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REQUEST FOR QUOTATION (RFQ) FORM

	[bookmark: _Hlk495487580][bookmark: _Hlk495408489]CONTACT PERSON
	Mapule Msiza

	EMAIL ADDRESS
	mapule.msiza@tia.org.za

	CLOSING DATE
	11 May 2026 @ 17:00m 

	DELIVERY ADDRESS
	83 Lois Avenue Menlyn

	DESCRIPTION OF GOODS / SERVICES

	ITEM DESCRIPTION
	
	

	MEDICAL SERVICES FOR 1 EMPLOYEE – EMPLOYEE STAYS AT RANDBURG 

· AN EMPLOYEE BE REFERRED TO A NEUROSURGEON (A MEDICAL SPECIALIST WHO DIAGNOSES AND TREATS CONDITIONS THAT AFFECT THE NERVOUS SYSTEM, INCLUDING YOUR BRAIN, SPINAL CORD AND NERVES) FOR AN ASSESSMENT AND COMPILATION OF A REPORT

· ORTHOPAEDIC SURGEON FOR AS ASSESSMENT (A MEDICAL DOCTOR WHO SPECIALIZES IN DIAGNOSING, TREATING, PREVENTING, AND REHABILITATING INJURIES AND DISEASES OF THE MUSCULOSKELETAL SYSTEM, WHICH INCLUDES MUSCLES, JOINTS, LIGAMENTS, TENDONS, NERVES, AND BONES) AND COMPILATION OF A REPORT


· AN EMPLOYEE BE REFERRED TO AN OCCUPATIONAL THERAPIST TO DO A FUNCTIONAL CAPACITY EVALUATION (FCE) WHICH IS A STRUCTURED ASSESSMENT THAT MEASURES AN INDIVIDUAL’S PHYSICAL AND FUNCTIONAL ABILITIES TO DETERMINE THEIR CAPACITY TO PERFORM WORK-RELATED TASKS SAFELY AND EFFECTIVELY AND COMPILATION OF AN FCE REPORT WHICH WILL ALSO PROVIDE RECOMMENDATIONS FOR THE NATURE OF REASONABLE ACCOMMODATION REQUIRED


	1. Invoice paid after good and services delivery and within 30 days as per the National Treasury Act.
2. Suppliers must all be registered on the Central Supplier Database
3. Quotations: to be accompanied by SBD 4 AND 6.1 forms, Proof of specific goals where applicable, the completed and signed request for quotation form 
4. Quotation received after the closing date and time will not be considered.
5. 80/20 preferential point system will be used
6. The validity period of price quotations after the closing date is 30 days

	SPECIFIC GOALS FOR TIA FOR DAY - TO - DAY PROCUREMENT
	PROOF

	50% OWNED BY HISTORICALLY DISADVANTAGED INDIVIDUALS 
	5
	SHARE REGISTER / CSD REPORT

	51% OWNED BLACK WOMEN 
	5
	SHARE REGISTER /CSD REPORT

	AT LEAST ONE OF THE OWNERS HAS A DISABILITY / DISABILITIES
	5
	STATEMENTS OR LETTERS ON A PHYSICIAN’S / MEDICAL PROFESSIONAL’S LETTERHEAD WITH PRACTISE NUMBER CONFIRMING DISABILITY

	AT LEAST ONE OF THE OWNERS IS A YOUTH
	5
	COPY OF A CERTIFIED ID CARD

	TOTAL
	20

	SUPPLIER’S INFORMATION

	COMPANY NAME
	

	CONTACT PERSON
	

	CONTACT NUMBER
	

	EMAIL ADDRESS
	

	SIGNATURE
	
	DATE
	





5.1.3_TEM_RequestforQuotation_V4.0_20230317                                                      Page 1 of 1
Unit File Number_Document Type_Document Description_Version_Date
INTERNAL USE ONLY

image1.png
/N

technoloqy innovation

A G E N C Y
Innovating Tomorrow Together




