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ACCOUNT DETAILS 


	CLIENT

	Title



	Surname 



	Full Name



	Gender  
	
Male 

	
Female
	
Other

	Identity number


	

	

	

	

	

	

	

	

	

	

	

	

	


	Mobile number


	

	

	

	

	

	

	

	

	

	


	Email Address



	Home Address



	Occupation and Employer






	GENERAL PRACTITIONER 

	Surname and Names



	Adress









	PSYCHIATRIST

	Surname and Name



	Address





	CONTACT PERSON IN CASE OF EMERGENCY

	Surname and Name



	Mobile number 



	Relationship





	MEDICAL AID

	Name of Scheme

 

	Plan or Option



	Membership number



	Main member 



	Dependent code





	PERSON RESPONSIBLE FOR ACCOUNT 

	Surname



	Full name 



	Identity number



	Mobile number 



	Email address 





	PLEASE ATTACH THE FOLLOWING DOCUMENTS TO THIS FORM

	Identity document of Main Member



	Identity document of Client



	Copy of Medical Aid Membership Card 




                                                                                                                                                    
	DECLARATION 

	I hereby declare that the above details are correct.

I undertake to notify The Practice of any changes to my particulars.

I understand that it is my responsibility to ensure that I have medical aid cover for psychological services.

I understand that should the medical aid not settle my account, I will be personally responsible for fees charged by The Practice. 

I understand that all accounts are payable by the last day of the month during which treatment occurred.

I understand that outstanding accounts that are more than 60 days overdue will be subject to 1.5% interest per month. 

I understand that outstanding accounts that are long overdue will be handed over for debt collection, and that I will be liable for all legal costs. I understand that it will be at the psychologist’s discretion when this action is taken, but that I will be made aware when this action will occur.

I understand that if I need to cancel or reschedule an appointment, I will do so 24-hours prior to a booked appointment. I understand that failing to do so, will result in my being liable for the full fee. I accept this condition, recognizing that professional time has been set aside for me. 

Please note that medical aids do not cover appointments not kept. 

I accept that this condition also applies to missed appointments without a timeous and reasonable explanation.

I confirm that I have been provided with an information document, that I have read it, and that I am willing and able to provide informed consent for services to be rendered to myself, or to a minor for whom I am legally responsible.

Signature   …………………..………………………………………………………………………………….


Date            ………./………./202….





