NARKOSEVORM

Maam van Pasiént:

DOB:

Tandarts/Dokter:

Assistent:

Narkotiseur:

OOREENKOMS TUSSEN DIE ANESTESIOLOOG EN
PASIENT

1. Ek begryp dat 'n insidentvrye sedasie nie gewaarborg
kan word nie.

2. Ek verleen toestemming om sedasie te ontvang en ek
begryp die werduideliking aangaande die sedasie en
voorgestelde prosedure. Ek begryp dat enige addisionele
prosedures of behandeling slegs gedoen sal word in my eie
belang en as gevelg van mediese redes.

3. Ek onderneem om nie alkohol te werbruik, 'n
motorvoertuig te bestuur, of enige gevaarlike toerusting te
hanteer, belangrike besluite te neem of dokumente te teken
wvir 'n tydperk van 24 uur na sedasie toegedien is nie.

4. Ek wverleen toestemming dat my persoonlike inliging
bekend gemazak mag word aan belanghebbende instansies,
soos deur die wet bepaal, asook anonieme data van 'n kliniese
en praktykbesturende aard wat tot die bevordering van die
pasiént se welstand mag bydra.

BETALING

5. Hierdie rekening is totaal onafhanklik van enige ander
rekening deur die hospital of chirurg uitgereik.

6. U is persoonlik verantwoordelik vir betaling en NIE u
mediese fonds nie. U mediese fonds gaan nie die volle bedrag
vereffen nie.

7. Mora rente mag gehef word op rekeninge wat nie
binne 60 dae ten volle vereffen is nie.

8. U kies die adres soos op die keersy aangedui as u
DOMICILIUM CITANDI ET EXECUTANDI adres. u
aanvaar die verantwoordelikheid om die prakbyd skriftelik van
enige adresveranderinge in kennis te stel indien nodig.

9. Sou u rekening oorhandig werd vir invordering van
uitstaande bedrae, sal u aanspreeklik gehou word wvir
regskoste wat insluit regskoste op prokureur- en —klient skaal,
invorderingskommissie en opsporingskoste sowel as BTW waar
van toepassing.

GETEKEN:

DATUM:

AMPTELIK (Anestesioloog) GETEKEN: -------------------
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ANAESTHESIA FORM

Name of Patient:

DOB:

Dentist/Doctor:

Assistant:

Anaesthetist:

AGREEMENT BETWEEN THE ANESTHESIOLOGIST AND
PATIENT

1. I understand that no one can guarantee an incident
free sedation.

2. I agree to the proposed sedation, which has been
explained to me by the doctor/dentist.

3. I agree not to drink alcohol, drive a car, or operate
any dangerous equipment, make important decisions or sign
contracts for 24 hours after recovering from anaesthesia.

4, I agree to allow my personal data to be forwarded to
the relevant organizations as required by law and to allow
anonymous data of a cdinical and practice management
nature, to be collected to help to improve the patients’
healthcare experience.

PAYMENT

5. This account is rendered completely independent from
the accounts rendered by die hospital and surgeon.

6. You are personally responsible for payment and NOT
your medical aid fund. Your medical aid fund will not cover
the full amount on your account.

7. Mora interest may be charged on accounts that have
not been settled in full within 60 days.

8. You hereby choose the address on the overleaf as
your DOMICILIUM CITANDI ET EXECUTANDI address for
all purposes of this agreement and acknowledge responsibility
to inform the anaesthesiclogist in writing of any change of
address that may occur since the date of treatment.

9. Should your account be handed over for collection of
any monies in arrears you will be liable for all legal costs on
attorney and client scale, collection charges and tracing fees
as well as VAT where applicable.

SIGNED:

DATE:

OFFICIAL (Anesthesiologist) SIGNED: --------------—-
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