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EMPLOYER:_________________________________________    OCCUPATION:__________________________________________
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MEDICAL AID PLAN:__________________________________________________________________________________________
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TITLE:____________________________
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SIGNED AS TRUE AND CORRECT BY PATIENT OR PARENT/GUARDIAN, AS APPLICABLE:____________________________________
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.......................................................PATIENT INFORMATION FORM.......................................................

PATIENT INFORMATION: REFERRED BY:__________________________________________ 
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TERMS AND CONDITIONS OF CONTRACT BETWEEN THE PATIENT
(INCLUDING PARENT/GUARDIAN, AS APPLICABLE) AND THE SPECIALIST (DR DOR NEU-NER)

I hereby accept the above terms and conditions of contract.

Signed__________________________________________  Date _______________________________

page 2/2

TKH  SSHFLDOLVW FKDUJHV SULYDWH UDWHV ZKLFK PD\ EH KLJKHU WKDQ WKH UDWHV FRYHUHG E\ WKH PDWLHQW·V 
PHGLFDO DLG RU PHGLFDO LQVXUDQFH FRYHU� TKH PDWLHQW LV SHUVRQDOO\ OLDEOH IRU WKH IXOO DPRXQW FKDUJHG 
E\ WKH SSHFLDOLVW IRU FRQVXOWDWLRQV� WHVWV� WUHDWPHQWV DQG SURFHGXUHV (SHUYLFHV)� :KDW 0HGLFDO 6FKHPHV 
SD\ IRU KHDOWKFDUH YDULHV IURP VFKHPH WR VFKHPH� DQG RSWLRQ WR RSWLRQ� ,W LV WKH 3DWLHQW·V UHVSRQVLELOLW\ WR EH IXOO\ 
DFTXDLQWHG ZLWK WKH WHUPV DQG FRQGLWLRQV RI KLV�KHU PHGLFDO VFKHPH SODQ� 

7KH 3DWLHQW VKDOO REWDLQ DQ\ SUH�DXWKRULVDWLRQV UHTXLUHG E\ KLV�KHU PHGLFDO DLG IRU SURFHGXUHV DQG HQVXUH WKDW IXQGLQJ 
LV DYDLODEOH WR FRYHU DQ\ QRQ�LQVXUHG FRVWV�

$OO DGXOWV �SHUVRQV RYHU WKH DJH RI ��� UHPDLQ IXOO\ OLDEOH WR VHWWOH WKH IXOO DFFRXQW� LUUHVSHFWLYH RI�
L� ZKHWKHU \RXU VFKHPH JDYH SUH�DXWKRULVDWLRQ� RU
LL� ZKHWKHU \RX DUH D GHSHQGHQW RQ VRPHRQH HOVH·V PHGLFDO VFKHPH� DQG
LLL� ZKHWKHU WKH 3UDFWLFH KDV VXEPLWWHG WKH DFFRXQW WR WKH 0HGLFDO 6FKHPH
,Q VRPH FDVHV PHGLFDO VFKHPHV ZLOO RQO\ SD\ D SRUWLRQ RI WKH WUHDWPHQW FRVWV� DQG WKHUH LV WKHQ VWLOO D SDUW RI WKH FRVWV�
IHHV RXWVWDQGLQJ�

In the case of non-payment, the Specialist shall charge interest at the maximum allowed rate from the day on which 
the Services are rendered until the debt is paid in full.  The Patient acknowledges and accepts that non-payment 
will render him/her personally additionally liable for all legal costs, tracing costs and collection fees incurred in 
recovery of any outstanding amounts. The Patient and/or guarantor consents that the practice may use a national 
credit bureau database for tracing purposes if necessary.  Should that patient and/or guarantor fail to settle their 
account in full, the practice may record the patient and or guarantor’s default with a Credit Bureau. All parties named 
herein consent to the jurisdiction of the magistrate’s court should legal Proceedings be necessary for collection of 
outstanding amounts.

7KH 3DWLHQW KHUHE\ FRQVHQWV WR WKH SURFHVVLQJ RI KLV�KHU SHUVRQDO LQIRUPDWLRQ FRQWHPSODWHG LQ WKH 3URWHFWLRQ RI 
3HUVRQDO ,QIRUPDWLRQ $FW 1R � RI ����� E\ WKH 6SHFLDOLVW� WKH 3UDFWLFH VWDII� DQG DQ\ RWKHU �UG SDUWLHV ZLWK ZKRP WKH 
3UDFWLFH KDV D FRQWUDFWXDO UHODWLRQVKLS IRU WKH IROORZLQJ SXUSRVHV�

v 7UHDWLQJ DQG PDQDJLQJ WKH 3DWLHQW LQ WHUPV RI WKH 'RFWRU�DQG�3DWLHQW UHODWLRQVKLS�
v 7KH DGPLQLVWUDWLRQ RI WKH FRQWUDFWXDO UHODWLRQVKLS EHWZHHQ WKH 3DWLHQW DQG WKH 6SHFLDOLVW�
v &RPPXQLFDWLQJ ZLWK RWKHU SHUVRQV LQ DV PXFK DV LW UHODWHV WR WUHDWPHQW DQG PDQDJHPHQW�
v &RPPXQLFDWLQJ ZLWK �UG 3DUWLHV ZKR KDYH XQGHUWDNHQ WR LQGHPQLI\ WKH 3DWLHQW IRU WKH FRVWV RI WUHDWPHQW DQG

PDQDJHPHQW RU SDUW WKHUHRI LQFOXGLQJ PHGLFDO VFKHPHV� WKHLU DGPLQLVWUDWRUV� DQG PHGLFDO ELOOLQJ FRPSDQLHV�
v &ROOHFWLQJ PRQLHV RXWVWDQGLQJ IURP WKH 3DWLHQW� DQG
v 7KH 3DWLHQW·V GH�LGHQWLILHG SHUVRQDO LQIRUPDWLRQ PD\ EH XVHG IRU VWDWLVWLFDO� UHVHDUFK� EXVLQHVV SODQQLQJ SXUSRVHV�

SDWLHQW UHJLVWULHV� ZKHUH \RXU KHDOWKFDUH LQIRUPDWLRQ LV HQWHUHG LQWR D GDWDEDVH ZKLFK DOORZV WKH RSKWKDOPRORJ\
SURIHVVLRQ WR JHW D EHWWHU XQGHUVWDQGLQJ RI SDWLHQW FDUH� WR SUHSDUH FRQIHUHQFH SUHVHQWDWLRQV� WR FRQWULEXWH WR
URXQG WDEOH GLVFXVVLRQV� DQG WR FRQWULEXWH WR DFDGHPLF PHHWLQJV�

7KH 3DWLHQW DFFHSWV WKDW DOO VXFK SHUVRQDO LQIRUPDWLRQ ZLOO EH UHWDLQHG E\ WKH 3UDFWLFH XQWLO VXFK WLPH DV WKH 3UDFWLFH 
GHHPV LW QHFHVVDU\ WR GHOHWH WKH LQIRUPDWLRQ� 6KRXOG WKHUH EH D WUDQVIHU RI RZQHUVKLS RI WKH 3UDFWLFH� WKH 3DWLHQW KHUHE\ 
JUDQWV FRQVHQW WR WUDQVIHU WKH SHUVRQDO LQIRUPDWLRQ WR WKH QHZ RZQHU�

The Patient understands that he/she has the right to ask the Specialist or his staff (as appropriate) questions regarding 
this contract, the Services or the diagnosis whether now or in the future.  The Patient also understands that 
should any Services be recommended over and above a basic consultation, the Patient’s verbal consent will suffice. 

7KH 6SHFLDOLVW KDV SUHVHQWHG WKLV VLPSO\ ZULWWHQ FRQWUDFW WR WKH 3DWLHQW� DQG WKH 3DWLHQW KHUHE\ DFNQRZOHGJHV WKDW KH�VKH 
KDV UHDG WKLV FRQWUDFW FDUHIXOO\� XQGHUVWDQGV LW� DQG DFFHSWV WKH WHUPV DQG FRQGLWLRQV DERYH�
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