
DR LAURA N. MILLER 
MBBCH (Wits), Mmed (Psych), FC Psych (SA) 

SPECIALIST PSYCHIATRIST 
 
 

  
Account Number 
Rekening Nommer 

 1. PERSON RESPONSIBLE FOR ACCOUNT/PERSOON VERANTWOORDELIK VIR REKENING 

Surname 
Van   

First Names 
Voorname   

Mr/Mrs/Miss 
Mnr/Mev/Mej 

I.D. Number/Nommer  
Home Language   
Huistaal 

Postal Address/Posadres  

 Code 
Kode   

Home Address/Woonadres  

 
Code 
Kode 

Tel (H) Tel (W) Cell/Sel   

E-mail/E-pos   

Employer/Werkgewer 

     

2. PATIENT DETAILS/PASIENT BESONDERHEDE 

Surname 
Van  

First Names 
Voorname   

Mr/Mrs/Miss 
Mnr/Mev/Mej 

I.D. Number/Nommer   Dependant Code 
Afhanklike Kode  

E-mail/E-pos   
 

Tel (W) 
 

Cell/Sel   

Occupation Home language 

Marital details Date of birth 

Home address Age: 

     

3. MEDICAL AID/MEDIESE FONDS 

Name of Fund   
Naam van Fonds 

Membership No.  
Lidnommer 

Option/Opsie   

Dep code: 
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4. FAMILY OR FRIEND/emergency contact(NOT AT THE SAME ADDRESS) / FAMILIE OF VRIEND (NIE 
DIESELFDE ADRES NIE) 
 
 
Name and Surname 
Naam en Van   

Relationship 
Verwantskap  

Tel (H) Tel (W) Cell/Sel   

     

Verwysende dokter: 
Referred doctor:  

Praktyk nommer: 
Practice number:  

 
GENERAL MEDICAL QUESTIONS 

Do you have any medical conditions?   

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

_____________          __ 

Are you taking any medication currently (with dosages)?  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have any allergies?          

 ____________          ____ 

ACCOUNTS 
Patients that are on medical aid :  

Invoices are submitted directly to the medical aid scheme  via electronic submission.  

Patients that have available savings, or an approved psychiatric PMB condition, with available sessions, 
are not requested to pay up-front.  Patients are responsible for their accounts until such time as their 
outstanding balance is paid in full by their medical aid scheme. It is therefore the member’s responsibility 
to follow up with the medical aid scheme to ensure that any outstanding balance is settled timeously. 

In cases where available savings / PMB benefits have depleted, or the electronic submission reflects that 
the service rendered will not be covered -: Consultations, PMB forms, letters motivations etc. are all 
payable by the patient, upfront. 

In the event, that we have submitted the invoice, expecting payment from the scheme, and later it is 
found that invoices are not paid, short paid, rejected or at any time reversed, the patient / person 
responsible for the account is then liable to pay their outstanding balance to the practice within 30 days, 
per the terms and conditions on page 3. 

Patients paying cash:   
All invoices, must be paid for in cash,  prior to the psychoteraphy session. Scripts / forms /letters of 
motivations must be paid for, before release. Hospital patients , not on medical aid paying cash must pay 
upfront for the expected amount of sessions. If the patient is discharged before hand, a refund will be 
calculated and made, once any holding depostit with the hospital, has been refunded to us. If a longer 
stay or more sessions are required than anticipated, these sessions are to be paid for in cash prior to the 
patient being seen. 
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TERMS AND CONDITIONS 
 

The patient, as fully described in paragraph 2, agrees to pay the Medical Practice of Dr LN Miller (hereafter “the 
Practice”) for services rendered at the tariff charged by the Practice from time to time.  All accounts will be 
payable within 30 days of the invoice date.  Interest on arrears balances shall accrue at a rate of 2% per month. 
Should the patient fail to pay the account and the Practice decides to commence with legal proceedings, the 
patient undertakes to pay all legal costs relating to the recovery of the outstanding monies in respect of 
professional services rendered, including attorney fees on an attorney own client scale, collection commission 
and tracing costs.   
 

The responsible person as described in paragraph 1 above (hereafter “RP”), binds himself as surety for and co-
principal debtor jointly and severally with the patient to the Practice for the due performance by the patient of 
the obligations owing by him to the Practice in terms of this contract.   
 
Both the patient and RP hereby acknowledge that all amounts due to the Practice are payable by themselves 
irrespective of the failure of any medical scheme to acknowledge or pay out any claim lodged by them.  The 
Practice may, but is not obliged,  to submit medical aid claims to the patient’s medical insurer, but is hereby 
indemnified against any loss or rejection that may occur due to any administrative  errors made by the 
Practice. 
 

The patient and RP hereby take note that it may sometimes be necessary to pass personal information on to 
referring doctors, other professional persons concerned, hospitals and medical funds. Although everything in 
our power is done to treat this confidentially, we cannot be held responsible for such disclosure. In the event 
that information is disclosed, it will be dealt with strictly in accordance with the guidelines of the ethical code of 
our profession. 
 

The patient and RP hereby authorise the Practice to receive, share and exchange credit information concerning 
them with any credit bureau or any other person or corporation with whom they have or may have financial 
dealings including, where applicable, information requested pursuant to, or in any circumstances contemplated 
in the National Credit Act 34 of 2005. 
 

The patient and RP choose the physical addresses as described above as their domicilium citandi et executandi 
for the purposes of legal proceedings and undertake to notify the Practice in writing of any change to their 
domicilium addresses.  The signatories warrant that the terms and conditions of the contract have been read 
and understood and are agreed to and the contract is entered into on such terms and conditions. 
 
Signed at ___________________________on this the _______ day of  ________________20_  _ 
 
______________ __ _ ______________________________________    
Name and Surname of Patient     Signature of Patient           Date 
 
In the case of a minor (Child under the age of 18 years) 
 
__________________________________ _________________________________          
Name and Surname of Biological Mother  Signature Biological Mother          Date                    
 
 

___________________________  _________________________________       
Name and Surname of Biological Father  Signature Biological Father      Date                       
 

 
____________________________ _____________________________________    
Name and Surname of Legal Guardian    Signature Legal Guardian                           Date 
 
In the case of the consent being signed by a legal guardian, by what virtue have you been granted guardianship 
& when: 
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