34 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

THIRD PARTY CLAIM FORM

21 DECLARATION AND CONSENT

The Consent granted fo the Road Accident Fund (RAF) in this paragraph authorises the RAF to obtain coples of any records
and to access any information which relates to this claim for compensation and to contact any person or entity for purposes
of obtaining or verifying such information and /or documentation.

L, (name and surname of claimant),
declare that, to the best of my knowiedge, the information provided in this Third Party Claim Form is true and correct in every
respect; and

| confirm that | am claiming compensation:

in my personal capacity as a result of injuries | sustained in the accident; altematively

in my personal and / or representative capacity as
(state capacity) on behalf of
sustained injuries in the accident; alternatively

{name and surname of injured) who

(state capacity)

in my personal and / or representative capacity as
(state name of the deceased) who died as a result of

of
the injuries sustained in the accident.

(Indicate, and if applicable complete, the applicable statement above)

I hereby consent to the reiease, to the Road Accident Fund, of copies of all documentation and /or information, including, but
not limited to, documentation and /or information of a medical or financial nature, in the possession of any person or entity,
which documentation or information, in any way, relates to this claim for compensation arising from the motor vehicle

accident detailed in the claim form

| further consent to, and autharise, the Road Accident Fund to contact any person or entity for purposes of obtaining or
verifying such information and /or documentation. )

Signature of the Witness

Signature of the Claimant
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STAATSKOERANT, 21 JULIE 2008 No. 31249 35

THIRD PARTY CLAIM FORM

22 VEDICAL REPORT

Section 24(2)(a) provides that this report shall be completed by the medical practitioner who treated the injured or
deceased person for the hodily injuries sustained by him/her in the accident from which this claim arises

1. DETAILS OF PATIENT

Surname

o | ]

{D Number Date of birth

2. PAST EMERGENCY MEDICAL TREATMENT

Note that, in terms of the regulations, emergency medical treatment is defined as *...the immediate, appropriate and
justifiable medical evaluation, treatment and care required in an emergency situation in order to preserve the

person's life or bodily functions, or both”

Did the patient receive emergency medical treatment, as defined

D Yes ﬂ:ﬂ No

If you answered YES, please furnish the foliowing information in respect of such treatment—

What was the nature of the treatment?

D Emergency transport

D Hospital care
L ICU

:[I Other, if other please indicate nature of the treatment

ICD 10 Code Treatment plan

Kindly furnish the ICD 10 codes applicable to the emergency medical treatment provided to the patient and motivate why
the treatment is viewed as emergency medical treatment. Should the space provided in this claim form be insufficient to
answer any question attach a further page(es) to this claim form in which such further information can be provided to the

RAF.
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36 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

THIRD PARTY CLAIM FORM

MEDICAL REPORT

3. PAST NON-EMERGENCY MEDICAL TREATMENT

Note that all medical evaluations and treatment that falt outside the prescribed definition of emergency medical
treatment, is non-emergency medical treatment.

Did the patient receive non-emergency medical treatment?

(] ves[ ] no

If you answered YES, please furnish the following information in respect of such treatment.
In the schedule below, kindly identify the specific ICD 10 code(s) applicable and describe the treatment administered

ICD 10 Code Treatment plan

]

4. PRE-EXISTING MEDICAL CONDITIONS

Did the patient suffer from any pre-existing condition(s) (injury, iliness, sickness, disease, or other physical, medical,
mental or nervous condition, disorder or ailment).

[ ] ves[ ] o

If you answered YES, please identify the pre-existing condition(s), furnish the applicable ICD 10 code(s) (if such a
code exists) and describe the impact of the injury(ies) sustained in the accident on such pre-existing condition(s)

Pre-existing condition ICD 10 Code Impact of accident
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STAATSKOERANT, 21 JULIE 2008 No. 31248 37

THIRD PARTY CLAIM FORM

MEDICAL REPORT

5. FUTURE MEDICAL TREATMENT

Is the patient currently receiving ongoing medical treatment for the injury(ies) sustained in the accident, oris it
foreseen that the patient would require future medical treatment for such injury(ies)

L] oves[ ] o

If you answered YES, please furnish the name(s) and contact number(s) of the service provider(s) who will be
rendering treatment, future treatment.

6. MEDICAL TREATMENT IN MEDICAL FACILITY/HOSPITAL

Was the patient admitted to a medica! facility / hospital as a resuit of the injury(ies) sustained in the accident, or did
the patient receive treatment at a medical facility / hospital for such injury(ies)

D Yes D No

If you answered YES, please fumnish the name(s} and contact number(s) of the hospital / facility, and if admitted, the
date admitted and date discharged

Name of Hospital / Facility Contact number Date admitted Date discharged

t ;
)
|

|
|

L

7. MEDICAL PRACTITIONERS DETAIL'S

{

Name Cell number
Surname Postal Address

l |

Qualifications

l |

[rjctice Number (HPCSA and/or BHF) l Physical Address
Telephone number Facsimile number ‘ 1;
i | B
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38 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

THIRD PARTY CLAIM FORM

DECLARATION

DECLARATION

I hereby declare that to the best of my knowledge and belief the information set out in this medical report is true and
~ comect in every respect,

Signature of medical practitioner

Signed At

Date r J
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STAATSKOERANT, 21 JULIE 2008 No. 31249 39

SUPPLIER CLAIM FORM

1 SUPPLIER DETAILS

Supplier narﬁe Postal Address

| |
Practice number (BHF/HPCSA) ‘
|

Tax reference Number Telephone number

L ] |

Physical Address Facsimile number

L J

Cellular number - .
How would you prefer us to contact you?

Email U SMS D Post D Tel D

Cell

' 2 SUPPLIER'S BANK ACCOUNT DETAILS

If your claim is sucessful the RAF will pay you directly. Please provide bank account details for payment of
compensation due to you.

Bank (Name) Account Number
Branch number Name of Account holder

L]

[ I

-3 BANKACCOUNT DETAILS OF THE SUPPLIER REPRESENTATIVE

If the suppliers claim is successful, the RAF will pay the compensation to the supplier directly and cost (if due) to the
supplier’s representative. Please provide details of the account into which you want the costs to be paid.

Account Number Bank Name

|

Branch Code Name of account holder )

Kindly attach one of the following documents to the cfaim form to enable the RAF to verify the banking details: a cancelled
cheque or a certified legible copy/original statement of account which clearly indicates the account holder's name,
account- and branch number, or an original letter from the bank (on an official letterhead) which confirms the account

holder's name, account- and branch number.

page 1



40 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

SUPPLIER CLAIM FORM

4 MOTOR VEHICLE ACCIDENT DETAILS

In order for the RAF to assess this claim please
provide the following information. SAPS station where the accident was reported

]
Date of accident l |

Accident report number

Time of accident

Kindly attach to this claim form a copy of the accident
report or a statement by the injured describing the
events leading up to the accident.

Place of accident (street number and name, suburb,
town, province)

) lNJURED‘SI DECEASED'S DETAILS

Postal Address

L L ]

f Titte  Surname

Name

Home telephone number

Date of birth
-, I B
)

Work telephone number

ID Number:

B )

Tax reference Number Cell number

l ] | |
Residential Address Email

| |

(Please attach a copy of the injured’s identity document or,
if applicable, a copy of the deceased's death certificate
and the applicable inquest record / charge sheet)

' © COMPENSATION CLAIMED

What are you claiming for?

Amount Claimed

Category of claim
D Emergency medical treatment (attach original invoice) R
‘:ﬂ Non-emergency medical treatment (attach original invoice) R
Total Amount Claimed R
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STAATSKOERANT, 21 JULIE 2008 No. 31249 41

SUPPLIER CLAIM FORM

7 PAST EMERGENCY MEDICAL TREATMENT

Note that, in terms of the regulations, emergency medical treatment is defined as “...the immediate, appropriate and
justifiable medical evaluation, treatment and care required in an emergency situation in order to preserve the person's

iife or bodily functions, or both”

Did the patient receive emergency medicai ireatment, as defined,

D Yes “:l] No

If you answered YES, please fumish the following information in respect of such treatment—

What was the nature of the treatment?

D Emergency transport

Eﬂ Hospital care

ICU
| ] Other, if other please indicate nature of the treatment L

ICD 10 Code Treatment plan

Kindly furnish the ICD 10 codes applicable to the emergency medical treatment provided to the patient and motivate why
the treatment is viewed as emergency medical treatment. Should the space provided in this claim form be insufficient to
answer any question you are welcome to attach a further page(es) to this claim form in which such further information can

be provided to the RAF.
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42 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

SUPPLIER CLAIM FORM

8 PAST NON EMERGENCY MEDICAL TREATMENT

Note that all medical evaluations and treatment that fall outside the prescribed definition of emergency medical
treatment, is non-emergency medical treatment, ’

Did ihe patient receive non-emergency medical treatment,

I:I Yes[___J No

If you answered YES, please furnish the following information in respect of such treatment

What was the nature of the treatment?

I:l Transport
D Hospital care

D Other, if other please indicate nature of the treatment

in the schedule below, kindly identify the specific ICD 10 code(s) applicable to the evaluation(s) / treatment provided
to the patient and describe the treatment administered. (attach detailed invoice + medical investigation reports)

ICD 10 Code Treatment plan

—

O PRE-EXISTING MEDICAL CONDITICNS

Did the patient suffer from any pre-existing condition(s) {(injury, illness, sickness, disease, or other physical, medical,
mental or nervous condition, disorder or ailment) that existed at the time of the accident

[ e [] v

If yes, please provide details.
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STAATSKOERANT, 21 JULIE 2008 No. 31249 43

SUPPLIER CLAIM FORM

Name of Hospital / Facilitiy Contact number Date admitted Date discharge

A5 T
AN

VYYD

Y MMID D

1 hereby declare that:

1) To the best of my knowledge and belief the information set out in this form is true and correct in every

respect;
The accommodation in a hospital or nursing home and the treatment, or goods supplied, referred to herein,

were supplied to the injured person; and

3) | have not / the supplier has not received payment fram any other source, in respect of the accommodation in
a hospital or nursing home and the treatment, or goods suppiied, referred to in this claim form, and should I/
the supplier receive any payment in respect thereof from any other source |/ the supplier shall disclose full

details thereof to the Road Accident Fund.

Signature of supplier, supplier's duly authorised
representative or agent. Where the supplier is a legal
entity attach written proof of the authorisation in terms of
which the signatory is authorised to sign this claim form.
Where the supplier is represented by an agent attach
written proof of the agent's mandate.

Signed at r

Date

42 SUBSTANTIAL COMPLIANCE

Please complete the following information to validate your claim for substantial compliance to Section 24 of the RAF
Act.

The identity of the injured/deceased - {(paragraph 5).

The date and place of accident (paragraph 4)

A precise indication of the amounts claimed as compensation (paragraph 6);

Attach specified accounts, vouchers, original invoices etc. to suppart your claim for medical expenses;
Complete this form as prescribed in Section 24 of the RAF Act.

Should the space provided in this claim form be insufficient to answer any question you are welcome to
attach a further page(es) to this claim form in which such further information can be provided to the RAF.
Should you require any assistance with the completion of this claim form please feel free to contact the RAF

on ShareCall number 0860 2355 23

QO ON

N
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44 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

ACCIDENT REPORT FORM

(SECTIONS 22(1)(a) OF AGT NO. 56 OF 1996

1) When any person has been injured or killed as a result of the driving of a motor vehicle, the owner and / or the
driver of that motor vehicle must report that accident to the Fund on this form within 14 days, failing which the
compensation paid to the third party may be recovered from that owner or driver.

2) Should the space provided in this claim form be insufficient to answer any question you are
welcome to attach a further page(es) to this claim form in which such further information
can be provided to the RAF.

3) Should you require any assistance with the completion of this claim form pleace fee! fres o coi
ShareCall number 0860 2355 23

Postage will be No postage
paid by the necessary if posted
Addressee in the Republic of

South Africa

CHIEF EXECUTIVE OFFICER
P O Box 2743

PRETORIA

0001

1 PARTICULARS OF THE DRIVER OF THE VEHIGLE

Physical address

: Name(s) - T ]
- Surname ]
1D Number/Pa;spon Number l
Citizenship
I ] ]
Telephone Drivers License Number

[ N l

Facsimile Date issued

Cell Number Endorsements, if any

( | 1 ]
]

Postal address

E-mail address Physical / mental defects, if any

]

State whether you are aiso the owner of the vehcile

[ ]
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STAATSKOERANT, 21 JULIE 2008

No. 31249 45

ACCIDENT REPORT FORM

(SECTIONS 22{1){a) OF ACT NO. 56 OF 1996

PARTICULARS OF THE OWNER OF THE VEHICLE -

2 COMPLETE WHERE THE DRIVER WAS NOT THE DWNER

Name(s)

Celinumber

|

Surname
1D Number / Passport Number

Physical address

:

Citizenship

(

Telephone number

Postaladdress

e

Facsimile nufber

[

/ Registration number Make
l | | l
Body (i.e. sedan, truck, bus etc.) Model
L N |
Year

Color

!

7 Vehicle 1
Registration number

" 4 PARTICULARS OF OTHER MOTOR VEHICLES INVOLVED IN THE ACCIDENT

Vehicle 2
Registration number

|

| |

Name(s) and surname of driver

Name(s)and surmame of driver

[

|

Telephone number/ Cell number

Telephone number/Celi number

|

Inil

Name(s) and sumame of owner

Narme(s) and surname of owner

]

11

Physical address

Physicaiaddress

|

|

Postal address

Postal address

I

HEREERN

| L
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46 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

ACCIDENT REPORT FORM
(SECTIONS 22(1)(a) OF ACT NO. 56 OF 1996

Vehicle 3 _ Vehicle 4

Renistration numher ’ JRf;g.istratinn number |

Namef(s) apd surnama af-a;iva — af driver
| ] |
felephmmm&e&gen number. ] ﬁel&phunﬁnumbﬁdﬁ.&&number J
Name(s) and sumame of owner N 1 f owner
- [ E— ]

Physical address Physical address

F_staLa.dnL&ss : Postal address

5 PARTICULARS OF THE ACCIDENT

Whatwas the date of the acciaent? Atwhich police station was the accident reported?

| ]| |

Whatwas the time of the accident? What is the police reference number?

Where did the accident take place?

| | | ]

f PARTICULARS OF WITNESS(ES) TO THE ACCIDENT

' Witness 1 Cellnumber
Name(s) l ]
f ’ E-mail address
Surname 1
L l Physical address
ID Number/ Passport Number [

( |

Telephone number 1
r J Postal address

Facsimile number

| J
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STAATSKOERANT, 21 JULIE 2008

No. 31249 47

ACCIDENT REPORT FORM
(SECTIONS 22(1)(a) OF ACT NO. 56 OF 1996

6 PARTICULARS OF WITNESS(ES) TO THE ACCIDENT

Witness 2 Cellnumber
Name(s) l

| E-mailaddress
Surname l )

{ Physical address

ID Number/ Passport Number

L il

Telephone number

. L ] Postal address

Facsimile number

| | |

@ PARTICULARS OF WITNESS(ES) TO THE ACCIDENT

l Witness 3 Cell number
Name(s) l
‘ ] E-mail address
Surname '
J

Physical address

L

ID Number/Passport Number

L |

Telephone number

f l Postal address

Facsimile number

| I
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48 No. 31249

GOVERNMENT GAZETTE, 21 JULY 2008

ACCIDENT REPORT FORM
(SECTIONS 22(1)(a) OF ACT NO. 56 OF 1996

Person 1
Name(s)

E-rhail address

i

|

#hysical address

Surpame

l

ID Number/ Passport Number

|

Postaladdress

Telephone number

I

Facsimile number

State whether the injured / deceased was a driver,

Cell Number

passenger, cyclist or pedestrian.

|

7 PARTICULARS DF PERSON(S) INJURED/DECEASED
E-mail address

|

Y Person 2
Name(s)

Physicaladdress

Surname

[

|

ID Number/ Passport Number

|

Postal address

Telephone number

|

Facsimile number

|

State whether the injured / deceased was a driver,

Cell Number

passenger, cyclist or pedestrian.

|

/|

" Time of day (i.e.dawn, day, dusk, night)

B CONDITIONS AT THE TIME OF THE ACCIDENT

Street lights - on or off

|

| |

Weather conditions (i.e. sunny, misty, cloudy, raining, etc.)

Own vehicle's lights — off, dim, bright

|

| |

Visibility (i.e. good, reasonable, bad, etc.)

Other vehicle's lights —off, dim, bright

1

Road surface (i.e. gravel, sand, tar, etc.)

Speed of own vehicle at time of accident

NN R [ )

||
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STAATSKOERANT, 21 JULIE 2008 No. 31243 49

ACCIDENT REPORT FORWM
(SECTIONS 22(1)(a) OF ACT NO. 56 OF 1996

1) DETAILED DESCRIPTION OF THE ACCIDENT

]

page 6
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50 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

ACCIDENT REPORT FORM
(SECTIONS 22(1)(a) OF ACT ND. 56 OF 1996

11 DECLARATION

I/ we hereby declare that to the best of my / our
knowledge and belief the infarmation set out in this
form is true and carrect in every respect.

Signature of dwner

Signature of driver
Signed at

Date| vvyvy/mil/DD
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STAATSKOERANT, 21 JULIE 2008 No. 31248 51

A claim for non-pecuniary loss ("general damages” or "pain and suffering”) will not be considered unless this

report is duly completed and submitted.

The Road Accident Fund Act (Act No. 56 of 1886) requires this report to be compiled by a medical practitioner,
registered in terms of the Health Professions Act (Act No. 56 of 1974).

The assessment of the serious injury should be conducted in terms of the method provided in the Regulations
promuigated under the Road Accident Fund Act.

(d) Submissions, medical reports and opinions may be submitted as annexures to this report.

(e) If any section of the form is not applicable, mark that section "N/A".,
( The impairment evaluation reports for Upper Extremities, Lower Extremities and Spine and Pelvis are annexed.

N
If the injury caused an impairment to another body part or system, attach the report specified in the AMA Guides

(6th Ed).
in completing this report, refer to the figures, tables and page numbers from the AMA Guides (6th Ed).

-4 DETAILS DF PATIENT

" Name and Sumame Date of assessment
] | [ vyvamoo |

ID Number Date of accident
f J I YYYV/MMIDD

Claim number (if available)

| | ]

Contact number

I e AP e e T

2 DETAILS OF MEDICAL PRACTIONER

[ Name & Sumame ‘ Telephone number
Practice Number (HPCSA and/or BHF) E-mait address

:

3 LIST OF NON-SERIOUS INJURIES

In terms of the Road Accident Fund Act (Act No. 56 of 1996) and Regulation 3(1)(b)(i) promulgated thereunder, the
Minister may publish in the Gazefte, after consultation with the Minister of Health, a list of injuries which are for
purposes of section 17 of the Act not to be regarded as serious injuries and no injury shall be assessed as serious if
that injury meets the description of an injury which appears on the list. Once published, this part must be completed
with reference to the list. A copy of the latest version of the list is available at www.raf.co.za. For more information
contact the Road Accident Fund at ShareCall-number 0860 235 5523.

Number Description of injury
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52 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

SERIOUS INJURY ASSESSMENT REPORT

NON-SERIOUS INJURIES

4.1 Describe the nature of the motor vehicle accident

4.2 Wedical Treatment rendered from date of accident to present

4.3 Current symptoms and complaints

4.4 Diagnosis

4.5 Conclusion regarding Physical Examination

4.6 Conclusion regarding Clinical Studies. (Review and document actual studies and findings from relevant

diagnostic studies, Imaging including X-rays, CT,MRlI,etc)

4.7 Medical History

4.8 Social and Personal history
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STAATSKOERANT, 21 JULIE 2008 No. 31249 53

SERIO US 1 NJURY ASSESSMENT REPORT

OMPLETED IF INJURY IS NOT ON LIST OF

4 AWAIMPAIRMENT RATING: TO BE C
' NON-SERIOUS INJURIES

4.9 Educational and Occupational history

4.10 Has the patient reached MMI?

4.11 Specify details regarding apportionment, if any

4.12 Aclear, accurate, and complete report must be provided to support a rating of impairment with
reference to clinical evaluation analysis of findings and discussion of how the impairment rating was caiculated.

The following impairment evaluation reports are annexed:

‘Annexure A: Upper Extremities (Chapter 15)

‘Annexure B: Lower Extremities (Chapter 16)

-Annexure C: Spine and Pelvis (Chapter 17)

4.13 Exceptions

If the injury is not on the list of non-serious injuries and did not result in 30 per cent Whole Person Impairment, as
provided in the AMA Guides, consider whether the injury resulted in any of the consequences set out below. Provide
full details. If necessary, support the opinion with reports attached as annexures.

5.1 Serious long-term impairment or loss of a body function

52 Permanent serious disfigurement

5.3 Severe long-term mental or severe long-term behavioural disturbance or disorder
5.4 Loss of a foetus

page 3



54 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

6 DECLARATION

| declare that to the best of my knowledge and belief the information and opinions set out in this report are true and
correct in every respect. .

Signature of Medical Practitioner

Signed at L - j

Date
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STAATSKOERANT, 21 JULIE 2008

No. 31249 S5

ANNEXURE A - UPPER EXTREMITY IMPAIRMENT EVALUATION

Name: ‘Exam Date:
1D Number: Sex: F M “Skde: R L . LV Birth Datei ™
Diagnosis: Anjtiry Date:
. Diagnisis-Based impairments :
Grida Dlsgneslsy Criteria Clazy |4 Axsigned Dx Grade | final UEl
Digit (O} " - | BRI | :
wirlst (w) i -3 10 H 24z
Elbgw (E) A BC D E
shoulder(S} -
- oaaen]|
£ B IF
o . IaTeisToTa
INGEEREDE
W lo] r{2]214]- :
e
£
f ‘Combined UEL:
Er]ttafzments- . . ]
‘Narve. -Sensoryand MotorGrading’: | Assigned.Class.. :GradeMouifier Adjustments _|:Assigned:Dx'Grade: | Combined UE} .
Entrapmernt
CRPSL. . .
Impairment.
Points: ‘|-assigned (lass’ Assigned Grade | Final-Ugl |
EREBON ABCDE
MPE = Grada Modifier Physézal Examination
Amputation: . GICS,w Grade Modifler Clisitcal Studies
tevel Assigned-Clises Asslgned Grade | Final UEL
T — T [ABCDE. e -
[of*]2]3Ta] | FAa : :Z E Summary. FnatUEl |
0510 | &}.nia - Diagriosis-Based | )

Motion:
Joint Total UEY :‘Agsslgngd ‘Clase G!ES._(Sﬁn denlane)

[e]11213]a] Arputation

iV} zi3{4}] Rangé &f Motion (Stnd-alone).

011)213 |4] Fiial-Conmblned Impairmant
Comtined GE ’ Whote Person impaiomant
signed; N {Prind): Date: Rebianal imgairments:
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56 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

ANNEXURE B - LOWER EXTREMITY IMPAIRMENT EVALUATION

. Exam Date:
lbi-ﬂurqbir - SexrF M Side: R L -Birth-Dater
Blagnosis: i ) ] ) | injury Datet.

' Blagriosis-Bosed Impairments | L . . .
Gride © Disgnosis | Criteria Assigned Clagi- ) Grade Modifief Adjustments: | Assigned Dx Grade | FinalUB -

fel f2faTal -

3.Net

Tonmg o

Cambiried UEl -

Motor DEficit! “MeorDefid: | [

EhfEEERe],  felifelsialos

‘Electrodiagnostics:.”

] ‘Assipned Grade } Firal UEL
ABCDE

Assigned Class~
,ﬂ 1l2|314j o4

A LicRd
141 nva
3)& ) nla}

Amputation Y
tevel petigned Class ' | Adjustments {:mssigned Geade | Final GIE

(e EIsTe] | [A. ABCDE

e Suimmary | Fnslugt
e 1 ‘Diagnosis-Based Impairnent i
Peripheral Nerve !

-
ey
gleje
P
5300 )

Motion Entrapfent:,
loint Total UL | Assigned Class CRPS (Standkalaney
e 2[3[4] Amputationic
[eliIz]s]4] “Rérge f Motion Stond-alone)
I 2] Final Combinwd mpairnient
Whola Person impaicerent T
Regional tenpairments - ]

Combined UE]

Signed: Hame (Print): Cate:
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ANNEXURE C - SPINE AND PELVIS IMPAIRMENT EVALUATION

Name: Exam Date:
{1DNumber: ] Sex:F M. Side: R L | Rirth Date
Diagnosis: 1 injury Date:.
Diagnasls-Based 3 i
impairments 1
Grid Dirgrosis/Criteris | Class Diaginoits (CDX) | Grade Modifier Adjustments .

Whole
Patson
Ampairment

"(__éryica\(c)_ lnr_‘l.zls"] _GLMFH YRR RS
) ©jplesmeel el

Thoracie (T)

Pﬁlvis’(g?{ .hﬂ REIEIEE]

[P o]

_Signed:
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58 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

NOTIFICATION OF DISPUTE

"1 TO BE COMPLETED WHERE THIRD PARTY REQUESTS DISPUTE RESOLUTION:

Title Surname ’ Postal Address

L |

Name

| J

Date of birth Sex Male Female Home telephone number

YV NI D D ! 7

ID Number / Passport Number Work telephone number

L ‘ N |

Residential Address - Fax number

7O BE COMPLETED WHERE THE FUND REQUESTS DISPUTERESOLUTION:

i Cbmplete available details of the third party: Postal Address

I

Title Surname '

] L i

Name
[ J Home telephone number

Date of birth Sex Male Female f ]

VY ARATID D D Work telephone number :

ID Number / Passport number ‘

r i ,Fax number . W

Residential Address

Cell phone number

[ |

| | |

Page 1



STAATSKOERANT, 21 JULIE 2008 No. 31249 59

Details of Fund contact pérson: Telephone number
Title Surname . l l
’ [ Fax number
/Name J ’ 1
I J Email
Postal Address I ‘ ]
Reference
[ J

3 INDICATE NATURE OF DISPUTE RESOLUTION: |

D Dispute of assessment - complete paragraphs 4 and 6.

D Dispute of rejection of serious injury assessment report - complete paragraphs 5 and 6.

Who performed the assessment?

When was the assessment performed?

YYYY/MR/DD

When were you advised of the outcome of the assessment?

Y'Y YR DD

(Please aftach the serious injury assessment report - RAF4)

When were you advised that the report has been rejected?

(Please attach reasons furnished by the Fund)
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60 No. 31249 GOVERNMENT GAZETTE, 21 JULY 2008

NOTIFICATION OF DISPUTE

6 DETAILS OF DISPUTE

Set out the grounds upon which you are disputing the assessment / rejection of the serious injury assessment report.
Attach all submissions, medical reports and opinions that you rely upon.

Signature of the person requesting dispute resolution

Date

PLEASE SEND THIS NOTICE TO THE REGISTRAR OF THE HPCSA,
P O Box 205 Pretoria 0001 OR facsimile 012 328 5120 OR hpcsa@hpcsa.co.za.
(IMPORTANT: Kindly RETAIN PROOF OF WHEN this notice was posted per registered post,
faxed or sent per e-mail)
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NOTIFICATION OF DISPUTE

NOTIFICATION OF DISPUTE IN RELATION TO THEASSESSMENT OF A SERIOUS INJURY

HOW DISPUTE RESOLUTIONWILLHELPYOU?

In terms of the Act and the Regulations your claim for non-pecuniary loss must be supported by a serious injury assessment
report, indicating that the injury has been assessed as serious by a medical practitioner and the Fund must be satisfied that

the injury has been correctly assessed as serious.

What disputes are covered by ihe dispute resoiution service?

Dispute resolution helps you if:
. the medical practitioner has assessed yourinjury as “not serious”; or

ifthe Fund has rejected a serious injury assessment report by a medical practitionerin terms of which your injury has
been assessed as “serious”.

You must indicate on the form whether you wish to dispute the assessment of the medical practitioner or the rejection of the
report by the Fund. If you disagree with either of these, you may lodge a dispute with the Registrar of the Heath Professions

Council of South Africa (“the HPCSA").
When must a dispute be lodged?

Within 90 days of being notified of the outcome of the assessment or being noti.ﬁed of the rejection of the serious injury
assessment report and the reasons therefore, failing which you may apply to the Registrar of the HPCSA for approval

(condonation)for late notification.

How does the dispute resolution process work?

Your notification must be lodged with the Registmrtogetherwifh all the submissions (argument), medical reports or

a)
opinions (expert advice) that you want torely on.

b) After you lodge your dispute, the Registrar must then inform the Fund ofthe dispute and give the Fund copies of all
the documentation submitted by you.

c) The Fund then has 60 days to answer your case by giving the Registrar their submissions, medical reports or
opinions.

d) After this, the Registrar will then inform you about the names of the medical practioners appointed to decide your
dispute. You may object to these appointments if you wish to do so.

e) If asked to do so, the appeal tribunal may say that legal arguments should be made oncertain issues and an
attorney or advocate will then be appointed to hear such argument.

f) The appeal tribunal is given extensive powers under the regulations to enable them to deal with the dispute:

. The tribunal may tell you that you have to undergo another assessment by a medical practitioner for which the Fund
will pay.

. The tribunal may say that you must appear before them so that they can examine yourinjury for themselves.

. The tribunal may ask you for further submissions ormedical records.

g) If asked to do one of the above, you should comply with the request, otherwise the appeal tribunal may refuse to
decide your dispute.

h) Ultimately, the appeal tribunal will decide your dispute and you will be informed of the outcome by the Registrar. The

Fund will be obliged to accept the findings of the appealt tribunal.

How long will ittake?

The appeal tribunal, appointed by the Registrar of the HPCSA to consider your dispute, must publish its findings within 90
days from the date that the dispute is referred to it, which will normally be done after the Fund has answered your case.

For further information please phone the Road Accident Fund on ShareCall-number: 0860 235 5523
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