
PATIENT DETAILS

Title

MEDICAL CONDITION AND MEDICATION

Medical Condition

Medication

PREGNANT 

Yes

No

ALLERGIES 

List here

Initials

Surname First Name

ID Number

MEDICAL AID FUND

Medical Aid Medical Aid Number

Medical Aid Plan name Medical Aid Dependant number

Main Member’s Name & Surname 

RESIDENTIAL

Address Tel No

Postal Code Email (H)

NEAREST FAMILY

Name Tel No

Occupation

Cell Email

MAIN MEMBER

Surname

Paardevlei Smiledental charge medical rates. You are responsible for the payment of the account.  We do NOT claim from any medical aid.

Please complete the form and either bring it with you when you come to your consultation; alternatively email it to reception@paardevleidental.co.za
or fax it to 021 824 1379

Signature

Names

ID Number Occupation

Postal Address Tel No (H)

Postal Code Tel No (W)

Cell No Email (W)

Date


