DR DB ZEEMAN

A. PASIENT









Nick Name:_______________________________
Surname:________________________________

Full Names:_______________________________

ID Number:_______________________________

Title:______________ Dependant no:__________
Home Address:____________________________

Postal Address:____________________________

________________________________________

_________________________________________

Date of birth:______________________________

Cell:_____________________________________

Employer:________________________________

Tel: (W) __________________________________

Occupation:_______________________________
 
        (H)  _________________________________

Marital status:_____________________________

Fax no:___________________________________

Referred by:______________________________

Email:____________________________________

B. MEDICAL HISTORY
Does one of the following apply to your medical background?
Expectant


Yes / No


Hepatitis

Yes / No
___________

Reaction to local anesthetic
Yes / No


Rheumatic Fever
Yes / No
___________

Bleeder


Yes / No


Heart Condition
Yes / No
___________

Blood Pressure

Yes / No


Diabetic

Yes / No
___________

Porphyria


Yes / No


Epileptic Fits

Yes / No
___________

Allergies


Yes / No


HIV / Aids

Yes / No
___________

If yes, please state:________________________________________________________________________

Any knee or hip replacements:_____________________    Any other medical condition:__________________

General Practitioner:_____________________________

Medication currently being used:_____________________________________________________________

C. MEDICAL AID SCHEME
Name:___________________________________

Number:_________________________________

Plan:____________________________________



D. NEXT OF KIN
Surname:_____________________________________
Full Names:__________________________________

Home Address:________________________________
Tel: (H)___________________(W)________________

_____________________________________________

Cell:________________________________________

E.  MAIN MEMBER
Surname:_________________________________

Full Names:_______________________________

ID No:____________________________________

Title:_____________________________________

Home Address:_____________________________
Postal Address:____________________________

_________________________________________

_________________________________________

Date of Birth:_______________________________
Cell:_____________________________________
Employer:_________________________________

Tel (W)___________________________________

Occupation:________________________________
      (H)___________________________________

Email:____________________________________

Fax no:__________________________________

ALL OUR RATES ARE IN THE REGION OF WHAT DISCOVERY MEDICAL AID REIMBURSE US.
Kindly note, that there are certain medical aids that do not covery our fees in full.

I understand that payment of services rendered remains my responsibility.
I agree that should my account be handed over for collection, I shall be liable for all attorneys and own client fees, collection charges and all disbursements.  I agree that the account and payment of account is subject to the Prescribed rate of Interest Act and that I remain liable for more interest and administrative fees on accounts that have not been settled within 30 days. 

I agree to inspection of and negative listing of my credit information should my account remain outstanding.  I choose the above address as my domicilium.
Signed: _______________________________

Date:___________________________
