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MEMBER NOTIFICATION FORM
TELKOM POST-RETIREMENT MEDICAL AID LIABILITY INSURANCE POLICY
	

	Important information

	This form must be completed in full and signed by the employee and  the employer in the following events:

	(a) 
Change in the employment status of the employee or

	(b) Resignation from an approved medical scheme. This excludes switching between approved medical schemes provided there is 

	
no break in membership during the switch. Telkom currently recognises Bestmed, Bonitas and Discovery as approved medical 
schemes.

	The fully completed and signed form together with the supporting documents required under the checklist below must be submitted to 

	your employer as per the email address applicable to you below:

	(a) In the case of demise
	trf@telkom.co.za

	(b) In the case of resignation from an approved medical scheme
	hrpayroll@telkom.co.za

	(c) In the case of any other form of employment exit  
	Surnames  A to L
	HRservAtoL@telkom.co.za

	
	Surnames M to R
	HRservMtoR@telkom.co.za

	
	Surnames S to Z
	HRservStoZ@telkom.co.za

	· An authorised representative of your employer will complete the sections relevant to them and submit the notification form to Liberty as soon as practically possible.  
· We expect to receive this form from your employer by the 15th day in the month of your exit, to enable us to issue you with your annuity choices before your last day at your employer or last day on an approved scheme.

· In order to speed up the process to install your record with your approved medical scheme, we may have to, from time to time; disclose your personal information to them. By signing this notification form, you grant Liberty the permission to disclose your relevant information to your approved medical scheme for the purpose of installing your record, should this be applicable.

· For the purposes of completing this form, ‘employee’ shall also mean the spouse of an employee that died whilst in service of their employer and if no spouse exists, the estate of the late employee.

	Checklist and other documentation (certified copies required)

	

	 FORMCHECKBOX 

	Fully completed and signed form
	 FORMCHECKBOX 

	Copy of an ID or copy of back and front of the ID smart card

	 FORMCHECKBOX 

	Marriage certificate (if applicable)
	 FORMCHECKBOX 

	Copy of spouses ID or passport (if applicable)

	 FORMCHECKBOX 

	Proof of banking details (current)
	 FORMCHECKBOX 

	Death certificate in the case of demise

	 FORMCHECKBOX 

	Proof of residence (not older than 3 months)
	 FORMCHECKBOX 

	Certificate from the Approved Medical Scheme reflecting the date of cancelling membership (if applicable)

	

	Section 1 – Personal details of the employee

	

	Please ensure that the personal details set out below matches the supporting documentation as required above.

	Liberty member number
	
	Employee number
	

	Surname
	
	Title
	

	First name/s
	
	Initials 
	

	ID number/passport number
	
	Date of birth
	DD  / MM  / YYYY

	Are you a registered tax payer?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Income tax number
	

	Marital status at the last day of duty
	 FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married
	Gender 
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female


	Section 2 – Event notification details

	Please indicate which event type is applicable to you and then complete only the section/s relevant to your event type. The event date must match with your last day at your employer or last day as a member of an Approved Medical Scheme.

	Event type
	 FORMCHECKBOX 
 Death – please complete section 2.1 only

	
	 FORMCHECKBOX 
 Retirement (including ill-health) – please complete section 2.1 only

	
	 FORMCHECKBOX 
 Resignation, Retrenchment, Dismissal or Mutual Separation   - please complete section 2.2 only

	
	 FORMCHECKBOX 
 Exit from Approved Medical Schemes (active employees only) please complete section 2.3 only

	Last day of duty 
	DD  / MM  / YYYY
	

	

	Section 2.1 – Retirement or Death

	The information below will be used to ascertain whether we pay the annuity to you or to your Approved Medical Scheme. When completing the below it must relate to the Approved Medical Scheme after the last day of duty

	Will you be a member of an Approved Medical Scheme after your last day of duty?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If “Yes”, which Approved Medical Scheme?
	 FORMCHECKBOX 
 Discovery  FORMCHECKBOX 
 Bonitas  FORMCHECKBOX 
 Bestmed

	Please provide your Approved Medical membership number 
	

	

	Section 2.2 – Resignation, Dismissal, or Mutual separation

	If you are below the age of 50 at your last day of duty, Liberty will only make annuity payments directly to you and not to an approved medical scheme. Only employees over the age of 50 must complete the below. It must relate to the Approved Medical Scheme after the last day of duty.

	Will you be a member of an Approved Medical Scheme after your last day of duty?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If “Yes”, which Approved Medical Aid Scheme?
	 FORMCHECKBOX 
 Discovery   FORMCHECKBOX 
 Bonitas   FORMCHECKBOX 
 Bestmed

	Please provide your Approve Medical Aid membership number?
	

	Section 2.3 – Resignation from an Approved Medical Scheme while in employ

	This only applies if you continue to be employed by your current employer. You must submit your membership certificate reflecting the last day of membership. Your medical aid will provide this.  Depending on whether the employee is over the age of 50, different annuity options will be provided in terms of the policy. The annuity is payable only to the employee. This excludes switching between approved medical schemes provided there is no break in membership during the switch.

	Please confirm the last day of membership on an approved medical scheme?
	

	

	Section 3 - Banking details of the employee

	Please ensure that the account holder below is the same individual set out in section 1 above. The banking details below must match the proof of banking details as required above. We will use the below for all future banking transactions as and when required until such time we are notified in writing (with proof) by the policyholder of any changes.

	Account holder name
	

	Account number
	
	Bank name
	

	Branch name
	
	Branch code
	

	Account type
	 FORMCHECKBOX 
 Cheque/ Current account   FORMCHECKBOX 
 Savings Account   FORMCHECKBOX 
 Transmission

	

	
	
	
	DD  / MM  / YYYY
	

	
	Signature of the Accountholder
	
	Date
	

	

	Section 4 – Contact details of the employee

	Please ensure that the contact details set out below matches the proof of residence as required above

	Postal address
	

	
	
	Postal code
	

	Residential address
	

	
	
	Postal code
	

	Contact number
	Preferred
	
	Cell
	
	Fax
	

	Email address work
	
	

	Email address personal
	
	


	Section 5 – Spouse’s details (if married at date of event)

	

	Please ensure that the spouse’s details set out below matches their ID/Passport and the marriage certificate as required above.
This section must not be completed by unmarried employees r spouses of employees that died while in the employ.

	Surname
	
	Title
	

	First name/s
	
	Initials 
	

	ID number/passport number
	
	

	Date of birth
	DD  / MM  / YYYY
	

	Contact number
	Preferred
	
	Cell
	
	Fax
	

	Email address
	

	Are you a registered tax payer?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Income tax number
	

	Gender
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	

	Section 6 – Declaration by the employee/spouse/executor

	

	I,
	
	Declare that

	6.1
	I have read and understood the contents and information required in this notification form.

	6.2
	I have completed this notification form with no intention of misleading my employer or Liberty and that the information provided is a true reflection of what is required.

	6.3
	I understand that should the information provided not be true for whatever reason or this notification form or the subsequent annuity option form is not submitted within the required timeframe, that there will be delays in the payment of my annuity and Liberty will not be held liable for damage and/or financial loss suffered by myself as a result.

	6.4
	I understand that any modification or variation of this standard form, Liberty will regard this form as being invalid and of no force and effect.

	6.5
	I have not signed a blank or incomplete form.

	6.6
	I consent to Liberty verifying the information provided above or obtaining additional information from any source that would aid in processing this notification form.

	6.7
	I consent to Liberty disclosing my relevant information to my chosen approved medical scheme for the purpose of installing my record (if applicable).

	6.8
	I will provide Liberty with the required information including proof, where required, should any of the above information provided change in future.

	6.9
	I obtained the necessary consent to share the personal information of my spouse.

	6.10 
	I understand that there will be further correspondence between Liberty and myself to finalise my annuity choices and that I will be, in addition to these conditions, subject to the terms and conditions of the annuity selection process and the Group Annuity Policy agreed to between Telkom and Liberty.

	

	Signed at
	
	On 
	DD  / MM  / YYYY

	

	
	
	
	
	


	
	Signature of the employee
	
	Name of employee
	

	

	Section 7 – Information and declaration provided by the Employer Authorised Representatives

	

	Employee’s gross monthly income at the event type date
	R 
	

	Confirmation of the event type date 
	DD  / MM  / YYYY
	

	Date of last medical aid contribution payable by employer 
	DD  / MM  / YYYY
	

	We, in our capacity as the authorised representatives of 
	
	declare that:

	7.1
	The information, together with supporting documentation, furnished by the employee and ourselves is true and correct in every material detail required.

	7.2 
	The fully completed and signed forms will be submitted to Liberty within the required timeframes set out in the Administration Agreements, as amended from time to time.

	Signed at
	
	On 
	DD  / MM  / YYYY

	

	
	
	
	
	

	
	Signature of Employer Authorised Representative
	
	Name of Employer Authorised Representative 1
	

	

	
	
	
	
	

	
	Signature of Employer Authorised Representative
	
	Name of Employer Authorised Representative 2
	


Any pertinent alterations to the terms, conditions or declarations in this standard document may render this document null and void at the discretion 

of Liberty.Do not sign blank or incomplete forms.
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