
David Welsh FRCS FCS (SA) NEURO 
 
2004 1st Floor      Practice Number:  0086622 
Vincent Pallotti Hospital    TEL:  +27 21 531 2580 
Alexandra Road     Email: reception@drwelsh.co.za 
Pinelands       
7405 

 
DATE: _______________________________________ 
 
PATIENT ID NO:  __________________________________Date of Birth:______________ 
 
SURNAME:  ______________________________________ 
 
NAME:  _____________________________________MR/MRS/MS/MISS:_____________ 
 
POSTAL ADDRESS:  ________________________________________________________ 
 
_________________________________________________________CODE:  ___________ 
 
PHYSICAL ADDRESS:  ______________________________________________________ 
 
_________________________________________________________CODE: ____________ 
 
TEL (H):  ______________________ (C) _________________________________________ 
 
EMPLOYER:  ________________________ TEL:  _________________________________ 
 
OCCUPATION: _____________________________________________________________ 
 
EMAIL ADDRESS:  __________________________________________________________ 
 
REF DR:  ___________________________________________________________________ 
 
MED AID:  _____________________________NO:_________________________________ 
 
MED AID PLAN:  __________________________________________Dependant No:_____ 
 
GAP COVER:  YES:  __________/ NO: __________ 
 
MAIN MEMBER:  _______________________ID NO: _____________________________ 
 
NB: ARE YOU CURRENTLY TAKING ANY MEDICATION? IF SO, KINDLY LIST BELOW 

 

 

 

 
HEIGHT: ________________________ WEIGHT:  _________________________________ 
 
PLEASE NOTE:  IN CASE OF AN OPERATION, WE DO SUBMIT YOUR ACCOUNT TO YOUR MEDICAL AID, BUT UNDER ALL CIRCUMSTANCE YOU, AS PATIENT, ARE 
LIABLE FOR THE PAYMENT OF OUSTANDING FEES 
 
 
 

 
SIGNATURE:  ____________________  ICD 10 CODE: (for office use)____________________ 


