CHURCH OF THE PROVINCE OF SOUTHERN AFRICA (ANGLICAN)

ILL-HEALTH RETIREMENT PROCEDURE

Step 1

The following documentation is required when a member applies for retirement on grounds of ill health:

	Documentation Required
	Check

	· Member’s Statement;
	

	· Employer’s Statement
	

	· Confidential Medical Report in connection with a medical/functional impairment;
	

	· Specialist report in support of the Confidential Medical Report;
	

	· Certified copy of the Member’s identity document;
	

	· Validation of Banking Details (Bank statement or a Cancelled cheque)
	


Step 2

Once the Diocesan Secretary has assimilated all of the above, a copy must be made and filed in the member’s personal file. Please note that this information is personal and confidential. The original documentation must be forwarded by registered mail or delivered to the following addresses respectively:


Mr. D.L. Griesel
Mr. D.L. Griesel


Specialised Corporate Consultancy
Specialised Corporate Consultancy


P O Box 2094
1 Ameshoff Street


Johannesburg
Braamfontein

2000 Johannesburg

If I am not available, queries can be addressed to either of Lorraine Ross (011 408 4341) or Geraldine Fowler (011 408 2160).

Step 3
The Liberty Group claims assessment department will then assess the claim and advise the Trustees of their findings. If required, the Board reserves the right to obtain a further independent report.

Step 4
The Diocesan Secretary will be advised by Specialised Corporate Consultancy of the findings and the decision taken by the Trustees.

Step 5
If approved, the member is retired on ill health and contributions to the Fund cease at the end of the month in which the retirement was approved. The member qualifies for an ill health pension from the following month. Specialised Corporate Consultancy will calculate the pension payable to the member.

	Documentation Required
	Check

	· Retirement Notification;
	

	· Form D
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	LIBERTY GROUP LIMITED

Liberty Centre, 1 Ameshoff Street, Braamfontein, Johannesburg, 2001

PO Box 10499, Johannesburg, 2000  
	

	MEMBER’S STATEMENT

	
	

	To be completed by the member of the plan.  Should he be unable to do so the legal representative should advise Liberty.  Please answer each question clearly with as much detail as possible – do not use a dash or leave blank.  If not applicable, please write N/A. 

	
	

	Full Name of Policy Holder
	     

	
	

	Name of Employer
	CHURCH OF THE PROVINCE OF SOUTHERN AFRICA (ANGLICAN)

	
	

	Fund Name (if applicable)
	C.P.S.A. PROVINCIAL PENSION FUND

	
	

	Fund Number (if applicable)
	240807

	
	

	1.
ADDRESS

	
	

	(a)
Residential address:
	     

	
	

	     

	
	

	(b)
Postal address (if different)
	     

	
	

	     

	
	

	(c)
Telephone number:   (h)
	     
	(w)
	     

	
	

	(d)
Cell number:
	     
	E-Mail Address:
	     

	
	
	

	
Date of Birth
	    /                 /       
	Please attach proof of age e.g. certified copy of book of life, passport, birth 

	
	certificate, etc.

	
	

	2.
OCCUPATION

	
	

	(a)
Main occupation immediately before current impairment commenced.
	     

	
	

	(b)
What were the exact duties involved in your main occupation immediately before the current impairment commenced?

	
	

	     

	

	     

	
	

	(c)
How long have you followed this occupation?
	     

	
	

	(d)
Other occupations (if any). For what periods?
	     

	
	

	(e)
Have you changed your occupation (even if temporarily)?
	     

	
	

	(f)
What are your academic and/or technical qualifications?
	     

	
	

	(g) 
On which date were you last able to undertake any form of work?
	     

	

	(h)
What is it about your medical problem that stops you from working?
	     

	

	3.
DETAILS RELATING TO IMPAIRMENT

	
	

	(a)
What is the diagnosis of your condition?
	     

	
	

	(b)
When did this problem start?
	     

	
	

	(c) Have you had a history of similar problem in the past? Give details?
	     

	
	

	     

	
	

	(d) 
What treatment did you receive?
	     

	

	(e) Did this problem result from an accident?
	     

	
	

	 (f)
If a road accident to which police station was it reported?
	     

	


	(g)
Name and address of your doctor.
	     

	

	     

	

	(h)
Name and addresses of all other doctors and specialists of your current impairment.

	
	

	     

	
	

	     

	
	

	(i)
Have you had any tests or X-rays?  Give details.
	     

	
	

	     

	
	

	(j)
What other treatment have you had?
	     

	
	

	(k)
Have you been  confined to bed, house, hospital or nursing home?  If so, state which and give dates.
	     

	
	

	     

	

	     

	

	(l)
Has there been any improvement in your condition?  If so, please describe.
	     

	

	     

	

	     

	

	(m)
Have you been treated by any doctors, clinics or institutions for any illness or injury in the five year period prior to the commencement of your current impairment?  If insufficient space, use a separate sheet.

	
	

	Date of

Illness/Injury
	Duration of 

Illness/Injury
	Nature of 

Illness/Injury
	Doctor or 

Institution
	Address

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	

	(n)
Have you resided or traveled abroad for more than thirty days in the last twelve months?  If so, please give details.

	

	     

	

	     

	
	

	4.     PLEASE DESCRIBE YOUR DAILY ACTIVITIES    

	
	
	

	        Do you do shopping? 
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Can you walk?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Can you wash yourself?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	        Can you put your shoes on? 
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you watch television? 
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	Do you travel?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	        
	Do you drive?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	

	
	
	

	        GIVE DETAILS, ALSO OF OTHER ACTIVITIES
	

	
	
	

	     

	

	     

	

	     

	

	5.
INCOME DETAILS

	
	

	(a)
What was your taxable income for the last tax year?
	     

	
	

	(b)
How much of this amount was derived from your main occupation?
	     

	
	

	(c)
Can you produce a tax assessment to substantiate (a)?  If so, please attach copy.
	     

	
	

	 (d)
What was the gross amount of your earnings from your occupation during the 12 calendar months preceding the month in which your current impairment commenced?

	

	


	(e)
Have you received any income since you stopped work?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	If yes, please state:

	
	

	Amount of Income
	Source of Income

	
	

	     
	     

	
	

	     
	     

	

	(f)
Have you any other policies with provision for disability benefits, or will any benefit be payable to you (apart from medical aid) from any other source, fund or company by virtue of your impairment?  If so, give details providing name of Fund or Company, amount of benefit, policy numbers, etc.

	
NOTE:
Any UIF benefit payable must be included.
	

	

	     

	

	     

	

	
	

	I, the undersigned
	     
	(please print full name)

	hereby notify LIBERTY GROUP LIMITED that by reason of the impairment described herein, I have been totally incapacitated thereby wholly prevented from pursuing my occupation for remuneration of profit.  I therefore make claim for payment of benefits under the above Plan.

Accepting that I am thereby curtailing my right of privacy, but to facilitate the assessment of the risks, and the consideration of any claim for benefits, under a policy related to this or any other proposal for insurance made by me, or in respect of me as life assured, I irrevocably authorise LIBERTY GROUP LIMITED – 

(a) to obtain from any person or institution, whom I hereby so authorise and request, to give any information which LIBERTY GROUP LIMITED deems necessary, and

(b) to share with other insurers that information and any other information contained in this proposal or in any related policy or other document, either directly or through a data base operated by or for insurers as a group.

at any time (even after my death) and in such detailed, abbreviated or coded form as may from time to time be decided by LIBERTY GROUP LIMITED or by the operators of such data base.

I hereby declare and warrant that I am an active member of the above mentioned Plan, that impairment was not due in any way to self-inflicted injury, and that the answers given in this claim form are in every respect true and correct and that no material information has been withheld nor details of any relevant circumstances omitted.

	

	I am not insolvent.

	
	

	Signed at
	     
	Date
	    /                           /       

	
	

	
	

	
	

	Witness
	
	Member’s Signature
	

	
	Note:
	If the above signature is represented by a thumbprint, a Commissioner of Oaths must complete the “Identification and Declaration Confirmation” form.

	
	
	

	
	

	Witness
	

	
	

	
	

	NOTE:
Subject to the admission of this claim, the benefit payments may be made directly to your bank or building society account. Please give banking details below and attach a cancelled cheque or copy of account statement for verification purposes.

	
	

	
	

	Bank/Building Society:
	     

	
	

	Branch:
	     

	
	

	Type of Account:
	     

	(e.g. Current/Transmission/Savings)
	

	
	

	Account Number:
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	LIBERTY GROUP LIMITED

Liberty Centre, 1 Ameshoff Street, Braamfontein, Johannesburg, 2001

PO Box 10499, Johannesburg, 2000  
	


	EMPLOYER’S STATEMENT 

	
	

	To be completed by the employer of the fund member.  Please answer each question in full – do not use a dash or leave blank.  If not applicable, write N/A.

	
	

	Name of Plan
	C.P.S.A. PROVINCIAL PENSION FUND (240807)

	
	

	Name of Employer
	CHURCH OF THE PROVINCE OF SOUTHERN AFRICA (ANGLICAN)

	
	

	Full Name of Member
	     

	
	

	1.
EMPLOYMENT DETAILS
	

	
	

	(a)
Date of commencement of the Member’s service with the Employer.
	     

	
	

	(b)
Date on which the Member first became eligible for membership of the Plan.
	     

	
	

	(c)
Was the member employed by you, the Employer, in full-time capacity?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	
	

	
If no, please give full details of duties:
	     

	
	

	     

	
	

	(d)
What was the Member’s main occupation?
	     

	
	

	(e)
Please enclose a detailed job description.
	     

	
	

	(f)
Date on which you, the Employer, first became aware of the Member’s impairment?
	     

	
	

	(g)
Are you aware of the cause of impairment, e.g. accident, etc?
	     

	
	

	2.
DETAILS RELATING TO IMPAIRMENT
	

	
	

	(a)
Is the Member presently working?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	
	

	
If yes, in what capacity, part-time or full time?
	     

	
	

	
If yes, state the percentage of normal working hours the Member is working.
	     

	
	

	(b)
If the Member is presently employed but has been unable to work due to functional impairment, give details of the period he was 

	
	

	
 not at work.
	From:
	     
	To:
	     

	
	

	(c)
If not at work, on what date was the Member last at work?
	     

	
	

	3.
INCOME DETAILS
	

	
	

	(a)
State the amount of the Member’s monthly salary immediately prior to becoming disabled.
	     

	
	

	(b)
Other than as described above, please provide full details of any benefit, salary, pension or remuneration which has been or may be payable to the Member from any source during his disability (e.g. Workmen’s Compensation)

	
	

	     

	

	     

	
	

	
	
	

	(c)
Until what date has the member’s salary been paid?
	      /                      /        
	

	
	

	4.
TAX DETAILS
	

	
	

	(a)
Employee’s tax number
	     

	
	

	(b)
Tax Office to which last tax return rendered
	     


	(c)
Marital Status
	     

	
	

	(d)
Number of Dependants
	     

	
	

	
	

	
	

	DECLARATION

	
	

	I, the undersigned, in my capacity as the authorised official representative of the Employer, hereby notify LIBERTY GROUP LIMITED that by reason of the impairment described above, the Member has been prevented from pursuing his normal occupation for remuneration or profit.  This statement in support of the Member’s claim for payment of benefits under the above Plan.

I hereby declare and warrant that the above answers are true and correct, that no material information has been withheld or omitted and that the Member described above was eligible for membership of the Plan at the date on which the impairment commenced.

	
	

	
	

	
	

	Date
	      /                      /        
	Name
	     

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Witness
	
	Signature
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	Designation
	     

	
	
	
	

	
	

	
	

	Official Company Stamp
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	LIBERTY GROUP LIMITED

Liberty Centre, 1 Ameshoff Street, Braamfontein, Johannesburg, 2001

PO Box 10499, Johannesburg, 2000  
	

	CONFIDENTIAL REPORT IN CONNECTION WITH A MEDICAL/ FUNCTIONAL IMPAIRMENT

	

	Please answer each question in full. Where a choice is given, please tick the appropriate box. Please do not show the member your report. Please return the report directly to the Diocesan Secretary who will forward it to Liberty.

	
	

	1.      PERSONAL DETAILS
	

	
	
	
	

	(a)
Name  of Patient :
	     

	
	
	

	(b)
Fund/Policy Number: 
	240807

	
	
	

	(c)
Fund Name:
	C.P.S.A. PROVINCIAL PENSION FUND

	
	

	(d)
Name of Employer : 
	CHURCH OF THE PROVINCE OF SOUTHERN AFRICA (ANGLICAN)

	
	

	2.
HISTORY
	

	
	

	(a)
Since when have you been the patient’s medical attendant?
	     

	 
	

	(b)
When last did you examine the patient?
	     

	
	
	

	(c)
What is the diagnosis of the patient’s condition?
	     

	
	
	

	(d)
When did the symptoms first appear?
	     

	
	

	(e)
Is the patient still working? If “No” when did he/she  stop?
	     

	
	

	(f)
Has the patient ever been treated for a similar condition?
	
	 FORMCHECKBOX 
  YES        FORMCHECKBOX 
  NO

	
	

	
If yes, please give details and dates:
	     

	
	

	     

	

	(g)   Do you have results of  special  investigations e.g. X-rays, ECG’s, scans etc?  If “Yes”, please lend us  
	 FORMCHECKBOX 
  YES        FORMCHECKBOX 
  NO

	        these reports which will be returned.
	

	        
	

	(h)
Has the patient ever been referred to any other medical practitioner in connection with this condition, or  
	 FORMCHECKBOX 
  YES        FORMCHECKBOX 
  NO

	
any other condition that may have contributed to this impairment or are you aware of any other  medical 
	

	
practitioner, specialist, etc., who has been consulted by the patient?
	

	
If yes, please give names and dates:
	     

	
	

	     

	

	(i) 
Has the patient ever suffered from any other condition or had any other complications caused by these conditions? Please 

	
supply all details.
	     

	
	
	

	
	     

	         
	
	

	
	

	(j)
Have any of the following contributed to the present condition?
	

	
	

	
Abuse of alcohol or drugs?
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	
	
	

	
Attempted suicide?
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	
	
	

	
Childbirth, pregnancy or abortion?
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	

	
	

	
If “Yes” to any question, please give details.
	     

	
	

	     

	

	     

	


	3.
PRESENT CONDITION
	

	
	

	(a)   What are the patient’s symptoms?
	     

	
	

	
	     

	
	
	

	
	     

	
	


	(b)   What are the objective clinical findings?

	
	

	
	     

	
	

	
	     

	
	

	(c)
Describe the claimant’s present condition and prognosis.

	

	     

	

	     

	

	(d)
What  treatment has the patient received for this condition, presently or in the past and what has been the response to treatment?

	

	     

	

	     

	

	(e)
Is the patient compliant regarding his treatment?
	     

	

	(f)
Is the claimant still under your care?
	     

	

	(g)   Is any further treatment available?
	     

	

	4.
FUNCTIONAL ABILITY

	

	 1.    What effect has the condition had on the patient’s ability to function normally. 

	
	

	
(a)
Can the patient climb stairs?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(b)
Can the patient write?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(c)
Can the patient lift objects of ± 2 kg?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(d)
Can the patient drive or travel?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(e)
Can the patient take care of personal  hygiene?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(f)
Has the mental ability been affected?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(g)
Can the patient do shopping?                                 
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	

	
(h)
For what period of time can the patient  sit ?
	     

	

	
(i)
For what period of time can the patient stand ?
	     

	
	

	
(j)
For what period of time can the patient  walk ?
	     

	
	

	
(k)
Can the patient bend or squat ?
	 FORMCHECKBOX 
 YES          FORMCHECKBOX 
 NO

	
	

	
(l)
What functions of daily living can the patient NOT perform ?

	

	     

	

	     

	

	     

	

	
(m)
Please describe any further functional impairments.

	

	     

	

	     

	

	     


	5.      GENERAL
	
	

	
	
	

	(a)    Does the patient smoke tobacco of any form?  If “Yes” please give details
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	
	
	

	  
	     

	
	

	(b)
Has the patient ever been tested for or received medical advice or treatment in connection with any 
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	
sexually transmitted diseases including hepatitis B or an AIDS related condition?
	

	
	

	
	     

	
	

	(c)    Are you aware of any of the following? If  “Yes”, please give details: 
	

	
	

	
(i)   Any treatment received by the patient in a hospital, nursing home or clinic for this or other conditions?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	
	

	     

	
	

	     

	
	

	
(ii)      Any family history which may have predisposed the patient to this condition?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	
	

	
	     

	
	

	
	     

	
	
	

	
	     

	
	
	

	
	

	7.
DECLARATION
	

	
	

	I certify that I have personally attended the claimant and that, to the best of my knowledge, the above statements are correct and complete.

	
	

	Signed at
	     
	on (date)
	     /                         /       

	
	

	
	

	Name (please print)
	     

	
	

	Qualifications
	     

	
	

	Address
	     

	
	

	     

	
	

	
	

	
	

	
	

	
	

	
	

	Signed
	

	
	

	
	

	 SAMDC Number
	     
	  Practice Number
	     

	 
	

	NOTE:  The claimant is responsible for settling medical expenses incurred in initially substantiating any claim.
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