
DH. EARSARA sCI{OYz.
Specialist Physician /Gastroenterolcg ist

\4llcl1B i5(r.ll); DA. l:iV Dip l,4a11 i9A); I'll1CP ll ildin); Iiil{(M5A!; Certii.ate Ci irasircrr'nterclqtq'/ ii-M5A) Account Number

+' ql.:..& >*iE
)) vkit I

I)ri{!1,:e Nlo. i'li ?1ACOC03$371 J

.l(FI.lA. l.,ii)iio i 1i 1

MAIN MEMBER OF MEDICAL AID / PERSON RESPONSIBLE FOR THE ACCOUNT

PATIENT DETAILS

MEDICAL AID DETAILS

BANKING DETAILS IN CASE OF REFUND
Bank: Account Name

Account Number: Branch Code

W E E HOUSE

INJUHY ON DUTY

I confirm that the above information is true and correct and undertake to inform the practice of any changes thereta
within 14 days of a change occurring.
I undertake ta foruv,ard all accounts to my medical aid scheme and to settle allaccounfs that have not been paid by
them.
I understand that: . 24"/" lnterest will be charged on all outstanding amounts after 6A days.. I will be held responsrb/e for all administration and collection fees.

' ln the event of non-payment by 9O days, my name will be black-listed and reglsfered with lTC.

I take full respansibility for the account.
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First Names
Title

Surname
lD Number

PostalAddress:

Cell:

r.xt.

Home Address:
llome Telephone:

E-mail

Work Telephone

Spouse's Cell
b olrse's Work Telephone
Fax Number:Employer:

Position in firm

English
NO

Surname

YESOccu 0n:
Home Lan U

Date of Bifih:lD/PPNo
First Names

lVlarried

Preferred Language: Afrikaans
AllergiesCell Number:

r GP?Who is

Number:
Trauma Plan?

Details:

Hos ital Plan?

Name of Fund

Do you have a

HomeTele hone Work

Name and Surname Belationship with Patient:

Cell

Accident report available: YES Date of accident: l2a
Contact Person Division

Signature Date
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Referred by:


