy Schedule;  

2.4.1.5. The termination of this Scheme or the Principal Insured in terms of the conditions of this Policy.  

 

2.4.2. The Participating Group may terminate this Scheme provided: 

2.4.2.1. A written notice in accordance with the period specified in the Policy Schedule is given to the Insurer. On 

the completion of this notice period, i.e., the termination date, all Claims where the date of occurrence is 

after the termination date will not be entertained under this Scheme;  

 

2.4.2.2. The Participating Group together with the alternative insurer must notify each Principal Insured under this 

Scheme of the change in insurer, plus any changes to benefits or terms and conditions under which 

benefits will or will not be paid plus the details of the new insurer in terms of the Policyholder Protection 

Rules under the Long-term Insurance Act of 1998; 

 

2.4.2.3. No Membership alterations will be allowed in the notice period; 

 

2.4.2.4. For Claims received after the termination date but where the event giving rise to the Claim occurred prior 

to the termination date, the Claims will be paid provided all conditions of this Policy are strictly adhered 

to. 

 

2.4.3. Should the Scheme dissolve for any reason, the Policies that form part of this Scheme shall be cancelled by 

Medicall Healthcare unless otherwise agreed between the Participating Group and the Insurer or the 

Individual Policyholder. 

 

2.4.4. The cancellation of the Policies will occur on the date of disposal or cessation of the business of the 

Participating Group, or any earlier date that the Participating Group has notified to Medicall Healthcare in 

writing on not less than 1 calendar months’ notice.  Medicall Healthcare will in turn cancel the relevant 

policies with the insurer.  

 

2.4.5. Upon the provisional or final liquidation, insolvency or judicial management of the Participating Group, the 

Insurer shall terminate the Scheme pertaining to that business.   

 

2.4.6. Medicall Healthcare may terminate this Scheme by giving the Participating Group written notice in terms of 

the period specified in the Policy Schedule. Medicall Healthcare will then instruct the Participating Group 

and notify every Principal Insured of the termination and the date the Policies will cease to be covered by 

the Insurer. 

 

2.4.7. The Insurer may immediately cancel this policy or place it on hold, refuse any transaction or instructions or 

take any other action considered necessary in order to comply with the law and prevent or stop any 

undesirable or criminal activity. 

 

2.4.8. The Insurer can cancel this Policy at any time giving the Policyholder 90 (ninety) days’ notice in writing. 



   Page | 24  
 

 

2.5. Transfer of benefits to a new Principal Insured upon death event 

2.5.1. In the event of the death of the Principal Insured, the Policyholder (Scheme Owner) may allow any of the 

eligible Dependents or Extended Family Members to continue with Membership under this Policy should 

they wish to do. 

 

2.5.2. In the event that the option is selected to continue with Membership, the new Principal Insured should apply 

to the Insurer by completing the necessary information on the Claim Form. 

 

2.5.3. Membership will only be transferred from the deceased Principal Insured to a new Principal Insured if such 

new Principal Insured is: 

 

2.5.3.1. Eligible in terms of the Policy to become a Principal Insured; and 

2.5.3.2. Was an existing Dependent or Extended Family Member of the diseased Principal Insured. 

 

2.5.4.  The Insurer reserves the right to decline such application. 

 

2.6. Increase in benefits 

2.6.1. In the event where the increase in benefits is allowed in terms of the Policy Schedule, on the election of an 

option which allows for an increase in benefits, all Waiting Periods as referred to in the Policy Schedule will 

apply on the increased portion, as of the first day of the month, following the month the increased option is 

selected by the Member.  

 

2.6.2. Should a Claim Event arise within the Waiting Period, only the original benefit amount will be payable to the 

Member as was applicable prior to the election of the new increased benefit option. Should a Claim Event 

arise after the expiry of the Waiting Period, the full increased benefit shall be payable, subject to the terms 

and conditions of the Policy. 

 

2.7. Calculation and collection of premiums 

2.7.1. The Policyholder (Scheme Owner) and/or its Participating Groups are responsible for the payment of the 

Gross Risk Premiums of all Principal Insured Members who are included in the Participating Groups. 

 

2.7.2. The Participating Group’s, or its appointed collection agent, shall pay over the collected premiums due to 

the Insurer from the underlying Policyholders. 

 

2.7.3. The amount of premiums payable to secure the benefits under this Scheme shall be calculated by the Insurer 

in accordance with the scale of premium rates in force under this Scheme at the date of calculation and will 

be based on the information given to the Insurer by the Participating Group.  Premiums will not be pro-rata 

for a proportion of the month. 

 

2.7.4. The premiums required to secure a Principal Insured's benefits shall be payable throughout the Principal 

Insured's Membership of the Scheme.  

 

2.7.5. All premiums and benefits due to or payable by the Insurer shall be paid in the lawful currency of the Republic 

of South Africa.  
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2.7.6. No latitude, extension of time or other indulgence which may be given or allowed, whether by agreement 

or inadvertently by the Insurer to the Participating Group in respect of the performance of any obligation in 

terms of this Policy, shall under any circumstances be construed to be implied consent or operate as a waiver 

or a novation of, or otherwise affect any of the rights of the Insurer or stop the Insurer from enforcing, at 

any time and without notice, strict and punctual compliance with each and every obligation of the 

Participating Group.  

 

2.7.7. All premiums are payable in accordance with the Policy Schedule.  

 

2.8. Grace Periods 

2.8.1. The period of grace allowed for payment of premiums is specified in the Policy Schedule. 

 

2.9. Review of policies 

2.9.1. The risk profile of the Scheme as well as the benefits and Gross Risk Premiums are reviewed annually on the 

Review Date stated in the Schedule. An earlier review date as stated in the Schedule will apply should the 

Claims Ratio be in excess of the Claims Ratio specified in the Schedule. 

 

2.9.2. The Insurer will notify the Medicall Healthcare Participating Group, in writing, 31 (thirty) one days prior to 

any amendments to the Gross Risk Premium and the effective date of change.  Upon notification of any 

changes in the Gross Risk Premium, the Insurer will then request the Participating Group to notify every 

Principal Insured 31 (thirty-one) days prior of this change and the effective date as requested by the Insurer.  

 

2.9.3. Notwithstanding the above, the Insurer reserves the right to do a revision on the Scheme at any point in 

time, especially if the Claims Ratio is above market related norms; 

 

2.9.4. If the information required by the Insurer to calculate the current Gross Risk Premium has not been 

submitted to the Insurer within 3 calendar months of the Review Date per the Schedules, subsequent 

premiums will be payable at the same rate as before, together with such provisional adjustments as the 

Insurer at its sole discretion may deem necessary until such time as the information has been submitted and 

the necessary adjustments have been made. All arrear premiums (if any) will then be payable within 1 (one) 

calendar month after the Insurer has advised the Participating Group of the outstanding amount. 

 

2.9.5. If any of the Scheme rates have been amended, the Insurer will give 3 (three) calendar months’ notice to 

the Policyholder to amend the Gross Risk Premiums and pay arrear premiums.  

 

2.10. Lapsing and reinstatement of lapsed policies 

 

2.10.1. Should the number of consecutive premium payments or total premium payments during the life of the 

policy (or any Member within the Scheme) be missed as specified in the Policy Schedule, the Policy will 

automatically lapse. 

 

2.10.2. Where a Policy has lapsed, a request to reinstate benefits must be made to the Insurer or nominated 

Administrator in writing. The Insurer in association with the nominated Administrator reserves the right to 

either accept or decline reinstatement of the Principal Insured or any other insured persons attached to the 

original application or subsequent endorsement. 

 

2.10.3. Reinstatements will at all times be subject to such further conditions as the Insurer may determine at that 

time.  
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2.10.4. The Insurer will not consider reinstatement if reinstatement is only requested at Claims stage. 

 

2.10.5. Any Waiting Period mentioned in the Policy Schedule shall be reapplied with effect from the Reinstatement 

Date.  

 

2.11. Waiting Periods 

2.11.1. Waiting Periods as per the Policy Schedule will apply unless it has been waived. 

 

2.11.2. The Waiting Periods commence on the Participation Date or the reinstatement date of a previously lapsed 

policy which had been reinstated. 

 

2.11.3. The Waiting Period can only be waived in accordance with the conditions and requirements specified in the 

Policy Schedule if the previous policy with the previous insurer was cancelled and the new policy was issued 

without interrupted cover, provided that all documentation as required in terms of Section 5 of this Policy 

has been received. 

 

2.11.4. Waiting Periods as per the Policy Schedule will also apply when benefits are increased.  The Waiting Periods 

will apply on the increased benefit portion only. 

 

2.11.5. For Scheme transfers, Members who are still at commencement date under the Waiting Periods of the 

original Scheme, Waiting Periods for purposes of this Policy will start at the Participation Date of the original 

Scheme. 

 

2.12. General exclusions 

2.12.1. No Claim will be admitted in terms of this Scheme if the event giving rise to the claim is caused directly or 

indirectly by or is in any way attributable to any of the following: 

 

2.12.1.1. The willing participation by the Principal Insured and such other insured persons under this Scheme, in 

any of the following: 

2.12.1.1.1. any act of war (whether war is declared or not);  

2.12.1.1.2. military action;  

2.12.1.1.3. riot;  

2.12.1.1.4. insurrection;  

2.12.1.1.5. civil commotion;  

2.12.1.1.6. usurpation of power;  

2.12.1.1.7. martial law;  

2.12.1.1.8. terrorism;  

 

2.12.1.2. Any act or deed by the Principal Insured deliberately committed in violation of any law as well as any other 

insured person under the Individual Policy including but not limited to a minor child, where his/her parent 

and/or legal guardian knowingly allows such child to participate in any act which constitutes a violation of 

any law; 

 

2.12.1.3. Self-inflicted injury or self-inflicted illness, whether intended or not, or voluntary exposure to danger or 

obvious risk of injury. Any injury or disease which is caused partly by the actions or omissions of the 

insured, but in conjunction with the action or omission of some other party of some other contributory 

factor, will fall outside the ambit of the above exclusion; 
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2.12.1.4. Taking or absorbing, accidentally or otherwise, any drug, medicine, sedative or poison, except as 

prescribed by a licensed medical practitioner, who is not the Insured; 

 

2.12.1.5. Any illness and/or death cause by epidemics or pandemics; 

 

2.12.1.6. Additional general exclusions and Specific exclusions applicable to the Policy is set out in the Policy 

Schedule.  

 

2.13. Correctness of statements made to the insurer 

2.13.1. The Insurer relies on the truth, completeness and correctness of all statements submitted. If the benefits 

granted have been obtained through any misrepresentation or concealment, the Policy shall be void and 

monies paid in respect thereof shall be forfeited.  

 

2.13.2. Should any benefits have been paid out on the basis of the information provided by the Principal Insured to 

the Insurer and such information subsequently proves to be incorrect in any material respect, the Insurer 

shall have the right to take such steps as may be required to put it in the position it would have been in if 

the correct information had been provided in the first instance. 

 

2.14. Interpretation 

2.14.1. The decision of the Insurer as to the meaning of or interpretation of the Scheme shall be final and binding 

on the Principal Insured and every person claiming to be entitled to a benefit in terms of this Scheme. 

 

2.14.2. If any person affected by a decision of the Insurer in terms of the clause above is dissatisfied with the 

decision, such person shall have the right to refer the matter to either the Ombudsman for Long-term 

Insurance or arbitration. Referrals to arbitration shall be in accordance with the provisions of the Arbitration 

Act, 1965. Notice of intention to exercise this right shall be given by the person concerned to the Insurer 

within 90 (ninety) days of the Insurer decision. Before the arbitration commences, the person concerned 

shall furnish such security for the costs of arbitration as the Insurer may reasonably require. The costs of the 

arbitration shall follow the award of the Arbitrator. 

 

2.14.3. Should any difference arise between the Insurer and the life insured, or any claimant, as to a claim under 

this Scheme, the same shall be referred to either the Ombudsman for Long-term Insurance or arbitration in 

accordance with the statutory provisions in force at the time, and the obtaining of any award shall be a 

condition precedent to any right of action against the Insurer. 

 

2.15. Fraud 

2.15.1. Any Policy accepted under this Scheme shall be void as from the Participation Date if: 

2.15.1.1. Any claim under this Scheme is in any respect fraudulent; or 

2.15.1.2. Any fraudulent means or devices are used or employed by the Principal Insured or anyone acting on the 

Principal Insured’s behalf, to obtain any benefit under this Scheme; or 

2.15.1.3. Any event is occasioned by the willful act of the Principal Insured, or with the Principal Insured's support. 

 

2.16. Surrender value 

2.16.1. This Scheme or any Policy issued under this Scheme has no surrender, paid up or loan value.  There is no 

cumulative effect of premiums paid.  Each premium is paid monthly for the cover and is payable every month 

in order for cover to remain in place. 
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2.17. Medical records on Pre-existing Medical conditions 

2.17.1. Where Pre-existing Medical conditions are excluded from benefits, it is a condition precedent to the Insurer’s 

liability to pay Benefits that all medical records, notes and correspondence referring to the subject of a Claim 

or a related Pre-existing Medical Condition shall be made available to any medical or other advisor appointed 

by the Insurer and such advisor or advisors shall, for the purpose of reviewing the Claim, be allowed so often 

as may be deemed necessary to make examination of the Member (Insured Person) or any other record 

pertaining to the Claim.  It is the onus of the Insured to answer all health questions on the day of application. 

In the event that health questions where not fully answered, the Insurer has the right to apply new waiting 

periods based on the inception date and to add underwriting health loadings to the premium with new 

conditions and waiting period or to totally cancel the Policy. 

 

2.18. New laws 

2.18.1. If, at any time after the Commencement Date, any legislation, rulings or regulations (including any taxation 

laws) applying to this Policy, comes into operation, the Insurer shall be entitled to a 3 (three) months prior 

written notice to the Policyholder, to change, amend or alter any terms or conditions of this Policy in order 

to comply with such legislation, rulings or regulations (including any tax laws) or otherwise to be placed in 

the same position it would have been was it not for the legislation, rulings or regulations becoming 

applicable. 

 

2.19. General 

2.19.1. A Principal Insured may not cede, pledge or otherwise alienate the benefits or the rights to benefits in terms 

of their Policy and such benefits shall not be subject to any form of execution or judgment and shall not, on 

insolvency, or on surrender form part of the estate of any Principal Insured. 

 

2.19.2. No waiver of rights or latitude or indulgence granted by the Insurer in any instance shall create a precedent 

or be construed as a novation of this Scheme. 

 

2.19.3. Either party may change its registered address by giving written notice duly delivered to the other party as 

to the new address. Until receipt of such amended address, the last notified address shall remain of full force 

and effect. All communications in connection with this Policy shall be in writing.  

 

2.19.4. This Scheme and any Policy issued shall be subject to the laws of the Republic of South Africa, including the 

Long-Term Insurance Act, and specifically Regulation 6 of the Act. 

 

2.19.5. All information given to or received by an intermediary/broker acting on behalf of the Participating Group 

shall be deemed to be given or received by the Participating Group.   

 

2.19.6. This Policy and the Policy Schedule shall be read together by the principal insured as one contract and any 

word or expression to which a specific meaning has been attached in any part of this Policy or the Policy 

Schedule shall bear specific meaning wherever it may appear. The Application form or voice recording shall 

be the basis of this policy. 

 

2.19.7. An insured’s policy may be cancelled at any time by Medicall Healthcare giving 30 (thirty) days’ notice in 

writing (or such other period as may be mutually agreed).  In such an instance, there will be no refund of 

premiums paid since the Commencement Date as each paid premium has been utilized to provide with the 

risk of cover whilst the Policy was in force. 
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2.19.8. Medicall Healthcare has the right to increase premiums or to change limits and benefits with one-month 

notice to the Insured Person. 

 

2.19.9. Compensation shall be payable only to the Insured Person or the executor of the estate or nominated person 

or nominated entity, whose receipt shall effectually discharge the Insurer. 

 

2.19.10. This Policy shall be voidable in the event of misrepresentation, mis-description or non-disclosure by or on 

behalf of an Insured Person of any particular material fact to this Insurance. In such an instance, premiums 

paid will be forfeited. 

 

2.19.11. Notice must be given to the Insurer in writing as soon as practicable of any occurrence which may give rise to 

a Claim under this Insurance, but in any event within 3 months of such occurrence, failing which the Claim will 

not be accepted, unless there are extenuating circumstances, acceptable to the Insurer, for the late 

submission. 

 

2.19.12. If any amount payable in terms of this Policy is not claimed in accordance with the provisions of this Policy 

within 3 (three) years from the date on which it became due for payment, all rights and Claims in respect 

thereof shall prescribe and no further Claim whatsoever shall be valid against the Insurer pursuant to this 

Policy. 

 

2.19.13. All certificates, information and evidence required by the Insurer shall be furnished in the form prescribed and 

without expense to the Insurer.  The Insured Person shall submit to medical examination on behalf of and at 

the expense of the Insurer as often as shall be required in connection with any claim. 

 

2.19.14. Qualified medical advice shall be sought and followed promptly on the occurrence of any Bodily Injury, Stated 

Illness or Illness and the Insurer shall not be liable for any part of any Claim which in the opinion of the medical 

advisor arises from the unreasonable or willful neglect or failure of an Insured Person to seek and remain 

under the care of a qualified member of the medical profession. 

 

2.19.15. If any Claim under this Insurance be in any respect fraudulent or intentionally exaggerated or if any fraudulent 

means or devices are used by Insured Person or anyone acting on his behalf to obtain any benefit under this 

Insurance all benefits hereunder shall be forfeited and no Premiums shall be refunded. 
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3. Documentation to be submitted with claims  

REF DOCUMENT DESCRIPTION WHEN APPLICABLE 

1 Claim form, fully completed and legible. All types of claims 

2 A copy of the principal/main member’s identity document (Green RSA ID 

document or Passport) 

All types of claims 

3 Documentation to confirm the relationship between the claimant and 

principal / main member at the time of commencement date (when 

dependent was added to the policy): 
 

In case of a child relationship: 

- Birth certificate to confirm natural children; 

- Amended birth certificate to confirm legally adopted children; 

- Affidavit to confirm non-legally adopted children; 

- Supporting documentation to verify a full-time student (registration at 

tertiary institution or a certificate, signed by the Principal of the 

Educational Institute the Child attended until date of death, stating that 

the Child was a full-time student) & financially dependent 

- Where the deceased is a Child over age 21 and was incapacitated by 

mental or physical infirmity from maintaining him/herself, a declaration 

signed by a Medical Practitioner setting out the nature of the infirmity 

of the Child from his/her 21st birthday until date of death 

In case of a spouse relationship: 

- Marriage certificate in case of a legal marriage; 

- Affidavit in case of a common law marriage. 

All types of claims - Family 

Policies 

4 Documentation to confirm that children older than maximum age as 

specified in the policy wording is still: 

- A fulltime student (e.g. registration documentation at a tertiary 

institution) and financially dependent (e.g. documentation to confirm 

payment of bills); 

- Mentally or physically disabled (e.g. doctor’s confirmation) 

All types of claims 

5 Hospital Accounts indicating the minimum information as indicated below: 

- Patient name and ID number; 

- Principal / main member name and ID number; 

- Admission date; 

- Discharge date; 

- ICD10 codes; 

- Nappi & Tariffs Codes. 

All types of claims 

6 Motivation Letter explaining why it was clinically necessary to be 

hospitalised for 3 days or more 

All types of claims > 3 days 

7 Surgeon’s Medical Report All types of claims where 

applicable 

8 Discharge Summary report All types of claims 
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Lion of Africa reserves the right to change the documentation requirements from time to time or to request 

additional documentation where necessary on a case-by-case basis.  

4. Documentation to be submitted with application 

4.1. Individual Members joining the Scheme 

 

Waiting Periods as specified in the Policy Schedule will apply unless if the following documents can be provided to 

prove that the Principal Insured, his / her Dependents and Extended Family Members were Members of a Scheme 

with similar or equal benefits for a period equal to or more than the Waiting Periods implied in the Policy Schedule.  

To prove Membership, the following documents would be required: 

 

4.1.1. Participation Certificate issued by the previous Insurer, listing full details of the Principal Insured and all 

Dependents and Extended Family Members at the date of transfer, as well as any Waiting Periods which still 

apply; and 

4.1.2. Proof of payment indicating that all Gross Risk Premiums due for a period equal to the general Waiting Period 

applicable to this Policy as stipulated in the Policy Schedule have been paid. 

 

4.2. Group take-over and adding new Participating Groups 

 

For scenarios where a Scheme is transferred from another Insurer or where a new Participating Group is added to this 

Policy, the following information should be provided: 

 

4.2.1. The Transfer Certificate from the previous Insurer in confirmation that the previous policy has been 

cancelled; 

 

4.2.2. Participating Group Registration form, duly completed. 

 

4.2.3. Full details in an electronic format as specified by the Insurer in its Data Template, which comprise as a 

minimum of: 

4.2.3.1. Name and Surname;  

4.2.3.2. ID numbers (date of birth is not sufficient, including dependents where applicable); 

4.2.3.3. Addresses; 

4.2.3.4. Telephone Numbers; and  

4.2.3.5. Participation Date of the original / transferring scheme; 

4.2.3.6. Any other relevant information requested by the Insurer. 

 

4.2.4. Information should be provided for (where applicable): 

4.2.4.1. The Principal Insured; 

4.2.4.2. All Dependents;  

4.2.4.3. Nominated Beneficiary; and 

4.2.4.4. Extended Family Members. 

 

4.2.5. Details of the benefits available to the Scheme or Participating Group under the previous scheme. 

 

4.2.6. The Insurer reserves the right to request additional information should it be necessary. 
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4.3. ASISA SCIDEP definitions 

For the purposes of this Policy, stated Illness’s shall bear the meaning as set out in Paragraph 2.1. as well as 

the definitions assigned to in this Paragraph.  For the sake of convenience, a layman’s definition of the 

illnesses is included herein due to the complexity of the medical definitions of Stated Illness. Cancer 

4.3.1.1. Cancer is an uncontrolled growth that spreads into the normal tissue surrounding the organ where the 

cancer originates. The diagnosis must be supported by tests where a pathologist confirms the presence of 

cancer using a microscope. Some cancers have been specifically excluded because the long-term outcome 

is good and the effect on quality of life is minimal; and treatment is neither expensive nor extensive. 

4.3.1.2.  

There are specific exclusions to this definition that include: 

4.3.1.3. Cancerous cells that have not invaded the surrounding or underlying tissue; 

4.3.1.4. Early cancer of the prostate gland and breast; and 

4.3.1.5. All cancers of the skin except cancerous moles that have invaded underlying tissue. 

 

4.3.2. Staging of cancer: 

 

4.3.2.1. As a general rule there are four stages of cancer.  

4.3.2.1.1. Stage 1 cancer is defined by an invasive cancer confined to the tissue or organ of origin.   

4.3.2.1.2. Stage 2 cancer is defined by the involvement of adjacent structures or organs.  

4.3.2.1.3. Stage 3 cancer involves spreading to regional lymph nodes.  

4.3.2.1.4. Stage 4 cancer is characterized by distant metastasis. 

 

4.3.2.2. However, each type of cancer is staged specifically by the American Joint Committee for Cancer (AJCC). 

This staging is based on the outcome of the specific cancer and does not always follow the general rule as 

stated above. 

 

4.4. Heart Attack 

 

4.4.1. Four levels of severity of heart attacks are defined: 

 

4.4.1.1. Level 1 is the mildest and Level 4 the most severe. 

4.4.1.2. In both Levels 1 and 2 the patient recovers fully and the heart function returns to normal. 

4.4.1.3. In Levels 3 and 4, more permanent damage has resulted, which means the heart function is less than 100% 

after recovery. 

4.4.1.4. The effect of the heart attack on heart function should be measured 6 (six) weeks after the heart attack. 

 

4.4.2. Level 1:  Mild heart attack with full recovery. 

4.4.2.1. This is a heart attack where the ECG changes and blood test results are mildly abnormal. Therefore, all 

three criteria are required, e.g., typical chest pain or other symptoms associated with a heart attack; and 

certain defined ECG changes; and an elevation in certain blood test results. 

 

4.4.3. Level 2:  Moderate heart attack of specified severity. 

4.4.3.1. In this case damage to the heart muscle is more than in Level D.  In some cases, a cardiologist will intervene 

early and reverse the potential damage. This intervention may include administration of drugs to dissolve 

the blood clot in the coronary artery(ies), balloon stretching of the coronary artery, with or without a 

stent. 

4.4.3.2. The clinical methods of diagnosing this level of heart attack are as follows: 
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4.4.3.2.1. Certain defined ECG changes. At this level the changes are more marked and more specific to a heart 

attack; 

4.4.3.2.2. Elevated blood test results greater than required for Level D. 

 

4.4.4. Level 3:  Heart attack with mild permanent impairment in function. 

4.4.4.1. This is usually a heart attack that does not recover 100% of normal function. The degree of permanent 

damage can be measured by heart sonar, an exercise tolerance test or a measurement of physical abilities. 

These measurements should be performed 6 weeks after the heart attack. 

4.4.4.2. A person with this level of heart damage should still be able to manage normal daily activities and even 

his/her occupation, if the occupation does not involve strenuous physical work. However, this person’s 

insurability will be adversely affected, and the future risk for a repeat cardiac event is high. Significant life-

style adaptation and risk factor modification are indicated. 

 

4.4.5. Level 4:  Heart attack with severe impairment in function. 

4.4.5.1. These are heart attacks where a significant proportion of the heart muscle was damaged. The same tests 

are used to measure the damage as under Level B but the results would show a more serious level of 

impaired function. 

4.4.5.2. This person will have difficulty coping with normal activities of daily living, and will most likely not be able 

to work. 

 

4.5. Stroke 

 

4.5.1. A stroke occurs when the blood supply to a portion of the brain is obstructed and this part of the brain tissue 

dies.  It can also happen when there is bleeding into the brain tissue due to a weakening or abnormality of 

the blood vessel wall. A common cause of the rupture of a brain blood vessel is longstanding uncontrolled 

high blood pressure. 

 

4.5.2. The result of a stroke is usually paralysis of an arm and leg, sometimes with one half of the face affected as 

well.  In some cases, people also lose their ability to speak. The paralysis can recover to varying degrees.  

Some recover fully, whereas others may retain permanent weakness of a limb(s). 

 

4.5.3. A Transient Ischemic Attack (TIA) occurs when the blood supply is momentarily interrupted, but restored 

before any permanent damage can occur.  It usually results in one or more of the following symptoms: 

 

4.5.3.1. Stage 1:  Loss of sensation or movement of one arm; 

4.5.3.2. Stage 2:  Loss of sensation or movement of one half of the body; 

4.5.3.3. Stage 3:  Loss of sensation or movement of one limb or one half of the body plus disruption of speech but 

retains consciousness; 

4.5.3.4. Stage 4:  Loss of sensation or movement plus disruption of speech and permanent decreased level of 

consciousness. 
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5. Annexure A 

 
Name of 
Product / 
Benefit 

 
Hospital Plan Benefits Specific 

Exclusions 

 
Description of Benefit 

 
Waiting period 

 
Benefits Payable to: 

HEALTH BENEFITS 

 
 

Accident 
Hospital Benefit 

 
 

Up to R250 000.00 per family per event. Up to 
the maximum of R1 000 000.00 per annum 

  
. 

 
 

None, provided that the first 
premium has been received 

 
This benefit is payable on behalf of the 
Individual Policyholder, he/she signs an 

authorisation to instruct the Insurer to pay 
the Service Provider 

 
 
 
 

Illness - Cash 
Benefit 

In Hospital Cash Benefit   
 
 

Benefits are only payable if the insured client is 
hospitalised for at least 24 consecutive hours.  This 

benefit is payable on behalf of the Individual 
Policyholder, he/she signs an authorisation to 

instruct the Insurer to pay the Service Provider. 

 
 
 
 
 

3 Months 

 
 
 
 

This benefit is payable on behalf of the 
Individual Policyholder, he/she signs an 

authorisation to instruct the Insurer to pay 
the Service Provider 

Day 1 – R8 500 per day 

Day 2 – R8 500 per day 

Day 3 - R8 500 per day 

Day 4 – R2 000 per day 

Day 5 – R2 000 per day 

Day 6 - maximum Day 21 R2 000 per day per 
insured person per 
Illness event. (Max R61 500 per 21-day period) 

 
 
 
 
 
Illness - Booster 

Benefit 

 
 
 
 
 
Up to R25 000 per individual & up to R40 000 

per family per annum 

 3 calendar months from Participation Date or 
reinstatement date where applicable 

. The Booster Benefit covers Pre-Authorised 
admission where the hospital stay is less than 24 

hours. In addition, Emergency Room cover of up to 
R2000 is provided where Emergency Room treatment 

is required with no admission into hospital. Day 
procedures as Pre-Authorised up to R8500 per event 

to the maximum of the overall limit. 
SUBJECT TO A 3 MONTH WAITING PERIOD 

(Subject to Pre-Authorisation) 
 

3 Months 
 

 

 
This benefit is payable on behalf of the 
Individual Policyholder, he/she signs an 

authorisation to instruct the Insurer to pay 
the Service Provider 
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Name of 
Product / 
Benefit 

 
Hospital Plan Benefits Specific 

Exclusion
s 

 
Description of Benefit 

 
Waiting period 

 
Benefits Payable to: 

 
 
 
 
 

Specific Illness 
Benefit 

Appendectomy R30 000 per member per annum   
 

This benefit is payable in cash to the Individual 
Policyholder, unless he/she signed an authorisation to 

instruct the Insurer to pay the Service Provider. 
If the waiting period on these benefits have not 
expired, the member is not allowed to claim any 

similar benefits under the Illness or the Illness Booster 
Benefit. 

3 Months  
 
 

This benefit is payable on behalf of the 
Individual Policyholder, he/she signs an 

authorisation to instruct the Insurer to pay 
the Service Provider 

Kidney Stones R30 000 per member per annum 12 Months 

Ectopic Pregnancy R20 000 per Spouse per 
annum (children excluded from this benefit, only 
Spouse is covered) 

 
12 Months 

Gallbladder R35 000 per member per annum 12 Months 

Maternity R30 000 per Spouse per annum 
(children excluded from this benefit, only Spouse 
is covered) 

 
12 Months 

Hysterectomy R40 000 per member per annum 12 Months 

 
 
 
 
 
 

 
 
 
 
 
 
Stated Illness 

Benefit 

Stated Illness Benefit  
 
 Stated Illness Benefit 
Your Stated Illness benefit is limited to one Stated 
Illness per member per lifetime. This Life Time Stated 
Illness Benefit allows up to R300,000 per lifetime with 
a maximum of R60 000 per annum per member. Thus, 
on being diagnosed and pre-authorised- subject to 
Terms and Conditions. Covering Heart attack, Coronary 
Disease, Stroke, Brain Tumour, Cancer, Kidney Failure, 
Major Organ Transplant, Paraplegia and blindness. 
Pre-existing Conditions subject to Underwriting 
approval.  
SUBJECT TO A 12 MONTH WAITING PERIOD & PRE-
AUTHORISATION 
12 CALENDAR MONTHS FROM PARTICIPATION DATE 
OR REINSTATEMENT DATE WHERE APPLICABLE 
12 CALENDAR MONTHS PRE-EXISTING CONDITIONS 

 
 
 
 
 
 

Par 6 

 
 
 
 
 
 
 
 
 
 

Stated Illness as defined in Par 2.1 of the Policy 
Wording.  Benefits are only payable if the insured 

client is hospitalised for at least 24 consecutive hours. 
Benefit is limited to up to R60 000 per annum – from 

stage 1 to stage 4 
Maximum R300 000 per member per Life time one 

specific illness per lifetime applies. 
(Subject to Pre-Authorisation) 

 

 
 
 
 
 
 
 
 
 
 

12 months from 
Participation Date, subject 

to pre-authorisation 

 
 
 
 
 
 
 
 
 
 
 

This benefit is payable on behalf of the 
Individual Policyholder, he/she signs an 

authorisation to instruct the Insurer to pay 
the Service Provider 

Stage 1:  R60,000 

Stage 2:  R60,000 

LIFE BENEFITS 

 

Accident 
Permanent 
Disability 

 

R150 000 Principal member only.  Single event 
(Permanent Disability Only) 

 
 

2.8.2 

Permanent Disability as defined in Par 3.1 of the Policy 
Wording, which directly and independently results 

within twenty-four calendar months of the Accident. 
Max pay-out will not exceed 100% of benefit value. 
Specifically, for medical and surgical treatment only 

and subject to a treatment plan. 

 

None, provided that the first 
premium has been received 

Principal Insured (The right to any amount 
recoverable from any third party including 

the Workman Compensation Fund is 
ceded to the Insurer up to the amount that 

was paid by the Insurer) 
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6.  Processing and Protection of Personal Information 6.1 The Principal Insured acknowledges and consents to the Administrator and the Insurer processing his/her 

Personal  

6.1. Information: 

 6.1.1 to enter into this Policy and for purposes of administering this Policy and complying with his/her instructions; and 

6.1.2 for the purposes of the prevention and detection of fraud and criminal activities, the identification of the proceeds of unlawful activities and the  

combating of money laundering activities. 

6.2 The Principal Insured has the right to access his/her Personal Information held by the Administrator and the Insurer, during office hours, and within a reasonable time 

after such a written request for access. 

6.3 The Administrator and the Insurer will only keep the Principal Insured’s Personal Information for as long as necessary or required by law. 

6.4 The Administrator and the Insurer may transfer its rights or obligations under this Policy to a third party without the Principal Insured’s consent and without notice.  In 

such event, the third party will then process the Personal Information of the Principal Insured. 

6.5 The Principal Insured may update his/her Personal Information at any time by making contact with the Administrator to do so. 

 

 

 

 

 

 

 

 

 

 

 

*In this document, the names Medicall, Medicall Health, and Medicall Healthcare are used interchangeably to refer to Medicall Healthcare. 


