
DR S.P. JANSEN VAN VUUREN 
Suite 112 – 1st Floor, Life St Georges Hospital, Park Avenue, Port Elizabeth 

                                                Tel:  041-374 5203    
 

PATIENT INFORMATION   /   PASIENT INLIGTING 
Surname                                                                                        First Names                                                                                               Mr/Mrs/Miss 
Van:  _____________________________________            Voorname:  _______________________________________        Mnr/Mev/Mej 
 
Date of Birth                                                                                 ID Number 
Geboortedatum:  ___________________________            ID Nommer:  ______________________________________________ 
 
Weight                            Length                                    Occupation                                                               Home Language 
Gewig:  ________kg     Lengte:  _________m         Beroep:   _____________________________   Huistaal:  ______________________ 
 
Tel(H) ______________________________     Tel (W):  ______________________________   Cell Nr:  ____________________________ 
 
E-mail (Compulsory):  __________________________________________________________________________________ 
 

MAIN MEMBER DETAILS  /  HOOFLID BESONDERHEDE 
Surname                                                                                       First Names                                                                                               Mr/Mrs/Miss 
Van:  _______________________________________       Voorname:  _________________________________________    Mnr/Mev/Mej 
 
ID Number/ID Nommer:  _____________________________________________________________ 
 
Postal Address:  __________________________________________________________________________ 
 
Pos Adres:  ______________________________________________________________________________        Code/Kode: _________ 
 
Home Address:  __________________________________________________________________________ 
 
Huis Adres:  _____________________________________________________________________________         Code/Kode:  _________ 
 
Tel (H):  ____________________________    Tel (W):  ________________________________  Cell Nr:  ___________________________ 
 
E-mail (Compulsory):  ___________________________________________________________________________________ 
 

MEDICAL AID DETAILS   /   MEDIESEFONDS BESONDERHEDE 
Naam                                                                                        Option 
Name:  ___________________________________        Opsie:  _________________________________________ 
 
Number / Nommer:  _____________________________________    Dependand Code of Patient:  _____________________________                                                                  

 

NEXT OF KIN  /  NAASBESTAANDE 
 
Name & Surname                                                                                                                            Relationship 
Naam & Van:  ________________________________________________________       Verwantskap: _____________________________ 
 
Tel (H):  _______________________________   Tel (W):  _____________________________  Cell:  ______________________________ 
 

REFERRED DOCTOR  /  VERWYSENDE DOKTER 
Name & Surname                                                                                                      Telephone Nr 
Naam & Van:  ______________________________________________       Telefoon nr:  _______________________________________ 
 

Hereby I confirm that above information supplied is correct.  I have read and signed the notice regarding the professional fees. 
Hiermee bevestig ek dat bogenoemde inligting deur my voorsien, korrek is.  Ek het die kennisgewing insake tariewe gelees en geteken. 

 
 
Name / Naam:   _______________________________________________    Date / Datum:  _____________________________________ 
 
 
Signature / Handtekening:  __________________________________________________ 


