APPLICATION FORM
TEL NO: 3184210
FAX NO: 31 0

] 1

Q800 -

A. PRINCIPAL MEMBER DETAILS - To be compl

Medical Scheme | BOTSWANA MEDICAL AID SOCIETY Sumame | I
Scheme Option | FulJNamuI ]
wocirse [JITJTTTTTTTTT] v (ol Bl Tl Tl Toul Tomel |
—— — | seow LLLLLEL]

woor [OLT TTTTTTTT] o I
Tel. Na (W) Alternative Tel. No l
e [ofo[a[al ] [T T TTTT 1] o [ |
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Ihereby give consent that this application for chronic medication be given to BOMAID to perform drug utilisation review (DUR) if this service is provided for the
sole purpose of enhancing my medical benefit. | understand that BOMAID needs to access personal clinical information in order to make informed
recommendations regarding my chronic medication. | therefore authorise any medical service provider in possession of any medical information regarding
myself or any of my dependants 1o provide BOMAID sufficient information that they may require, excluding any information which | stipulate in writing to my
medical service provider. | acknowledge that my medical service provider retains responsibility for my treatments and diagnosis

| hereby certify that the information provided on this application form is comect and | understand the terms of this application. | also undersiand that my
participation is subject to my eligibility under the Medical Saciety.

Generic medication can significantly reduce prescription costs, while providing similar medical effect. Should there be a equivalent available

(after agreement with your Doctor) would you be prepared to use generic product?
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G. CONDITION AND MEDICATION DETAILS - To be completed by attending me clitioner (1 Form per patient)
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