Dr Cath Coetzee - Clinical Psychologist
MA Clinical Psych (Rhodes), PhD Psychotherapy (Rhodes)

PR No:8633371                                                                                                                                                                                          HPCSA NO: PS0052310

	PATIENT DETAILS

	NAME:
	SURNAME:

	DATE OF BIRTH:
	ID NO:

	TEL: (W):                                  (H):
	EMAIL:

	ADDRESS:

	DR:
	EMPLOYER:

	MEDICAL AID DETAILS

	
SCHEME
	
MEMBER NO:

	PRINCIPAL MEMBER: 
(If different from above)
Contact number:                                                                                                       EMAIL:

	 NB: TO BE COMPLETED BY DEPENDANTS 
I am a registered dependant on the above medical scheme and have the stated permission of the principal member to enter treatment which will be charged to the medical scheme.                                                                         Yes /No

	FEES (charged at medical aid rates unless otherwise negotiated)


· Fees are payable on presentation of the account and, unless arranged otherwise, must be paid and then claimed back from the medical aid. 
· Interest will be levied on all overdue accounts at 2% above the prime bank overdraft rate.
· Any costs incurred in the collection of overdue accounts if the services of a debt collector must be employed will be added to the outstanding amount. Collection fees are not reimbursed by medical schemes.
· Any appointments not cancelled within a FULL 24 hours will be charged at full rate. a specific time will be allocated to you, and that time will be kept for you until you notify DR C. Coetzee otherwise.
	CONFIDENTIALITY


I wish to claim from my medical scheme and consent that Dr Coetzee includes a requisite diagnosis on the bill.    	          Yes/No
In some instances, e.g. when applying for special benefits, medical aids require a diagnosis, treatment plan and treatment summary and/or progress reports to authorise funding.  I consent that such information be supplied to the medical aid.  Yes /No
it may be necessary to discuss your treatment with your GP and/or psychiatrist or, if you have been referred by a medical practitioner, to keep them informed of your progress. I consent that the relevant information be shared with my GP and/or psychiatrist with the understanding that I will be informed prior to such an exchange.                                                                Yes/No
I declare that the above information is correct, and that I have read and taken the requisite steps to clarify and to ensure that I understand the terms and conditions of this contract. I agree to abide by the terms and conditions detailed in the patient contract.												          Yes/No

Signed:										Date:
