Healthcare Professional banking details Discovery
for the payment of claims 2019

Contact us
Tel: 0860 44 55 66, PO Box 784262, Sandton, 2146, www.discovery.co.za

If your practice is not registered on our system, we will not be able to update/load the banking details. To register, please send us a copy of the PCNS form
issued to the practice by the Board of Healthcare Funders (BHF) and a copy of the practitioner/s valid ID document/s. Please email these documents to:
provider_administration@discovery.co.za. The turn-around-time for the registration process is two to three working days.

What you must do
e  Fillin the form
e The accountholder must sign the form
e Attach the following documents:
— copy of the requestor’s and authorised signatories’ ID/passport or valid drivers’ license and any of the following:

— Original or certified copy of original letter with original stamp from the bank (on an official letterhead) indicating the account holder’s name, account
number, account type and branch code which is not older than 3 months.

OR

— Original or certified copy of original bank statement with original bank stamp that confirms the account holders name, account number, account type
and branch code which is not older than 3 months

Please note: This request to change your banking details applies to the payment of claims and enables us to accurately change banking details. It will take
us up to seven working days to update your new bank account details. In order to complete this request to update your banking details, we will contact

you to validate this request. If payment needs to be made to the new account, please do not submit claims until you received a notification from us that we
have changed the bank account details.

How to complete this form

e Complete with black ink and print clearly.

o To avoid administration delays, please make sure this form is completed in full.

e Send the completed form and the above documents by post to: Discovery Health, PO Box 784262, Sandton 2146.

1. Appointment of signatory ( please provide the health provider details if not appointing a signatory)

l, (full name and surname)  Identity number | | | | | I | | I I | | | |
Signature

hereby duly authorise (full name and surname)  Identity number | | | | | | | | | | | | | |
Signature

from (company name) Designation

to act for/on behalf of (practice name)

Practice number | | I I I I I I I I Registration number

VAT number

2. Previous bank account details

Bank name
Branch name Branch code
Account number Type of account [1 Cheque [J Savings

Account holder
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3. New bank account details

Please note: we cannot accept credit card account details

Bank name
Branch name Branch code
Account number Type of account [] Cheque [ Savings

Account holder

The above details are applicable for: [ Premier Plus monthly fee [ Normal claims [ Both

Please ensure that you have captured the account details correctly. Your banking details will only be changed if all the requirements you have supplied on
this form corresponds with the information on Discovery Health’s system and the request has been signed by the practice owner or authorised signatory in
sectionl.

Signed at (town or city Date| | | | | | | | |

Contact person

Telephone (H) Telephone (W)
Cellphone Fax
Email

Signature of authorised account holder

Signature of requestor

Disclaimer:
Discovery Health will make all payments due to the healthcare provider using the banking information supplied and cannot be held liable for any loss due to
incorrect banking details supplied.

4. Contact details for external company or bureau responsible for accounts (if applicable)

Name of company or bureau

Registration number VAT number

Contact person

Telephone Fax

Cellphone

Email

Please note that a copy of the contact person’s identity document (ID) is required.
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