
 

Patient Registration Form 
 

 PATIENT DETAILS            Title:    MR     MRS     MISS      MS      DR 

 Surname 
 First name 
 Date of birth 
 ID no. 
 Home language 
 Home tel no. 
 Work tel no. 
 Mobile no. 
 Email address 
 Marital status       
 Occupation 
 Allergies 

PERSON RESPONSIBLE FOR ACCOUNT 
 Name        ID no. 
 Home address 
        Code 
 Postal address 
        Code 
 Contact details 
 Email address for reports 

MEDICAL AID DETAILS        
 Medical aid        No. 
 Plan option       Patient dependant no. 
 Main member details      ID no. 
 Do you have Gap Medical Insurance?       Yes                    No 

CONTACT IN THE EVENT OF AN EMERGENCY 
 Name        Mobile no. 
 Relationship 

REFERRED BY 
 Doctor’s name                  Tel 
 Doctor’s email address for reports  
 Friend   /    Family    /    Internet   / Other 
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