
This form must be completed in FULL: (Items marked with * are compulsory)

Full Name:* ___________________________________________ 
Date of Birth:* _________________________________________ 
ID Number:* ___________________________________________ 
Physical Address:*________________________________________________________________
_______________________________________________________________________________ 
Postal Address:___________________________________________________________________
TeI No- Cell:*_________________________
Tel No-Work:*________________________
Tel No-Home: *_______________________
Email Address:* _____________________________

PERSON RESPONSIBLE FOR PAYING ACCOUNT

Full Name:* ___________________________________________
ID Number:* ___________________________________________ 
Email Address:*________________________________________________________________
Tel No:*_________________________

MEDICAL AID DETAILS

Main Member Full Name/s: ________________________________
Main Member ID No: _____________________________________
Name of Medical Aid: _____________________________________
Medical Aid No: __________________________________________
Dependent Code: _________________________________________

NEXT-OF-KIN DETAILS

Full Names: _________________________________________
Relationship: _________________________________________
Address: _________________________________________
Tel-Cell: _________________________________________
Name of Referring Professional: _________________________________________

ACKNOWLEDGEMENT OF PAYMENT RESPONSIBILITY

I_______________________________________ ID Number ¬____________________________

Do hereby state under oath that all of the above information is true and correct and that I take full responsibility 
for payment of ALL amounts due and that full payment will be ON or BEFORE 
the first date of my first treatment session.

Signed: __________________________           Date:____________________________

420 York Avenue, Johannesburg, South Africa
outpatientaccounts@houghtonhouse.co.za

www.houghtonhouse.co.za
Tel: 011 476 1223 / 072 375 2721 



Dear Patient,
Thank you for your support and for placing your confidence and trust in Houghton House. 
We undertake to provide you with the best possible care and will gladly answer any queries you might have.

PLEASE TAKE NOTE:
This practice does not charge the fees based on those last published in the 2009 NHRPL. Our fees are
generally, although not always, higher than those paid by most Medical Aid Schemes. Medical Aid Schemes are
no longer obliged to pay therapists for their services and you are therefore responsible for payment of the
account.

1. I hereby confirm that I am 18 years of age or older, or a guardian of the patient in question.

I (Full name of patient),_______________________________ with ID Number___________________________________
hereby consent to receiving treatment as follows:
_____________________________________________________________________________________________________
____________________________________________________________________

2. I understand that the medical aid that I have chosen to provide cover for me and my family differs in its 
level of benefits for treatment services. Depending on the level of cover I have chosen, my medical aid
may or may not pay for the full cost of the treatment.

3. I acknowledge that the treatment will be billed at a time-based rate, and any quote assumes average
treatment time, average complexity and excludes any special care fee/cost of providing specialized
treatment.

4. I remain personally responsible for the full cost of the treatment provided. The account will be paid
directly by me. A receipt will be issued to me at monthly intervals or on completion of treatment, as the
case may be, which I will submit to my medical aid.

5. The account contract is with me (even if I am not the principal medical aid member) and as such am liable
for the full payment of the account. Should the account not be settled within 30 days of treatment
commencing, interest at the maximum allowable rate per annum will be charged (maximum rate allowed
by the National Credit Act.) Should an attorney or registered Debt Collector be appointed to recover
overdue amounts, I will be held liable for costs thereof on the Attorney and Own client Scale. 
This includes enquiries being made to any Credit Bureau during the responsible parties' indebtedness to 
the practice and or doctor.

6. The nature of the treatment including complications and its antecedent risks have been explained to me.

7. I agree to all my medical information been shared with other health care professionals, my medical aid,
billing agencies and debt collectors.

Declaration

I,___________________________________the undersigned, with ID number _____________________________legally 
declare that I have read the above letter, understand its contents, and agree to all the conditions mentioned
therein. I further declare that I am legally responsible for all of my treatment costs and further declare that all
outstanding amounts will be paid within the prescribed period as mentioned above.

Signature:_____________________________                           Date:__________________________________
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