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   Dr. Angela Gilhespie                                                                                                                                  Confidential                                                                                                                    

   B.Sc.,B.D.S. (Lond.)

   Dental Surgeon / Tandarts
Guarantor information: (Person responsible for settlement of account)

Title:…..…Surname………………………………….     First name …………………………………..

.

Initials  ….…..    Phone …………..……………………..ID # …..………………………….………….

Medical  Aid ………………………………….      Medical  aid # ….………………………………….

Employer:……….…………………………………Phone:………………….………………………….

Residential address                                                   Postal address  ….………………………………

.…..…………………………………….                          ……………………………………………….

…………………………………………                              …………………………………………….

…………………………………………                           ………………………………………………

Postal code  …………..                                             Postal code  ………..                                                           

Childrens  information:  

Contact person:…………………………..…Tel:…………………(H)  Cell:……………………………                                       

                                                                       Tel:………………...(W)  EMail………..….…….……..…

(A) First name…….…….………..  Surname ……………………. Sex …….. Birthdate .……./……../……. 

                                                         (if different from guarantor’s)

(B) First name…….……..….…….  Surname ……………………. Sex …….. Birthdate  ….…/……./…..…

.

(C) First name…….……….……...  Surname ……………………. Sex …….. Birthdate  ….…/……./……..

Referred By ………………………………………………..

Medical History:         Does your children / child have any of the following  conditions?

                                               (A) ………………….. (B)……………………C)……………………….

1. Heart problems …………. Yes( / No(                 Yes( / No(              Yes( / No(
  If yes please give the nature of the condition …………………………………………………………………..

2. Chest Problems …………. Yes( / No(                Yes( / No(               Yes( / No(                       

3. Diabetes ………………….Yes( / No(                Yes( / No(               Yes( / No(      

4. Epilepsy…………………..Yes( / No(                Yes( / No(               Yes( / No(
5. Allergies to drugs ………..Yes( / No(                Yes( / No(               Yes( / No(
6. Other …………………………………………………………………….……………………………

7. Is your child taking any medication? …………………………………………………………………

………………………………………………………………………………..……………………….

 Name & address of your medical doctor  …………………………………………………………………….

In case of any changes  in the above information, please notify us.

Payment Terms:

NB! We are not contracted to any medical aid scheme.

Fees for services rendered are to be settled at each visit. Cash, cheques and credit or medicard are accepted. 
Please note appointments not cancelled 24hrs. beforehand will be charged for

.
……../……../ ………..                                             …………………………………….

      Date                                                                   Signature of parent / guardian
















