
I, (initials and surname) _________________________________________ ___________________________________________________________________________ 

with identity number _______________________________________________________________________________________________________________________ 

and Spouse /dependant (initials and surname) ___________________________________________________________________________________________

with identity number _______________________________________________________________________________________________________________________

herewith declare under oath that I was a member/dependant of the following medical aids for the periods, as indicated:

Name of Medical Scheme Registered from  
…… To ……

Name of Employer  
(if applicable)

Employed from  
…… To ……

I declare that the above information is, to the best of my knowledge, complete and correct.  I further declare that reasonable efforts 
have been made to obtain documentary evidence of such periods of creditable coverage but have been unsuccessful. I also 
undertake to provide Selfmed Medical Scheme with any additional proof, that I have in my possession, to support these statements. 

I am familiar with, and understand the contents of this declaration.  I have no objection to taking the prescribed oath.  I consider the 
prescribed oath as binding to my conscience.

Place _____________________________  Date _____________________________ Time _____________________________ 

Signature of applicant___________________________________________

___________________________________________

Force number/Rank/Name - print

___________________________________________ 

Commissioner of Oaths
(Details to be provided on physical and postal address 
e.g. stamp of police station)

I certify that the above statement was taken in my presence and that the deponent has acknowledge that he/she knows and 
understands the contents of the statement.  The statement was sworn to/affirmed before me and deponents signature/thumb print 
was placed thereon in my presence. 

Signed at______________________________   on the  ______________________________   day of  _____________________________________________ 2019
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