
 Dr. Johan Blignaut MBCHB LMCC FCS(SA) 

Specialist Surgeon 

MAIN MEMBER INFORMATION – MEDICAL AID  
    
ID NUMBER  SURNAME *  
    
FULL NAMES *  INITIALS GENDER 

    
HOME LANGUAGE  TITLE DATE OF BIRTH 

    
CELL * HOME TEL WORK TEL FAX 

    
EMAIL *  EMPLOYER  
    
MAIN MEMBER POSTAL ADDRESS * MAIN MEMBER PHYSICAL ADDRESS 
    
    
    
 CODE  CODE 

MEDICAL SCHEME *  MEDICAL SCHEME PLAN / 
OPTION * 

 

    
MEMBER NO *  DEPENDANT CODE OF MAIN MEMBER * 

    

  * Indicates Mandatory fields 
 

PATIENT INFORMATION  
    
ID NUMBER OF PATIENT  SURNAME  
    
FULL NAMES *  INITIALS GENDER 

    
HOME LANGUAGE  TITLE DATE OF BIRTH 

    
CELL * HOME TEL WORK TEL  
    
RELATIONSHIP TO MAIN MEMBER *  DEPENDANT CODE OF PATIENT* 
    
 HEIGHT WEIGHT AGE   
    
GP NAME  PATIENT EMAIL  
    
NEXT OF KIN  CONTACT NUMBER RELATIONSHIP 

    
WHO REFERRED YOU OR HOW DID YOU FIND OUT ABOUT DR BLIGNAUT? 

 
I hereby confirm that the information I supplied above is true and accurate, and I am responsible for any false information 

provided, I also confirm that I am aware that Dr Blignaut charges above medical aid rates and that I am responsible to settle 

my full account.  

 

NAME:      DATE:    SIGNATURE: 

 


