
CHRISTIAN OLIVIER
B.TECH POD (SA)
PRACTICE NO.0188077

MEDICAL AID MAIN MEMBER
Full Name:
ID Number:
Address:

Post Code:
Occupation:
Employer:
Home Phone:
Work Phone
Cell Phone:

Email:

PATIENT DETAILS
Surname:
Full Name:
Title:
D.O.B:
ID Number:
Home Address

Post Code:
Work Address:

Post Code:

Tel: (H) (W)
Cell Phone:
Email:

HOW DID YOU GET TO HEAR ABOUT US?
Referred By (word of mouth/internet):
Or, GP Name:
Telephone:
Email:

• This practice is a private practice.
• Accounts to be settled on the day of consultation, unless prior
arrangements are discussed.
• Credit Card facilities are available.
• When it comes to inserts (Orthotics), a lab fee will be required
upfront before going ahead with the orthotics.
• Length of consultations are either 15 minutes, 30 minutes or
60 minutes. 
• Appointments not cancelled 24 hours in advance or late
arrivals will be charged in full 
• Kindly discuss any queries with Mr Christian Olivier.

• I am personally responsible for payment and not my medical aid •In the event of Di-
vorce the parent accompanying the minor is responsible for settlement of the account 
•In the event of any legal action being instituted against me for recovery of any amount 
whatsoever, I shall be liable for all legal costs including admin costs and a 20% admin 
fee on each installment paid. If the matter is defended, I will be liable for legal costs in-
curred on an attorney/client scale •The policy of the operation of this practice has been 
explained to me verbally. Once my account has been handed over there will be no 
further correspondence entered into with the practice. The National Credit Act 34 of 
2005 is not applicable to this claim.

I, the undersigned, hereby choose my above address as my domicilium citandi at 
executandi for all purposes under this agreement. I HAVE READ, UNDERSTAND AND 
AGREE TO THE CONDITIONS MENTIONED IN THIS DOCUMENT. I CONFIRM THAT THE 
INFORMATION PROVIDED BY ME IS TRUE AND CORRECT.

Signed/Geteken: ______________________  Date/Datum:________________

P.T.O

MEDICAL AID DETAILS
Gap Cover:       Y N
Medical Aid:
Plan:
Medical Aid Number:
Patient Dependant Code:

 FRIEND/RELATIVE AT A DIFFERENT ADDRESS

Name:
Surname:
Relationship to Patient:
Address:

Post Code:

Tel: (H) (W)
Cell Phone:
Email:

DIABETES KIDNEY DISEASE

EPILEPSY HIGH BLOOD PRESSURE

HEART DISEASE ASTHMA

LIVER DISEASE RHEUMATIC DISEASE

GOUT ARTHRITIS

ARE YOU TAKING A SOCIAL 
DRUG/NARCOTICS?

ANTI-COAGULANTS 
(BLOOD THINNING AGENTS)

LOCAL ANAESTHETIC? PENICILLIN

IODINE PLASTER

OTHER

YES/NO YES/NO

YES/NO YES/NOARE YOU ALLERGIC TO:

 MEDICAL HISTORY

PRACTICE GUIDELINES



PRACTICE GUIDELINES


