
Hospital Use Only

Doctor: Surgery Booked Time: Time of Arrival:

Ward Details: Bed Details: Pre-Admission Number:

Admission Date: Surgery Booked Date: Time:

Admitting Doctor: Referring Doctor: Alternate Doctor:

General GP: ICD Code: CPT Code:

Diagnosis:

Procedure:

Patient Information

Identifier Type: Identifier Number: Preferred Method of Contact:

Surname: Name: Initials:

Title: Gender: Date of Birth:

Mobile Number: Work Number: Home Number:

Email Address:

Residential Address:

Suburb:

City: 

Code:

Marital Status: Dietry Preference: Religion:

Congregation:

Emergency Contact

Surname: Name: Relationship to patient:

Work Number: Mobile:

Residential Address:

Suburb: City: Code:

Alternative Contact [Person NOT living at the same address]

Surname: Name: Relationship to patient:

Work Number: Mobile:

Residential Address:

Suburb: City: Code:

Medical Aid Information  [Please record as per medical aid card]

Medical Aid Scheme: Plan: Authorisation Number:

Principal member surname:

Initials:

Date of birth: Gender: Dependant Code:



guarantor information [Person responsible for this account]

Identifier Type: ID Number: Title:

Surname: Name: Initials:

Gender: Date of Birth: Mobile:

Work Number: Home Number: Preferred Contact Method:

Email Address:

Residential Address:

Suburb: City: Code:

clinical information

Please provide a brief description of the symptoms / complaints present when visiting the doctor:

Should you be suffering from diabetes mellitus, please indicate which form of control is being practiced 
[circle the appropriate option]:  Tablets        Insulin      Diet     None

Do you suffer from any of the following chronic conditions / illness? [Please indicate below]

Hypertension Multiple Sclerosis Cholesterol Emphysema Asthma Epilepsy Thyroid Disorder Lupus

Depression Heart Failure Porphyria Other


