
                                           
                                            
                                           
                                  MAIN MEMBER INFORMATION: 

*ID NUMBER: _____________________ *SURNAME:_____________________________  

*FULL NAMES: _______________________ INITIALS:__________ GENDER: F   M 

HOME LANGUAGE: ___________________ TITLE:_______*DATE OF BIRTH:______/____/____  

*CELL NUMBER: ______________________ HOME NUMBER:___________________________  

WORK NUMBER: ______________________ EMPLOYER: ___________________________ 
  
 *E-MAIL ADDRESS: ____________________________   E-MAIL STATEMENTS: YES NO 

*POSTALADDRESS:__________________________________________________________________ 
                                         
*POSTAL CODE:____________  

PHYSICAL ADDRESS:(if different)___________________________________________________ 
———————————————————————————————————————————————————— 

*MEDICAL SCHEME:______________________________*PLAN/OPTION:__________________  

*MEMBER NO:___________________________ GAP COVER: YES NO 
                                             
 PATIENT INFORMATION: (if different) 

*FULL NAMES: _______________________________*SURNAME:___________________________ 

INITIALS: _______NICK NAME:______________* ID NUMBER__________________________________ 

HOME NUMBER:_________________________TITLE:_________DATE OF BIRTH: ______/___/___ 

CELL NUMBER:_________________________Use this number for appointments/test results YES NO Main 
member’s Cell Phone number will be used if the above is NO 

WORK NUMBER:_______________________E-MAIL ADDRESS:_________________________ 

OCCUPATION: _________________________ GENDER: MALE FEMALE 

RELATIONSHIP TO MAIN MEMBER:_____________________              PATIENT DEP CODE:______ 
———————————————————————————————————————————————————— 
                                              NEXT OF KIN: (not from same physical address) 
FULL NAMES:__________________________________ 

CELL NUMBER:________________________RELATIONSHIP TO PATIENT:_____________________ 
——————————————————————————————————————————————————— 
Hereby I confirm that the information I supplied is true and I am responsible for any false information provided. 
All fields with * are mandatory. I take full responsibility for the account for services 
rendered by this practice, even if I am insured by a medical aid or other third party. I take note of the fact that, 
in the event of non-payment within 90 days, my name will be listed on “ITC”, a national data base of 
slow payers. 
  
 SIGNATURE:______________________    DATE:__________________


