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2024 Medical Malpractice / Professional Indemnity Proposal Form 
For PsySSA Members
Title: ____________________Full Name & Surname (reflected on ID) ______________________________________________

Identity Number:
______________________________________________________________________________________
Telephone & Fax Numbers

Business
_____________________

Cell


_______
Email Address


_______________________________________________________________________
Postal Address


_______________________________________________________________________




_______________________________________________________________________
Business Address/s

_______________________________________________________________________




_______________________________________________________________________
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Are you
[image: image1.wmf] 

 Fully Qualified  [image: image2.wmf] 

 Still a Student / Intern?
Year Qualified: _________________________________ Qualification: _____________________________________________

______________________________________________________________________________________________________

University attended: ___________________________Any Post-Graduate Qualifications: _______________________________
Which Body/ies do you belong to, please indicate which ones_____________________________________________________
What Discipline of Psychology are you qualified in ______________________________________________________________

______________________________________________________________________________________________________
How long have you been Practicing in your current Profession? ___________________________________________________
Are you a paid-up member of PsySSA? [image: image3.wmf] 

 Yes   [image: image4.wmf] 

 No If yes, membership number___________________________________

Are you a registered practitioner in terms of HPCSA / Other Professional Regulatory Bodies legislative requirements? 

[image: image5.wmf] 

 Yes
[image: image6.wmf] 

 No    Name & Number__________________________________________________________________________

Has there ever been any conditions to, or revocation of, your membership?
[image: image7.wmf] 

 Yes
[image: image8.wmf] 

 No

Are You in private practice:  [image: image9.wmf] 

 Yes   [image: image10.wmf] 

 No       Are you employed by the Government:    [image: image11.wmf] 

 Yes   [image: image12.wmf] 

 No

Sole Practitioner?  
[image: image13.wmf] 

 Yes  [image: image14.wmf] 

 No      Partnership   


[image: image15.wmf] 

 Yes
[image: image16.wmf] 

 No 

Current Employers (Practice name/Province): __________________________________________________________________
If State employed, Hospitals Currently Working in: ______________________________________________________________
What is your gross annual income from private practice (approximately): ____________________________________________
What is your gross annual income from state practice (approximately): ______________________________________________
Patients 

a. In the last 12 months, how many patients have you consulted with (actual)                           ________________________

b. Expected number of patients in the next 12 months



             ________________________

Risk Management 

a. Is it Mandatory that all your patients sign a consent form for consultations? 


[image: image17.wmf] 

 Yes   [image: image18.wmf] 

 No       
b. Are accurate and descriptive records of all medical services and procedures kept 

[image: image19.wmf] 

 Yes   [image: image20.wmf] 

 No       
c. What system is in place for capture patient notes?
____________________________________________________________________________________________________________________________________________________________________________________________________________
d. How are your patient records secured? ____________________________________________________________________________________________________________________________________________________________________________________________________________
e. How long do you retain patients’ medical records?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
f. Please detail procedures in place in dealing with patient complaints
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had previous Medical Malpractice / Professional Indemnity Insurance?  
[image: image21.wmf] 

 Yes
[image: image22.wmf] 

 No

Name of Previous Insurer:_________________________________________________________________________________
The Insurance Period:   ___________________________________________________________________________________
The Limits of Indemnity:___________________________________________________________________________________
(Please provide proof of Insurance) 
Has any application for this insurance ever been declined?:               [image: image23.wmf] 

 Yes
[image: image24.wmf] 

 No

Have you ever had this insurance cancelled by the insurer?:              [image: image25.wmf] 

 Yes
[image: image26.wmf] 

 No 

Have you ever required special terms on this kind of insurance?:       [image: image27.wmf] 

 Yes
[image: image28.wmf] 

 No

If yes to any of above please give details: ______________________________________________________________________________________________________

______________________________________________________________________________________________________
______________________________________________________________________________________________________
Have you had any claims made against you, for the insurance now proposed in the past five (5) years?  [image: image29.wmf] 


 Yes
[image: image30.wmf] 

  No

If ‘Yes,’ please provide details:
	Date of Incident
	Date of 

Claim
	Amount Claimed
	Amount Paid
	Amount Outstanding
	Details including nature of the allegations and the details of Claimant

	
	
	
	
	
	

	
	
	
	
	
	


Are you aware of any circumstance / complaints which may give rise to a claim being made against you?    [image: image31.wmf] 

 Yes
[image: image32.wmf] 

 No

If “Yes” please provide details:

	Date of Circumstance / Complaint
	Details including nature of the complaint and details of the complainant

	
	

	
	



Have all known claims and circumstances / complaints been notified to your previous insurers?
[image: image33.wmf] 

 Yes
[image: image34.wmf] 

 No
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 N/A
Have all known claims and circumstances / complaints been accepted by your previous insurers?
[image: image36.wmf] 

 Yes
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 No
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 N/A
Online Therapy 

1. Do you do international work? [image: image39.wmf] 

 Yes 
[image: image40.wmf] 

 No 

If yes, what percentage       less than 15%  [image: image41.wmf] 

         less than 25%  [image: image42.wmf] 

          25% - 50%   [image: image43.wmf] 

        more than 50%   [image: image44.wmf] 


1a. Please detail what does these services entail: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

1b. Which countries are your clients in? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

1c. Is your client domiciled in South Africa? [image: image45.wmf] 

 Yes [image: image46.wmf] 

 No
2. Do you do undertake any online counselling? [image: image47.wmf] 

 Yes [image: image48.wmf] 

 No
If yes, what percentage   less than 15%  [image: image49.wmf] 

         less than 25%  [image: image50.wmf] 

          25% - 50%   [image: image51.wmf] 

        more than 50%   [image: image52.wmf] 



If you provide services to international client or online therapy, please respond to the questions raised below 
3. Are online therapy services provided to one specific patient or how many? ________________________________

4. What countries are your patients based in? ________________________________________________________
5. Do you declare and appropriately limit the nature and extent of your finding – given therapy is done online? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. What means of online platforms is used e.g., Skype etc.?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

7. Are sessions provided in English only, what barriers are instituted if there is a language barrier?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
8.    Do you provide your patient with certain information, including information about the nature and objectives of the services   concerned?
____________________________________________________________________________________________________________________________________________________________________________________________________________ 

9.    Do you obtain permission to record interviews electronically or to transmit information electronically and do you inform the client of the risk of breach of privacy or confidentiality inherent in the electronic recording or transmission of information.  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10.  How is consent obtained? ____________________________________________________________________________________________________________________________________________________________________________________________________________
11. Copy of consent forms to be provided – Please attach  

12. Do you provide any written reports to a consulting Practitioner in country of patient __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Do you  work independently or via an international Organisation – if the latter we will need what controls of supervision etc. are in place __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 14. Do you comply with the guidelines as set out by the HPCSA in respect of General Ethical Guidelines for Good Practice in Telemedicine __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
15. Are you a member or do you comply with The Online Therapy Institute guidelines for Certified Cyber Therapists __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Medical Malpractice / Professional Indemnity options for FULLY QUALIFIED PSYCHOLOGISTS
Limit of Indemnity required

                  [image: image53.wmf] 

 R2,500,000
   
[image: image54.wmf] 

 R3,000,000   

[image: image55.wmf] 

 R5,000,000

	Do you wish to purchase Public Liability for the equivalent of the Limit selected above?:    [image: image56.wmf] 

 Yes   [image: image57.wmf] 

 No




	Medical Malpractice / Professional Indemnity only for STUDENTS / INTERN PSYCHOLOGISTS
Limit of Indemnity required                  [image: image58.wmf] 

 R2,500,000
   



Declaration
I/We, the undersigned, declare that the statements set forth in this proposal form together with any other information supplied are true and correct and that I/we have not misstated or suppressed any material facts.

I/We agree that this proposal form together with any other information supplied by me/us shall form the basis upon which the contract of insurance is concluded and shall be incorporated therein.
I/We hereby give permission that an ITC check be conducted

I/We further undertake that if the information provided changes between the date of this application and inception of cover, I/We will notify FNB / iTOO of such changes as soon as reasonably possible.

Signature of Applicant:
____________________________________________________________

Position:


_______________________ 

Date: _______________________
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