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        DENTAL STUDIO @ HERMANUS    

 DEB NO:   PATIENT  NO:  
 

    Dr Linda Riddell Pr No: 0333050 PATIENT NAME: 
    

             INFORMATION SHEET  

    

 

MEDICAL AID DETAILS  Medical Aid   
     

Name of Medical Aid:   Private Patient   
      

Option:   Language: Afrikaans  
      

Number:    English  

 

DETAILS OF THE PATIENT  
     

Name:   Surname:  Dependant  
 

Title:   ID no:               Date of Birth: DAY MONTH YEAR 
 

Physical  Employer  TELEPHONE NR 
 

Address:  Tel (H)  
 

 TOWN CODE Cell no:           
 

Email address: 
 

 
 
   

PASIENT MEDICAL HISTORY DOCTOR (GP)   

ONLY TICK WHERE APPLICABLE PLEASE  
   

              

MEDICATIONS:  
 

 

 
  

              

HEART 
 Rheumatic Fever   Heart Surgery   High CHOLESTEROL   Angina   
             

 Pacemaker Fitted   High Blood Pressure   Heart Murmur   Thrombosis   
              

Other:  
              

CHEST 
 Pneumonia   Bronchitis   Pleurisy   Smoker   
             

 Cystic Fibrosis   Chest Surgery   Emphysema     
              

Other:  
 

             

BLOOD 
 Anaemia   Hepatitis B   Pleurisy   Haemophilia   
             

 Cystic Fibrosis   Sickle Cell   H.I.V     
              

Other:  
 

             

MED ALERT 
  Warning Card   No Local Anaesthetic   Special Precautions   Pregnant   
             

 Anti Biotic Cover   Don not Recline   Adrenalin Sensitive     
              

Other:  
 

             

OTHER 
  G.A Experience   Serious illnesses   Cancer   Serious Surgeries   
             

  Epilepsy   Diabetes   Hiatus Hernia   Liver Decease   
              

Other:  
              

ALLERGIES 
  Aspirin   Anti Tetanus Serum   Penicillin   Hay Fever   
             

  Iodine   Asthmatic   Eczema      
              

Other:  
              

OPERATIONS  Knee Replacement   Hip Replacement   Heart Surgery   
              

SPECIFIC MEDICATION    Warfarin   Anticoagulant   
              

Other: 
 
 

 

 

Contact details of person NOT living in the same household 
 

NAME:   CONTACT NO:            
 
 



 

 

DETAILS OF MAIN MEMBER OR GUARANTOR  

(If the information is the same as the patient information – no duplication is necessary) 
     

Name:   Surname:  Dependant  
 

Title:   ID no:               Date of Birth: DAY MONTH YEAR 
 

Address:  Employer  TELEPHONE NR 
 

  Tel (H)  
 

 TOWN CODE Cell no:           
 

Email address: 
 

 

TREATMENT PLAN 

I,           (FULL NAME AND SURNAME) 

HEREBY ACCEPT THE TREATMENT PLAN AND ESTIMATE FOR THE COST OF TREATMENT, AS  

PREPARED FOR ME BY DENTAL STUDIO HERMANUS ON:            (DATE) 

TERMS AND CONDITIONS 

MEDICAL AID PATIENTS:   

An estimate for treatment will be emailed to you. Only once authorisation is received, an appointment will be 

made to commence treatment. 

 I will receive a copy of the estimate for treatment and am aware of its contents. 

 It has been explained to me that the treatment plan may need to be altered as the treatment progresses. 

This is at the discretion of the practicing doctors at Dental Studio Hermanus. 
 The patient is responsible for obtaining authorization from their specific medical aid/fund. 

 I understand that, despite authorisation having been granted by my Medical Aid for the treatment plan, 

the funds are not reserved by my Medical Aid exclusively for this treatment plan. Authorization does NOT 

confirm payment and I remain fully responsible and accountable for the account. 
 Follow up on Medical Aid feedback is the member/patients own responsibility. 

 I undertake to keep in contact with my Medical Aid regarding the funds available for payment of 

this account and understand that I may, at any time, request that treatment be discontinued due to the 

lack of available funds. I acknowledge that I am solely responsible for following up with my Medical 
Aid and ensuring that the account submitted to the Medical Aid on my behalf by Dental Studio Hermanus, 

is settled in full.  

 I accept that any possible shortfall not covered by my Medical Aid option, will be settled in full 

by me. 
 I understand that the fees charged by the Dental Laboratory may not be in accordance with my Medical 

Aid option and I am liable for any shortfall. 

 A 13% interest will be added to accounts outstanding for more than 90 days. 

 

 

PRIVATE PATIENTS: 

 It has been explained to me that the treatment plan may need to be altered as the treatment 
progresses. This is at the discretion of the practicing doctors at Dental Studio Hermanus. 

 I understand that payment for the treatment plan must be made at the end of each 

appointment.  

 I have the right to discontinue the treatment plan if I am unable to finance the full amount.  
 

SIGNED ON:                     OF                                            OF                       

         

  NAME                                                                       SIGNATUR 

        NAME                                                                            SIGNATURE 

2025 


