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[bookmark: _GoBack]Section 1:  Patient Information  

Title:  Mr          Mrs         Miss          Dr          Prof           Mast			Gender:   Male		Female








Full name & Surname: __________________________________________________________________________ ID Number/Date of Birth:  _____________________________

Section 2:  Person Responsible for Payment






Title:  Mr          Mrs         Miss          Dr          Prof	ID Number:  _________________________________
Full Name & Surname:  ________________________________________________________________________




Relationship to the patient:  Self          Spouse         Parent           Other
Email address:  __________________________________	Tel (H):  _____________________________________
Tel (W):  _______________________________________	Cell:  _______________________________________

Section 3:  Personal information

Residential Address:  ___________________________________________________________________________
_____________________________________________________________________________________________
Postal Address (if different from Residential Address):  ________________________________________________
_____________________________________________________________________________________________
Spouse of person responsible: Section 2 (if applicable)
Name and Surname:  _____________________________	ID Number:  _________________________________
Email address:  __________________________________	Tel (H):  ____________________________________
Tel (W):  _______________________________________	Cell:  _______________________________________

Section 4:  Medical Aid Scheme Information
Name of Medical Aid Scheme:  _____________________	Plan Name:  _________________________________
Membership Number:  ___________________________	Main member:  ______________________________
Dependent 1:  __________________________________	Dependent 2:  _______________________________
Dependent 3:  __________________________________	Dependent 4:  _______________________________


Section 4:  Terms and Conditions
I, the Responsible Person for Payment and/or Patient, accepts full responsibility and unconditional liability for payment of all amount/s for treatment/s and/or goods and/or services rendered to me or my dependent/s at my/their special instance and request.  I furthermore warrant and confirm that the information supplied above is true and correct in all respects and further indemnify and hold harmless Dr Regardt Reynolds/and his employees against any liability which may result from the information supplied herewith.  I hereby confirm that:
1. I am duly authorized and/or have the express consent from the Responsible Person for Payment and/or the main member of the medical aid to initiate and receive the services of Dr Regardt Reynolds and hereby indemnify Dr Regardt Reynolds again and liability whatsoever;
2. I understand that this is a private practice and that the medical aid does/will not necessarily provide me with full/any cover for my dental expenses and I acknowledge that I will be held liable for the full account, which should be settled immediately;
3. I accept and agree that Dr Regardt Reynolds’ invoice will serve as prima facie proof of my indebtedness and liability towards payment;
4. I accept that payment against any invoice/s of Dr Regardt Reynolds are immediately due and payable in full, from date of invoice.  I acknowledge and accept that Dr Regardt Reynolds is not a registered credit provider as defined by the National Credit Act 34 of 2005, and under no circumstances has any credit agreement been entered or concluded and/or has any incidental credit been extended to me or my dependent/s towards payment of the invoice, whatsoever;
5. I accept that payments are to be settled immediatedly (via debit card; credit card; banking app or where necessary, the practice computer for online banking).  No offsite EFTs.
6.  I choose my domicillium citandi et executandi (to which all notices and other process to be served) at the address as furnished in section 3 and hereby expressly consent to and will accept future service of all and any notice/s and/or document/s to my electronic mail address as an alternative as well;
7. In the event that Dr Regardt Reynolds is required to institute any legal proceedings/action for the recovery of any amounts owing/arising out of any treatment and/or goods and/or service/s rendered to me or my dependent/s, I will be liable for all costs on a scale as between attorney and client, including, but not limited to, any pre-litigation fees, tracing fees and collection commission; and
8. I expressly consent that Dr Regardt Reynolds be entitled to obtain credit and related information concerning myself at any time and lodge, exchange and disclose such information with any credit bureau without any further notice to me.


Signature:  _________________________________________	Date:  ___________________________________________
	Turn over please1
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