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Dr Peter Brak

8 Park Street,
Bedfordview 2007

Homeopath M.Tech (UJ)

Patient Information

Title :

Dr/Mr/Mrs/Miss (please circle) Occupation:

Full Name :

ID/Passport No. :

Physical Address : Code:
Contact Details : Home: mobile:
Email:

Person Responsible for this Account: (if as above, please tick here.)

Full Name :

ID/Passport No. :

Physical Address : Code:

Contact Details : Home:

mobile:

Email:

Medical Aid Details:

Main Member Name: . Main Member |.D No.:

Medical Aid Provider: . Plan/Scheme:

Membership Number:

Declaration and Informed Consent to Homeopathic treatment: (Please Read and Sign)

I, , hereby indemnify Dr. Brak on the following terms:

e Dr P. Brak, practicing at these premises, is contracted out of the so-called medical aid tariff structure.

Payment in full is required at the conclusion of each and every consultation, or at the time of sale of any products.

e Allinformation given by me to my practitioner is, insofar as | am aware, true and correct as at the relevant date,
and is furthermore a comprehensive account of my physical state as at such time.

e |tis my practitioner’s duty to inform me of all relevant risks and expected benefits of the treatment/ procedure
recommended to me. Once | have been informed, and in the absence of any further questions or objections from
me, my practitioner and her staff shall be entitled to proceed with such treatment/ procedure on the basis that any
consent furnished by me to them in respect of the treatment/ procedure would be fully informed.

Signature: Date: / /





