Doctors@helderbergcentre

Account number (Office use):

Name and surname:

you?

Are you on any chronic medication? Yes/ No
Is your chronic medication registered Yes/ No
with your medical aid?

Iif no, would you like us to register Yes/ No

Please list Chronic medication:

Please list issue for which chronic

medication is for:

o B ow N

6.

Do you have any allergies?

Yes/ No

If yes please list the allergies:

What medication do you use for the

allergies? Please list:

3.

4.

Do you have a medical ID bracelet/

band?

Yes/ No




