
reaching caring healing
CLINICV

Bed booking / Pre-admission

Details of medical scheme/account holder 

Title ____________________________________________________ 

Surname _______________________________________________

Full names _____________________________________________

Postal address __________________________________________

____________________________  Code _____________________

Home tel. no. (            ) __________________________________    

Work tel. no. (            ) ___________________________________

Cell no. ________________________________________________

Employer _______________________________________________

Occupation ____________________________________________

Medical scheme _______________________________________

Medical scheme no. ____________________________________

ID. no. _________________________________________________

Date of birth ___________________________________________

Next of kin/people that do not reside with you or at the 
same address

1.  Name and Surname _________________________________

Relationship ____________________________________________

Residential address _____________________________________

________________________________________________________

________________________________________________________

____________________________Code ______________________

Home tel. no. (            ) __________________________________    

Work tel. no. (            ) ___________________________________

Cell no _________________________________________________

2.  Name and Surname _________________________________

________________________________________________________

Relationship ____________________________________________

Residential address _____________________________________

________________________________________________________

________________________________________________________

____________________________Code ______________________

Cell no. ________________________________________________

Home tel. no. (            ) __________________________________    

Work tel. no. (            ) ___________________________________

________________________________________________________

Signature of guardian/account holder

________________________________________________________
Please print name

Patient details

Title ____________________________________________________ 

Surname _______________________________________________

Full names _____________________________________________

Residential address______________________________________

____________________________  Code _____________________

Date of birth ____________________________________________

ID no. __________________________________________________

Gender ________________________________________________

Employer _______________________________________________

Occupation ____________________________________________

Religion ________________________________________________

Medical scheme dependant code ______________________

Referring Dr/Psychologist ________________________________

Tel. no. _________________________________________________

Admitting Dr. ___________________________________________ 

Diagnosis code _____________________________________

Planned admission date and time _______________________

Authorisation no. _______________________________________

Please provide the following details even if your vehicle 
does not remain on Vista Clinic's premises 

Motor vehicle model ____________________________________

Motor registration no. ___________________________________

Firearms/Weapons

Did you bring a firearm/weapon with you?  

Yes  ________   No  _______

Previous hospital admissions

Vista Clinic _____________________________________________

If yes, when? ___________________________________________

Any other psychiatric facility?  

If yes, when and details? ________________________________

________________________________________________________

________________________________________________________   

________________________________________________________

Patient’s signature

__________________________________________________ 
Please print name

 

Pre-authorisation no. ________________________

Pat # 01; 12/2006.


