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Dis-Chem appointed as new  
Designated Service Provider

The Trustees have negotiated and reached favourable agreements with Dis-Chem Pharmacies and Dis-Chem Direct (courier pharmacy), 
appointing them with immediate effect as DSPs for dispensing chronic medicine to Society members. 

After careful consideration and the customary due diligence, the 
Trustees found that Dis-Chem’s offer was much better (both in 
terms of cost/pricing and options available) than that of the previous 
service provider.

In addition to supplying chronic medicine, Dis-Chem Pharmacies (not 
Dis-Chem Direct) will also dispense acute medicine to members at 
favourable rates.

Dis-Chem has 71 pharmacies across South Africa (this number is set 
to grow) so members are able to access any of these pharmacies to 
obtain their chronic medicine (a list of all the pharmacies in RSA is 
available on the Society’s website: www.dbbs.co.za). 

Alternatively, if members cannot get to a Dis-Chem pharmacy, they 
may make use of Dis-Chem Direct (courier pharmacy) to obtain their 
chronic medicine. 

There is no change to the other approved DSPs for the provision of 
chronic medicine, namely Dr HA Burger (Springbok), Namaqualand 
Pharmacy (Springbok), Lime Acres Pharmacy and Cullinan Pharmacy.

For more information, contact the Society’s 
call centre on 053 807 3111 and select option 4 
(queries relating to Dis-Chem).

If you are currently using chronic medicine, you would have received a personalised letter explaining how to obtain your chronic  
medicine from either a Dis-Chem Pharmacy or from Dis-Chem Direct (the courier pharmacy) in future.

!
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How medical aid fraud 
affects your pocket

How to survive your medical aid by Adele Shevel
Medical aids are hiking their contribution rates at 
8.9 percent a year - far above inflation of about 5.9 
percent - forcing people to think creatively about 
how to slash their own medical aid costs. This year, 
for example, Discovery raised its average premium 
by 10.9 percent, Bonitas hiked its by 9.9 percent, 
Fedhealth by 7.9 percent and Medihelp by 11.2 
percent. [The De Beers Benefit Society increased 
contributions by an average of 7.6% in January 
2013.] The above-inflation medical aid hikes are 
a cocktail of the rising costs of medicine, expen-
sive new medical technology, hospital rates and 
a chronic shortage of doctors and nurses that are 
causing their fees to spike. Another huge problem, 
which has made headlines in recent weeks, is 
medical aid fraud - estimated to cost each member 
R2 500 per year. Lynette Swanepoel, manager at 
the Board of Healthcare Funders, said the fee-for-
service model used by South African medical aids 
was also at fault. Swanepoel said the model incen-
tivised the “overservicing” of patients, which added 
to the problems caused by instances of collusion 
between patient and doctor, a lack of education 
about fraud, greed and a sense of entitlement. 

Medical aid is often a grudge purchase and 
many South Africans feel entitled to use the availa-
ble benefits for non-medicinal items and others that 
are not covered by their benefits. What this means, 
according to the Council for Medical Schemes, 
is that general practitioners were paid R6.8bn in 
2011, up 78.9 percent from the R3.8bn they were 
paid in 2000. But medical aids are also making 
members carry more of the cost. For example, the 
amount that medicals aids covered for dentistry in 
2011 was R2.5bn - only 4.2 percent above the 
R2.4bn they paid more than 10 years before, in 
2000.

Regulators are keeping a keen eye on “non-
health spending” - that is the amount of medical 
aid contributions that go to cover administration of 
claims, broker fees and managed healthcare fees. 
In 2011, these “non-health” costs were R12.1bn 
— 4.8 percent above the R11.6bn of 2010. And 
medical scheme administrators are getting more 
vigilant and tackling fraud in a bid to keep down 
their contribution increases for members. In the first 

KPMG survey, carried out from 2001 to 2003, only 
49 percent of medical aid administrators said they 
did not keep quiet about fraud cases. But by 2009, 
every administrator said fraud was now reported 
and there was a zero-tolerance approach. Most 
medical schemes have dedicated forensic investi-
gative units. The rand value of medical aid fraud 
is tricky to assess. International data says health-
care fraud may account for between three percent 
and 15.4 percent of claims paid, with an average 
of about 7 percent. This would place fraud in South 
Africa at between R3bn and R15bn a year. 

But reports last week from the Board of 
Healthcare Funders conference suggest that fraud 
is as much as R22bn a year. Discovery Health 
CEO Jonathan Broomberg said the actual costs of 
fraud in South Africa’s private healthcare system 
were probably towards the lower end of this range - 
about R3bn. The estimate of R22bn, he said, was 
“unlikely to be accurate”. Broomberg estimated that 
less than a fraction of one percent of health profes-
sionals were involved in fraud. 

Doctors behaving badly
Only a small number of doctors and dentists try 
to defraud medical aids every year, but the cost 
amounts to billions. Here are some ways in which 
they do it:
•	 Doctors or dentists submit claims for consulta-

tions that would have lasted for more than 24 
hours in any single day;

•	 Pharmacists sell groceries to people and then 
submit claims to the medical aid. In some 
cases, people have even claimed cash back;

•	 Doctors or dentists provide one service to a 
patient, but then add on procedures that they 
have not performed;

•	 Doctors or dentists overservice a patient by, for 
example, adding on an MRI scan when all the 
patient needed was basic medication;

•	 Dentists place gold inlays, which is not covered 
by a medical aid, on a patient’s teeth and then 
claim for multiple fillings to cover the cost of 
the gold and the procedure;

•	 Pharmacists sell generic products to members 
but submit claims for more expensive branded 
products;

•	 Claims have been submitted for computer 
classes under the guise of it being a “therapy 
session”;

•	 Poorly equipped laboratories have submitted 
fake claims for work done, although there is no 
chance that it could have happened given the 
run-down facilities; and, 

•	 Abuse of the hospital plan: the patient is admit-
ted to hospital with a vague complaint such as 
backache. The medical aid pays the claims and 
the insurer pays cash to the patient.

Patients behaving badly
Every year, R2 500 of medical aid contributions 
goes to cover fraud committed by other medical aid 
members, according to Graham Anderson, princi-
pal officer at the Profmed Medical Scheme. Here 
are examples of how members defraud schemes:
•	 A failure to disclose an accurate medical history 

upfront. Some members also lie about their 
income when premiums are based on how 
much they earn;

•	 In some cases, there are syndicates that work 
on ripping off schemes: people join a medical 
aid and, before they have paid their first 
premium, they submit a claim that is paid to 
their bank account. They never pay that first 
premium;

•	Medical aid members sometimes go to a doctor 
and they collude to extort cash. The member 
wants money, which the doctor hands over and 
submits a claim to the medical aid to recoup 
the amount;

•	 In some cases, hospital clerks collude with 
members in hospital cash plans. These cash 
plans are not a straight hospital plan accord-
ing to which the costs of hospitalisation are 
covered. Rather, they are an insurance product 
that pays out for each day spent in hospital. 
But the clerks admit the members to the hos-
pital - although he or she does not actually stay 
in hospital - and the medical aid payment is 
then split with the syndicate; and,

•	 Card sharing, when medical aid members give 
their cards to relatives - a daughter or sister 
who needs to see a doctor or other health pro-
fessional - not covered by the scheme.

The article below appeared in the Business Times on 24 March 2013 and has been included to increase members’ awareness 
regarding fraud in the medical aid industry and the impact on all members.

As the Society is a not-for-profit scheme, did you know that people 
who commit fraud against the Benefit Society also harm your 
pocket? Every Rand wasted through fraud could mean reduced 
benefits or increased contributions for Society members. You can 
help us beat fraudsters by doing the following:

•	 Check your monthly benefit statement and report any discrep-
ancies to the Society.

•	 Phone the Society’s toll-free Fraud Line on 0800 204724. All 
calls will be treated confidentially and you will not have to dis-
close any personal details.

•	 Use the anonymous e-mail facility on www.dbbs.co.za 
(under Fraud).
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Hospital pre-authorisation – all 
you need to know
Why is pre-authorisation necessary?
Pre-authorisation ensures that the proposed treatment or procedure 
is the most appropriate and cost-effective.  Clinically-based evidence 
will be a critical factor in the Society’s decision to approve, limit or 
deny funding for a particular procedure. This provides you with the 
peace of mind that before being hospitalised, you will know exactly 
what will be covered by the Society – you will have no financial sur-
prises after your procedure.

What benefits require pre-authorisation?
•	 Any procedure or treatment that, clinically, requires admission to 

hospital;

•	 Specified procedures undertaken by your doctor in the doctor’s 
consulting rooms or suitably equipped procedure room;

•	 Prescribed Minimum Benefits (PMBs)*;

•	 Specialised radiology in and out of hospital (MRI & CT Scans);

•	 Disease management programmes such as oncology, peritoneal 
dialysis, haemodialysis and transplants;

•	 Home nursing, admission to a step-down facility and clinically 
appropriate rehabilitation;

•	 Internal prostheses;

•	 Maternity admissions and confinements;

•	 Orthodontics; and

•	 Appliances related to hospital admissions.

Does pre-authorisation guarantee payment?
Pre-authorisation does not guarantee payment.  Any treatment or pro-
cedure that is authorised is always subject to the funds being available 
to the member in terms of the relevant benefit, as well as to the treat-
ment or procedure protocols and applicable rules.

When should I obtain pre-authorisation?
You should obtain hospital pre-authorisation for planned cases at 
least three (3) working days before admission. This assists the hos-
pital authorisation staff to obtain all the appropriate information from 
the various service providers involved, in order for them to process 
the required authorisation in time. This is especially true for all major 
surgery types, for example (but not limited to) knee, hip and ankle 
replacements, spinal fusions, radical surgery for cancer and pros-
tate surgery.

What happens if I do not obtain the required pre-author-
isation timeously?
If you do not obtain pre-authorisation in time for a hospital visit, you 
run the risk of the procedure not being approved and then having to 
pay in full or having to reschedule the procedure to a later date.

What happens in the case of an emergency?
Do not worry, in the case of an emergency situation you or a family 
member may have the admission authorised on the first working day 
after being admitted.   

Please note that an emergency medical condition is defined as 
a medical condition that is of sudden and unexpected onset and 
requires immediate medical or surgical treatment, where failure to 
provide this treatment would result in impairment of bodily functions, 
serious dysfunction of a bodily organ or part, or would place the per-
son’s life in serious jeopardy.

Should it be determined that the procedure was not an emergency, 
you again face the risk of having to pay the admission in full due to 
not having the procedure pre-authorised.

How do I obtain pre-authorisation?
Call the Society on the toll-free number 0800 111 669 for all pre-
authorisation requirements.  You will need the following information:

•	 Your DBBS membership number;

•	 Patient’s name and date of birth;

•	 Treating doctor’s name and practice number;

•	 Name of hospital (please ensure that you check the Society’s list 
of Network hospitals in this regard);

•	 The procedure to be performed and the related ICD10 codes; and

•	 The date of admission (Ensure you obtain pre-authorisation at least 
three working days before admission. It is advisable to give more 
than the minimum time to ensure everything is in place timeously.)

*What are PMBs?

Prescribed Minimum Benefits (PMBs) are a set of benefits 
intended to ensure that all medical scheme members have 
access to certain minimum health services, regardless of 
benefit option. In accordance with the Medical Schemes Act, 
medical schemes have to cover the costs related to these con-
ditions which include:

•	 Any emergency medical admission
•	 A limited set of 270 pre-defined medical conditions
•	 25 chronic conditions

Your doctor will guide you in determining whether your condi-
tion falls into one of these conditions. It is vital that you obtain 
a pre-authorisation for any PMB condition as the Society may 
require you to be referred to a Designated Service Provider 
(DSP) to ensure that all associated costs are catered for in 
terms of the Society’s rules.



It pays to update your details
It is in your own interest to keep your personal details correct and up-to-date with the Society. To ensure that your claims are paid and 
that you receive all relevant information from the Society, you should regularly check that we have your and your beneficiaries’ correct 
ID numbers, dates of birth, e-mail addresses, telephone numbers and residential and postal addresses.

UNPAID BENEFITS
If the Society does not have your or any of your beneficiaries’ correct 
ID numbers or correctly spelt names, for example, and a medical 
service provider submits a claim showing your incorrect ID number 
or the incorrect spelling of your name (and this therefore does not 
match what the Society has on record), such a claim may not be paid.

PLEASE UPDATE YOUR CONTACT DETAILS
The Society is receiving increasing volumes of undelivered mail, 
usually as a result of members not updating their addresses when 
they move or change their e-mail address. It is extremely time-con-
suming and a waste of money to process and repost these items, and 
this may indirectly affect members’ pockets in the long-term through 
higher operational costs and resultant higher contributions. 

Should any of your contact details change (telephone numbers, e-mail address etc.), please inform the Society accordingly on  
tel 053 807 3111 (select option 2), or e-mail registrations@dbbs.co.za.

Please register additional 
dependants ASAP
In terms of the Society’s Rules, a member is required to register a 
new dependant within 30 calendar days after the date on which the 
dependant became eligible for membership.  For example, should 
a member get married on 20 July, the member has until 19 August 
to register his/her new spouse (the same applies for new children 
dependants). The registration forms are available from the Human 
Resources (HR) or members may obtain these forms from the 
Society’s website (www.dbbs.co.za). Please note that the registration 
process is only complete once all the required documentation (i.e. 
marriage or birth certificate) together with the registration forms have 
been received by the Society.

If the dependant is registered within the 30 calendar day period he/
she will become a beneficiary from the date he/she became eligible 
for membership (i.e. the date of marriage or the birth date) and thus 
receive full benefits from that date.  Failure to register the depend-
ant within 30 days will result in the dependant only being registered 
and entitled to benefits from the date that the completed registration 
forms and additional documents have been received by the Society.  
In addition the Society may in such late registration cases impose 
waiting periods for existing sickness conditions as well as a three 
month general waiting period for benefits.  

Outside the 30-day period no benefits will be granted to additional 
dependants who are not registered with the Society at the time of 
the claim, regardless of their eligibility to be registered, and the reg-
istration will also not be back-dated. This could potentially leave the 

member with (often large) out-of-pocket medical expenses should 
medical treatment of such dependants be required.

It follows therefore that it is in your best interest to register new 
dependants as quickly as possible.

Society’s contact details 
E-mail: benefitpost@dbbs.co.za
Website: www.dbbs.co.za 
(where you can also check your personal details and benefits)

Phone: 053 - 807 3111 
Fax: 053 - 807 3499 
Post: PO Box 1922, Kimberley, 8300
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DISCLAIMER: Please note that while every effort has been made to 
ensure the accuracy of the information contained in this newsletter, 
the De Beers Benefit Society will not accept any responsibility for 
any inaccuracy or omission. In case of any dispute, the registered 
rules of the Society will apply. 


