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E DEPLOYMENT

PR
CERTIFICATE OF MEDICAL FITNESS

sk

FAMILY NAME ‘ ’ FIRST NAME (8) f

FORCE NO. ‘ ‘ SA ID No. r
Job Title / Rank

1. Spirometry / Peak flow 2. Audj
$ Lt

iometry J.Ope.-n:om.r’m-ivmvisinnm 4. Snellen test
tests as indicated / required for

ﬂr.pomu—hyt[mmpinjw

! PRE DEPLOYMENT FITNESS STATUS J

1 une & titls of examiner -

Signature of examiner b =

STAMP

TR e ew W e b e
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110

FA0 | eA | wo [ me IHJ]LH'UNDP quscn] unicer | uniDo [ wo |mm]mm[ WTo
CONFIDENTIAL | ENTRY MEDICAL EXAMINATION ]@ UNITED NATIONS AND SPECIALIZED AGENCIES
lmfnmiumurhdm.murdnummndhmmmmhmmw&mmmalm
wmmamlh%ﬂmmmmmmmﬁmh .
lwﬂrmtwmmmmmbrmmmmmmmm-m.mmmunfw compiete and correct. | realize
lemmmwmmhhmﬁﬂ!hﬁ'ﬂmfﬂrmwhmﬂ!rdmmwwh renders a
Mmmtulemﬂmurdhm.
Date:(dd/mmiyy) SR
mtw:mmmmbymm |
FAMILY NAME (IN BLOCK CAPITALS) ‘ GIVEN NAMES MAIDEN NAME (FOR WOMEN ONLY) sex ]
O 0
ADORESS (STREET. TOWN, DISTRICT OR PROVINCE, COUNTRY) DATE OF BIRTH
MATIONALITY
L
mnmmmmemummmmm TELEPHONE BIRTHPLACE
PRESENT MARITAL STATUS
Single [J
Mamied [J DATE: jamy) Divorced [ DATE: (awy
VRN T T TR e AL OATRMN
Wi oumimeny W O ey
mwmmmwanemnhmhrhumdNaMWmdhmw ____________________________________________________
Hmmmhmnnmudwmummﬁmzormﬂhm? ~
Nm.p“amhﬂm.mmhmm&mmm _______________________________________________________
FAMILY HISTORY
Age [ State of Heallh Have members of your family
Relative (if stit (1 still slive, present state; g6 1 | had the following nesses or | Yes No Who?
glive H deceased, cause of death) M daem disorders?
| Father High Blgod Pressure 1 |
fother - O 0
trothers N | |
psers Tuberculosis O 0
| Spoyse Asthma 0O a
| Chilgiren Canger O O
_Epilepsy _ O |
| |
P | 0
TO BE COMPLETED BY THE OFFICIAL STING TO BE COMPLETED BY THE DIRECTOR —— ]
THE MEDICAL EXAMINATION OF THE MEDICAL SERVICE
Medical Classification:
e i ] ) =] 3
T Comments:
Department or Linit
Date: DATE: (wimiy) Signature: _
WMMMMWMWWM:

MEZ(11-01)-E
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PART1:
INFORMED CONSENT TO BE COMPLETED BY THE SERVICE RECIPIENTS PRIOR TO

THE COMMENCEMENT OF THE HEALTH AND WELLNESS SCREENING SERVICES

By signing this consent form, you confirm and/or agree that:

1. You will be participating in the health and wellness (lifestyle) screening/ assessments
consisting of HIV, TB, stress (psychological), BMI, blood pressure, blood glucose, cholesteraol,

lung function, visual and audiometry.

2. You understand the process at which these assessments are being administered following
proper explanation.

3. You have had an opportunity to ask clarity seeking questions relating to the administration
of the health and wellness screening/ assessments mentioned above,

4. You understand that the abovementioned heaith and wellness screening/ assessments are
entirely voluntary.

5. You understand that all the tests which will be administered on you are only for screening
purposes and NOT provide diagnosis. Furthermore, you understand that additional
confirmatory tests may be required to conclude the diagnostic process.

6. A few drops of blood will be collected from you through a finger prick. A finger prick may
cause some short-term discomfort such as pain, numbness and/or swelling or other

complications.

7. An HIV pre-test counselling has been provided to you and that you are aware that
subsequent to the results being made available to you, an HIV post-test counselling has to

be provided.

8. At the age of eighteen (18) years and above, you have the legal capacity to give informed
consent and in a position to fully understand and make decisions about the management of

your health and wellness.

| hereby declare that | have read and understood the abovementioned information and give
consent that the described health and wellness screening/ assessments be provided to me:

Name (in print) of the service recipient Signature Date

1|Page



|12

INFORMED CONSENT TO BE COMPLETED BY THE SERVICE RECIPIENTS FOR
REFERRAL FOLLOWING HAVING RECEIVED ABNORMAL SCREENING RESULTS

We understand that you have just received abnormal health screening result(s) and we would like
to support you in the management of your health condition(s) by providing you with more
information. If you would like to receive further support, a specialized case management
consultation will be arranged for you within three (3) to five (5) working days. You will therefore
receive a telephone call from a case management officer who will provide you with counselling

and further information relating to your health condition.

By completing the section below and signing this consent form, you consent to your test results
being disclosed to a team of selected case management specialists who will be contacting you by

telephone for a further discussion.

Date

First name

Surname

Contact number

_Best time to call

Medical scheme

Medical aid number

Reason for referral v management/ support: YES ‘ r NO ‘ j

Registration on the Disease
Risk Management (DRM)

{ Programme
[ﬁmanagementf support FES I NO I "

Registration on the Chronic
Risk Management (CRM)
Programme

Psycho-social support fﬂres { [|rm [ J

Other, please specify:

2|Page



By signing this referral consent form, You confirm and/or agree that

1.
2.

|73

I hereby confirm that the information provided in this consent form is true and correct.

| hereby give consent that (name of the Health Risk Manager may forward my health
screening results and contact details to my medical aid scheme. | also give consent that a
case management officer may contact me concerning my results.

| understand NO information regarding my case will be made available to my employer or
any other person not directly involved in my health care.

I understand that telephone calls will be recorded for medical scheme’s internal clinical

quality assurance purposes.

Signature of the service recipient

3|Page




[ANNEXURE L |

NEKURE L:
A LIST OF THE HEALTH AND WELLNESS SCREENING SERVICES 2 i

1. HIV Counselling and Testing (HCT)
2. TB Risk Assessment (Self-reported Questionnaire)
3. Psychosocial [Stress] Assessment (Self-reported Questionnaire)

4.  Health Risk Assessments (HRA - Clinical Risk Assessment)

4.1 Body Mass Index (BMI) and Waist Circumference [to determine obesity]

4.2 Blood Pressure [to assess hypertension]
4.3 Blood Glucose [to assess diabetes]
4.4 Cholesterol

5. Client Satisfaction Survey
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/ANNEXURE O
CONFIDENTIAL SAPS mL-7 1

SOUTH AFRICAN POLICE SERVICE

APPLICATION FORM:

TEMPORARY INCAPACITY LEAVE
SHORT PERIODS

(Period from 1 to 14 working days)

2008-01-04 CONFIDENTIAL Page 1of 11




CONFIDENTIAL SAPS 552 (A)
IMPORTANT
1 mmmmuwhmmumdm
incapacity leave of less than 15 working days.

- 4 Please note that an employee must proof fo the satisfaction of the Service that
Mﬂﬂhhkﬂpﬁhﬂpﬁfﬂlﬂ“ﬂtﬂlﬂﬂlﬂﬂ“ﬂm.

3. In keeping with the principles contained in item 10 of Schedule 8 of the Labour
mm1m.uﬁmmmmmmmwmh
submit medical evidence relating to his or her medical condition (such as
medical reports from a specialist, blood tests results, x-ray results, results from
scans, efc.) or any other motivation which he or she deems relevant and in
support of his or her application and which the employee believes that the
employer should take into account when considering his or her application for
temporary incapacity leave.

4, Please ensure that this form is fully , Signed and all
the necessary documentation. mmmmhmwrw*dm:m
necessary supporting documentation will delay the finalization of the application.

5. MWhdeWMMHMMh
respect of this application.

6. Please note that if this application is declined, the period of absence will be
converted to either annual leave, capped leave or unpaid leave.

7. This application form and supporting documentstion is classified as
“Confidential”,

2008-01-04 CONFIDENTIAL Page 2 of 11



CONFIDENTIAL

ek

PERSAL No .. .. 80 empioyee of the South African Police Servics (hersinafier referrad

humﬁmmluﬁMth{““nﬂm
any medical practilioner, hospital, institution, clinic, health care provider or any other relevant person that
may hold any medical records relating to me or any treatment or advice provided to me, o furnish and
release to the Employer any and afl details and information, spacificelly including confidential information,
relating to any liness, irjury or condition including, without limitation, all clinical records, leboratory results
mmnmm:mmuummmmpwu
reports and summaries, comespandence between my medical practitioner and any other person who has
provided trestment or where | have been a patient or from whom | have received any medical trestment
of any nature whatsoever,

| herety authorize/refuse to authorize (sse weicver & ot appicasis) the Employer o
disclose and make avadable to the Health Risk Manager any and all information referred to above &s well
&s any othar information that may be in the possession of the Emplayer, including previous applications
for temporary incapacity leave, medical reports, job descripions and specifications snd reisted records.

| further authorize/refuse to authorize (s whichever is not sppticabis) the Health Risk
Mansger fo disciose and make available any of the aforementioned information in its possession 1o the

Employer.
{.confirm that a photocopy of this suthority shall be as effective and valid as the original.

Signedet.... ... ... ONTHISING .. ...ooooovee . BB OF oo e e 20

| Signature of witness 1 | oste

Full Name & Sumamne: | W

Tel No.: } ) - Code

——— s

Signature of wiiness 2 | o |ome | _#__“J
Full Neme & Sumame: I o - B -

TeNe: I S

Cell No.: e el o

2008-01-04 CONFIDENTIAL Page 3 of 11




CONFIDENTIAL SAPS 552 (A)
SOUTH AFRICAN POLICE SERVICE ﬂ SUID-AFRICASNSE POLISIEDIENS
For ofice weeonty
Reference | SAPS | ProwDiv HO
Type of application
Short term
First dale of absence,
g &g PERSAL number Authorizstion number(s)
i
PART 1 To be completed by the smpioyes
A FPerpont! pardculsrs
PERSAL rurmber Rank,
Comprnert/SecenStidionLUink
Job titke
Sumeme
Date of birth Age
Dt of s e Aty on ick lnave No
Sudery teve! Deie of sl day o work
Sl worker : Yes | [Mo| |Gender ¢
= : T
oy o daygoon | ves Ne ¥ Yos - Regulation S8(1)x) mppties.
B.  Contect detmits
HOME ADDRESS
ADORESS DURIG
LBSENCE PROK
WORK
Tel rember Office I o
Fex member Cal
Other contact
—_ w0 |
2008-01-04 CONFIDENTIAL Page 4 of 11




E Deislis of occupition

z Describg B physice! demancs of ihe job

A S I et LU R el
3 Crescribe the mental demands of t job

L Mhhhl.“-i—huuhp_hﬂ

e e = o e i

2008-01-04 CONFIDENTIAL

Page8of 11



62

CONFIDENTIAL SAPS 562 ()

g Inciicaie your highes? isvel of ducation

|l. Are you performing oUes remanatalive work? !nﬁ-mmhﬂuuﬂmlmm '

F. Detaiic of Incapsciy
1. mnwfﬂﬂhﬁ-hﬂ“huﬂ

3 mum“h—--u“

Hame of docior Date of first consultztion
Specipid Telma

Addmes

e of st consuftmion

G. Hﬂmm\.*““ﬂ“whﬂ“m-”

1. Pucnd Dostoehuepiatithe: Specisly Address & i no Treatment recsived
From To

2 hﬁiﬁm:m“ﬂhnw#mmm&m

2008-01-04 CONFIDENTIAL Page 6 of 11
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L0 L

2008-01-04 CONFIDENTIAL

Page 7of 11



Indemnity
;mmmmwuwmamm which may be
mw&mﬁlmlo‘,arM' from the furnishing of any information as
provided .

[ Signatre of employes Prind muma Rank ll-_l
W b I
F“nd_n i
completing this form ¥ tw Print aemme Rank G I
employse i Incapacittied
|
|
l--':!!-l Prim eamny Pk Date
il __ 1

2008-01-04 CONFIDENTIAL Page 8of 11
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CONFIDENTIAL SAPS 852 (A)

PART 2 Stmtement by empioyer
A Datalis of contact person in the Service (commandersupsrvisor

ey — MEASNON——
| Post e P -
| Ranik
Station
Physicel sddmess Component B SRR ST
ProvinosDivislon ”
Postal sddress
Fogial cods o
Tel number o-mad gdtiress o adl]
1 Fiax mumber . Cell
B mﬂmnﬂhhm-l-ﬁ—ﬁm:'ﬁ-m.h“
Frovincial or Divigions! office.
Starl dain End date o of werkdng et 1y : Yes Mo
deys
i
| S

2008-01-04 CONFIDENTIAL Page 8 of 11
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CONFIDENTIAL SAPS 852 (A)

Fi Was the smployes misrved to the EAST

u“hhhm“ﬁlﬁhﬁﬂhm“hﬂhm

2008-01-0¢ CONFIDENTIAL Page 10of 13
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A

CONFIDENTIAL SAPS 552 (A)

Compulsory Documents (o be Attached

Azchenens Tick

ﬂlﬂ{mlmﬂthﬂqﬂﬁ

Medicel conficats(s) COMPULSDRY WITH SPECIFIED DIAGNOSES

Current Medical reports fram specietists (Not older than 8 months, ¥ spplicable)

EAI-HMTMHMIMTLLH

Commander's report (OPTIONAL)

hﬂﬂydﬁu".hﬁgﬂﬂm“tﬁhl—h-m

Al redevenl medice! repants {eamp- X-ray reports) (OPTIONAL)

HAdditiona| weiren motivation (OFTIONAL)

infurpl knews on dutyArose oul of the performancs of officlsl duties

S0 125 | Comwening order in temms of Regulstions 5(1) & B6(1)(a)

SAPS 114

-

WCL 2 Employer’ Report)

WICL 4 (First Msdecsl Repart)

WCL 303 & WCL 34 in cases of FTSD

Stniarmert by employes

Hq;—-hﬁnm_“ﬁ

Stmiemeni{e} by eye witnesc{es)

Cecigration by commanderisupsrviper
1 havsby declase that the information given is fsctusi, frus and comect, snd tet o0 Mige rid | iniomtion heg been withtweld
nor gny relsvant circumeiances omiltlsd.

i, the commandecsupervisor harsby g cerifies thal ihe leave monms
of Lk employes concemed wit veried by rog on &4 Wil s absencs hes been caplured

on Persal, inchuding hnﬁdmm-lﬂhh“m.munﬂum
by me and the SAPS 47 and Persal 4.9.11 do comespond.

Iniis! & Eumame Signature Park Dady

Temparery Incspacity lave epplication capiured pinding tamporary Incapaciy keavs on Persal veriflad by
e office of the retevant Divisions! -nﬁm Commilzsions:,

fezitind K Sername of porusing officer Figneture of peruping officer Dt

2008-01-04 CONFIDENTIAL Page 11 of 11



ANNEXURE P |

T3

CONFIDENTIAL SAPS 652 (B)

SOUTH AFRICAN POLICE SERVICE

APPLICATION FORM:

TEMPORARY INCAPACITY LEAVE
SHORT PERIODS

(Period from 15 to 29 working days)

2008-01-04 CONFIDENTIAL Page 10f 13



CONFIDENTIAL

i o

1. mmplbnumhnnmuﬂbemmmﬂmw
h:vahr.pnﬁoddﬂmmwmhuthummm

days.

2. MMmemmmhsﬁWﬂhmmt
Mwﬂhimﬂﬂmmﬁamldmnmmﬁw.

4. Mmhﬂﬂiuhmhﬁlymnpbhd.a@ndmdmmhﬂbyﬂ
the necessary documentation. An incomplete form or the absence of the
mmﬂﬂuﬂmﬂﬂyhmﬂhm.

5. mwmmamlmmmumh
respect of this application.

8. - Mm-mrmmhm,mwﬂmmu
'mwmmmm.mhmuuwm.

7. mmmwmmum:
“Confidential”.

2008-01-04 CONFIDENTIAL Fage 2 of 13
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CONFIDENTIAL SAPS 552 (B)

AUTHORIZATION
SRS+ ' SR

| herety authorize/refuse to authorize (ostete whichever is nol sppiicatis) the Employer o
disclose and mmwummwmmu information referred to above as wel
uqmmhﬂmhhhmﬂuﬂmﬂmm.mmm
for temporary mm.mm.mummmm relalad records,

| further authorize/refuse to authorize (elete whichever s not applicabie) the Health Risk
mhmmmmmdnmmmmumun
Employer.

1mm-mwﬂmmu-mwmuum

SIGNEA Bt ... OIS NG e OBY OF e e 20,

Signature of witness 1
Full Name & Surnamas:;
Tel No.:
Cell No.:
Signature of witness 2
Full Name & Sumame:
Tel No.:
Cell No.:

2008-01-04 CONFIDENTIAL Page 3 of 13
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[ay

CONSENT TO UNDERGO MEDICAL EXAMINATION

IMMMMmmmmmmeﬂmﬁmh
incapacity or ill heaith benefits, | may be required fo undergo a medical or

muﬁmwmmmmm.mmhmﬂhm‘
hwmhhmdmhm.mmm:ﬁonﬂm

mmmmm.hmﬂwmm-ﬁmmummﬁ
mmmw.lmmmulmmmuwmh
WMMMWWMMh my non-keeping of the

Hmurdmﬂntnwhemmwwwﬂnhmwlbe
payabie in full by me on demand by the employer.

Indemnity
fw-w_uu&m-nahﬂmmwwwuﬂnd
Mm&u.mldlnuybcmwmﬂ-mmurmmu

furnishing of any information as provided for herein.
Signedat.............ontisthe ... 08O, . 29

Signature of witness 1 Date
Full Name & Surname:

Tel No.: Code
Cell No.:
Signatuee of withess 2
Fuli Neme & Surname:
Tel Mo.:

Celi Mo

:

2008-01-04 CONFIDENTIAL Page dof 13



MR ..

HOME ADDRESS | e i
. 5=
_ R N R
ADDRESSDURING - — -~ e
ABSENCE FROM ]
VWORK [ —— s e --—j
T ——
Tel number - Offios Homs i
e o —
Other contact |
}

o

Page Sof 13
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CONFIDENTIAL SAPS 862 (B)

c Applicetion tor temparry incapachy leeve

Pedod I3 @ guryidueasefincapaciy Medcal

Staridale | End dale Yes/No

s = — . NN
R RO S R

TR e Gt aeac el

(3 Describe the mental demands of the job
i i B ~ B

2008-01-04 CONFIDENTIAL Page 6 of 13



CONFIDENTIAL SAPS 852 (B)
E. Detallz of mcapacity

-~ - _._._._____,__________--n_...___,___]
!

1 Descrive the injury / disease thal has given rise Ib this applicstion (only one)

2 Detals of medical consultation i relstion & this sppiceton

B

| Epeciabsl

" Dote o tnst consuaton

F. Owtslls of doctors,

From To P
e el - .»4 ——— e smimm -4 - L e . - P = —
. |
L ] AR

T
|
|
R
|
|
.

G m-nmummmuﬁmm-mm— ; pﬂu-
Mﬂhﬂmﬁqi“ﬁh““ﬂﬂrﬁ e

L!, hﬁh““m-“h“m*“h“h —l

olfer emuneratve work, K eny

D St . P A et BRI N e

| SN —
— e T ——

2008-01-04 CONFIDENTIAL Page 7 of 13



CONFIDENTIAL SAPS 652 (8)

I ) =R
(3 Mooty eendng waking eting bandg.comyeg, o) ?

!: T ___ __f:_: S — '"“__'___J

e e

;'_4 H_i.lmﬂ_umm_mm

R S s finsi

T e —

| . —

e —
e
e

S RS—,
R
TS

2008-01-04 CONFIDENTIAL Page Bof 13
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CONFIDENTIAL SAPS 552 (B)

Declaration by employee

mnnymmwmmuummmnw,mmmm
mummmhhmmmmwmuwmmmm
wmuMhmmmmmhmm.
ImmmmdmﬁwwmmmmﬂMlm

[ muw__]___ﬂ Print neme JETE Dste
e . = . | R e i
H-i-l{-';?,-!hi : :..._. Racsk. Dats ]‘
I D
Sigrere of winess i & e S P

20080104 CONFIDENTIAL Page 8 of 13



CONFIDENTIAL SAPS 552 (B)
PART 2 Stziement by employer
A Dﬂﬂnﬂnmhhmw

Indiisis & Sumame
Post e
[

Station
Physior! eddrss Component

Frranca/Division
Poslel pddress

Posiil cods
8. sick mave record for the and ko baave the relevent
m:r cisvent end previous cycle &5 compiled by

Staddste | Enddale | Moof working

.

! |
2008-01-04 CONFIDENTIAL Page 10of 13




CONFIDENTIAL SAPS 852 (B)

s o e
— o B 3 ]
—— |
e e R i

x T

c. mumum:mmmmu

I e A oV S .
L5 Mhﬂhmnhmﬂﬁhﬂmhm ﬂ!-i

e — |

[ -
L4 — e e — ey
e e e ——— |
r-—-——-.i—--n_—---—__— - o o m— ———
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. Compuisery Docements b be Attached
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SAPS 582 (B)

Mz chmecis

SAPE 47 ( previous & curment sick leave oycle)

wmmmmm

5 Cument Metical mports (roo spaciafists (Not older than & months. F appticabis)

. EAS rport (ONLY IN RESPECT OF PSYCHOLOGICAL AMD TERMIMALLY ILL CASES)

& Wirutss of cerver dscussion

? Supportive collsleral informetion (OPTIONAL)

. Copy of Berttfication document of the employse

“-nﬂ'ﬂﬂl.#:“ indicating that this lsmporsry MCapEcity eve hes bees

. u“w“mmmw
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: m:mm
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ﬂmlmlﬂh_dm
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. “umummmqﬂh

x Stztemeni(s) by ey withess{ss)

E Declaratien by

O O uperviEor
lmwu-m“hmmmmwmummmmm
chrcuymgiancas amiied. )

RO ey mElEvEn

1, the commanderfsupenvisor hamsby siso carifies that the lesve rmeomms

of the empioyes concemed was verified by me on e thel S absencs has baan captuned

on Perstl, including the parieds of lemporany mmmhhumm4nimwﬁ

by me and the SAPS 47 and Parsal 4.5.11 do

Inidel § Surname Elpnatre Rank Dautw
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/ANNEXURE Q

SAPS 552C

~
SOUTH AFRICAN POLICE SERVICE LO (

APPLICATION FORM:

LONG TERM TEMPORARY INCAPACITY LEAVE
(Period longer than 29 working days)

OR

ILL-HEALTH RETIREMENT
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1. This application form must be completed in all instances where the medical
evaluation has been initiated by the Employer.

IMPORTANT

b An employee must provide the Employer with all necessary medical reports
and/or certificates to enable the Employer to conduct the said functional

medical evaluation.

3. In keeping with the principles contained in item 10 of Schedule 8 of the Labour
Relations Act, 1995 read in conjunction with “Policy on Incapacity Leave and
li-Health Retirement in the Public Service”, this medical evaluation serves to
determine the nature and extent of the employee’s functional impairment as a

result of ill-health.

4. Please ensure that this form is fully completed, signed and accompanied by all
the necessary medical documentation as well as any other material repori(s) of
relevance such as EHW report and Commander’s report. An incomplete form
or the absence of the necessary supporting documentation will NOT be

accepted.
5. All information entered into this form is classified as “Confidential”.

I hereby certify that | have read the above and understand the contents thereof.

..................................................................................................................

Employee or other person completing the form on his or her behalf

_Signature of witness 1
F ame & [N
| Tel No.;
| Cell No.:
| Signature of witness 2 Date
__Full Name & Sumame:
| Tel No.;




AUTHORIZATION

PEREAL 0 o isiaisiasios s i an employee of the South African Police Service (hereinafter

referred to as “the Employer’) hereby authorize/refuse to authorize (seieie whichew is rot
applicable) any medical practilioner, hospital, institution, Polmed or any other medical scheme, clinic,
health care provider or any other relevant person that may hold any medical records relating to me or
any treatment or advice provided to me, to furnish and release to the Employer any and all details and
information, specifically including confidential information, relating to any iliness, injury or condition
including, without limitation, all clinical records, laboratory results (including blood and other tests), x-
rays, records of all prescribed medications and treatments, progress reports and summaries,
correspondence between my medical practitioner and any other person who has provided treatment or
where | have been a patient or from whom | have received any medical treatment of any nature

whatsoever.

| hereby authorizel/refuse to authorize (seiste wichever is not appicabie) the Employer to
disclose and make available to the Health Risk Manager any and all information referred to above as
well as any other information that may be in the possession of the Employer, including previous
applications for temporary incapacity leave, medical reports, job descriptions and specifications and

related records.

I further authorizel/refuse to authorize (seicte whichever is not applicable) the Health Risk
Manager to disclose and make available any of the aforementioned information in its possession to the

Employer.
Iomf‘mmataphotucuprufthisaxnhorﬂyshd!be&saﬂacﬁwandvalidasthenriginal.

|I Signature of witness 1 | |[ Date I _1|
I Full Name & Surmame:

| Tel No.: | Code |
| Cell No.: | |'
| Signature of witness 2 | Date | ﬁ,'
] Full Name & Surname: ,I
| Tel No.: J' f Code ]

[ Cell No.: B




CONSENT TO UNDERGO MEDICAL EXAMINATION

| acknowledge that for the employer to consider and evaluate my functionality, | may be reguired to
undergo a medical or psychological evaluation and other tests including, without limiting the generality
of the afore-going, blood tests for the purpose of determining the nature, extent and relevant treatment
for any medical condition or iliness suffered by me.

I further acknowledge that the employer, or its Health Risk Manager, may make appointments on my
behalf to attend any required medical or other required evaluation as they may determine after
reasonable prior notice to me and that, subject to the provisions set out below, the costs of any such
evaluation shall be the responsibility of the Health Risk Manager. | understand that if | fail to honour
the latter appointment, the Employer shall recover the expenditure incurred as a result of my non-
attendance to the scheduled medical appointment(s).

| undertake to present myself for any appointment timely and with any and all required documentation
and information as advised by the employer or its representatives and agree that in the event that |
neglect or fail to attend any appointment without reasonable prior notice to the employer and without
acceptable justification, any and all costs or charges that may be incurred consequent on my failure to
attend will be payable in full by me on demand by the employer.

Indemnity
| hereby indemnify the Employer and its Health Risk Manager against any claim of whatever nature,

which may be made against them as a result of, or arising from the furnishing of any information as
provided herein.

Employee or other person completing the form on his or her behalf

| Signature of witness 1 r| |I Date ;

| Full Name & Surname: |

lﬂl No.: J[ Code |

| Cell No.: JI

| Signature of witness 2 | |: Date | |

| Full Name & Surname: l| :I

|] Tel No.: | Code rl |
I

[.[ Cell No.:
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SOUTH AFRICAN POLICE SERVICE ﬂ SUID-AFRIKAANSE POLISIEDIENS

For office use e A
Reference | SAPS | Prov/Div HO Type of application

number | | :
| | | | (Full Functional Assessment)

First date of absence, eg PERSAL number Authorization number(s)
2006/05/17

L s | J

PART1 To be completed by the employee
A, Personal particulars
PERSAL numbaer

| Division / Province
Component/Section/Station/Unit
Job tite

Surname

Identity number Age
Already on sick leave Yes No

Date of appointment : Employment Act
Date of last day at work

Pension fund Date duty resumed
Shift worker Yes No Gender M F

Is the injury or illness the resull of
an injury on duty (100)7? Yes No If Yes - Regulation 68{1){a) applies

B. Contact details

HOME ADDRESS
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Describe the physical demands of the job

Describe the mental demands of the job

s
4, mmmmmmum&& ‘
|
-
r & hﬂnhmwwdm
’ 6. Mympuhnﬂumm“k?!mdmhumMmhﬂmnE{m;mm
|_E. _Details of incapacity

Describe the injury / disease that has given rise to this application {only one)




—

| 2 mﬂsmmmmhmﬁmmﬂﬁm

| Name of doctor

[

Date of first consultation

Specialist

Telno

S -

Address

Date of last consuftation

|

F. Details of doctors,
ncapacity

mm,mmmmmﬁummmmmmm

-

i 5 Period

From

To

Doctorhospital/other Speciality J’d_-‘-ﬂrmﬁtplm Treatment recsived

G. Details of the impact of your health condition

Implicaﬂm:ufmlrﬂwﬂdhnumhmuﬂﬂﬂuddﬂrﬂh

mmmmmmmummﬂ

1. Describe the specific difficullies you
remunerative wark, if any.

are experiencing in performing your duties, including those relating to other

'? Mobility {standing, walking, sitfing. banding, camying. eit.)

a Self-care (eating, dressing, bathing, elc.)




| 4,

MMmmaIMetmm,mngMmMum] !
- —_—

fE

Transport (driving, use of public transport, elc.)

Sport and recreational activitias

L s

Declaration by employee
Ihmbydedmandmntmmemmnfsm true and correct, and

that no material information has been withheld or any relevant circumstances omitted.
Any falsification of information in this regard may fmn grounds for disciplinary action.

Indemnity
I hereby indemnify the Employer against any claim of whatever nature, which may be

made against them as a result of, or arising from the furnishing of any information as
provided for herein.

i
g
?
§




PART 2 Statement by employer

Details of contact person in the Service (commanderisupervisor)

A,
jm;Sunm

| Post title
Rank
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| l

wmwmmmmsmmmmm
RECOMMENDATIONS)

MthdhﬂWmmﬂmmﬂn&ﬂwﬁmmmmmm duties and
environmental factors

Mwﬂwhmﬁdﬂumﬂn%ﬂﬁ:mﬂhmuhth
perform hisher duties satisfactorily

—_

Was the employee referred to the EHW?

List alternative jobs in the Service, logether with a brief description, which the employee may be able to perform




wsqr{mmaummmw] |

Medical certificate(s) . |

wmwmﬁﬁmmmmdduhanﬁmﬁniml |

EHW report (psychological and terminally ifl cases) l

I . R T

Commander's report

Minutes of career discussion

Supportive collateral information

Capy of identification document of the employee |

Ceriified copy of PERSAL 4.5.11, mmmmmmmmmm [ [

-

Mﬁmﬂmmmhlwmm]

|

Additional written motivation

Copy of employee’s job description

wmmudmmﬂmm

S0 1257 Convening order in terms of Regulations 5{1) & 68(1)a)

SAPS 114

WCL 2 (Employer’ Report)

_— e

WCL 4 [First Medical Report)

Statement by employee

|

|

|

I

WCL 303 & WCL 304 In cases of PTSD I
|

|

mmmmmﬂw:mmmm

Statement by person to whom injury/iliness was reported first

Statement(s) by eye witness{es)

i 0 5 P 8 S 1S O R O

Copy of Occurrence Book (0B) entry

Declaration by commander/supervisor

| hereby declare that the information given is factual, true and correct, and that no material
information has been withheld nor any relevant circumstances omitted.
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I, the commander/supervisor hereby also certify
that the leave records of the employee concerned was verified by me on

and that all absence has been captured on Persal,
periods of temporary incapacity leave applied for in this application. Persal 4.5.11

by me and the SAPS 47 and Persal 4.5.11 do correspond.

including the
was verified

| Initial & Surname ] Signature Rank l
l
|

Surname

First names

PERSAL number Date of birth

Rank | Occupation

Date of first consultation Date of last consultation

2 Detail the onset and history of the injury/diseasa/ill-health

-

—

3 ﬂudﬂﬂmmwﬂlﬂ-ﬂdﬂmhhﬂm

Date Diagnosis Treatment

[

e BL



ZI3

i 5. Detail objective findings, such s blood tests, X-ray reports, ECG’s, echocardiographs and histology |
results (Attach copies of available reporis) |
i

—

6. mmmmmmmwmm

L -
7 Mhmmmmmwhmwmv Yes | No |
if yes, describe

|

9. wmmummMMﬂMMM
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SOUTH AFRICAN POLICE SERVICE Z / é

APPLICATION FOR LONG TERM INCAPACITY
LEAVE / ILL-HEALTH RETIREMENT
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This application form must be completed in respect of temporary incapacity leave for a
period of 30 working days or more and if application is made for ill-health retirement.

IMPORTANT

Please note that an employee must proof to the satisfaction of the Service that he or she is
incapable of performing work as a result of an iliness or injury.

In keeping with the principles contained in item 10 of Schedule 8 of the Labour Relations Act,
1995, this application affords the employee the opportunity to submit medical evidence
relating to his or her medical condition (such as medical reports from a specialist, blood tests
results, x-ray results, results from scans, etc.) or any other motivation which he or she deems
relevant and in support of his or her application and which the employee believes that the
employer should take into account when considering his or her application for temporary
incapacity leave or for ill-health retirement.

Please ensure that this form is fully completed, signed and accompanied by all the necessary
documentation. An incomplete form or the absence of the necessary supporting

documentation will delay the finalization of the application.

An investigation in terms of National Instruction 2/2004 may be conducted in respect of this
application.

Please note that if the application for incapacity leave is declined, the period of absence will
be converted to either annual leave, capped leave or unpaid leave.

This application form and supporting documentation is classified as “Confidential”.
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iD MNo

AUTHORIZATION

PREOAL D s sisiii an employee of the South African Police Service (hereinafter

referred to as “the Employer”) hereby authorize/refuse to authorize (seiete whichever is not
applicable) any medical practitioner, hospital, institution, Polmed or any other medical scheme, clinic,
health care provider or any other relevant person that may hold any medical records relating to me or
any treatment or advice provided to me, to furnish and release to the Employer any and all details and
information, specifically including confidential information, relating to any iliness, injury or condition
including, without limitation, all clinical records, laboratory results (including blood and other tests), x-
rays, records of all prescribed medications and treatments, progress reports and summaries,
correspondence between my medical practitioner and any other person who has provided treatment
or where | have been a patient or from whom | have received any medical treatment of any nature

whatsoever.

| hereby authorize/refuse to authorize (seiete whichever is not appiicable) the Employer to

disclose and make available to the Health Risk Manager any and all information referred to above as
well as any other information that may be in the possession of the Employer, including previous
applications for temporary incapacity leave, medical reports, job descriptions and specifications and

related records.

| further @authorize/refuse to authorize (deiete whichever is not appiicabie) the Health Risk
Manager to disclose and make available any of the aforementioned information in its possession to

the Employer.

| confirm that a photocopy of this authority shall be as effective and valid as the original.

Employee or other person completing the form on his or her behalf

!

| Cell No.: |

Signature of witness 1 ]' ] Date |
}_Full Name & Surname: i :

Tel No.: | | Code |

Cell No.: : el

Signature of witness 2 [I Jl Date Ii
| Full Name & Surname: |

Tel No.: Ir Code |

f




14

| acknowledge that for the employer to consider and evaluate any application for incapacity or ill
health benefits, | may be required to undergo a medical or psychological evaluation and other tests
including, without limiting the generality of the afore-going, blood tests for the purpose of determining
the nature, extent and duration of any incapacity or illness suffered by me.

CONSENT TO UNDERGO MEDICAL EXAMINATION

| further acknowledge that the employer, or its Health Risk Manager, may make appointments on my
behalf to attend any required medical or other required evaluation as they may determine after
reasonable prior notice to me and that, subject to the provisions set out below, the costs of any such
evaluation shall be the responsibility of the Health Risk Manager. | understand that if | fail to honour
the latter appointment, the Employer shall recover the fruitiess expenditure attached to my non-

keeping of the appointment from me.

| undertake to present myself for any appeintment timely and with any and all required documentation

and information as advised by the employer or its representatives and agree that in the event that |
neglect or fail to attend any appointment without reasonable prior notice to the employer and without

acceptable justification, any and all costs or charges that may be incurred consequent on my fallure to
attend will be payable in full by me on demand by the employer.

Indemnity
| hereby indemnify the Employer and its Health Risk Manager against any claim of whatever nature,

which may be made against them as a result of, or arising from the furnishing of any information as
provided for herein.

Employee or other person completing the form on his or her behalf

| Signature of witness 1 | £ Date | ‘

| Full Name & Sumame: |

' Tel No.: | - Code B

i" Cell No.: I _

! Signature of witness 2 [ o Date

| Full Name & Surname:

rl Tel No.: i l Code ;[ _l
|

| Cell No.: |




