
EZMED PATIENT TAKE-ON FORM (MEDICAL AID) 
 

      General Details:  Physical Address: 
       Title:   Initials:   Referring Provider  Complex Name:  Unit No: 
         

         First Name:  Surname:  Street No:  Street Name: 
       

       Identity Type:  Identity Number:  Suburb: 
     

     Date of Birth:  Language:  City:  Postal Code: 
       

       Gender  External Reference:  Province:  Country: 
  

Male 
       

Female       

           
Other 

    The postal address is the same as the physical 
address  

     
      Contact Details:  Postal Address: 
   Email Address:  Mobile Number:  PO Box Number / Private 

 
 Suburb: 

       

     Home Number:  Work Number:  City:  Postal Code: 
       

       Fax Number:  Alternative Contact Details:  Province:  Country: 
       

       Funder Details       
        

Patient is Main Member   

 
     Medical Scheme Details:  Main Member Details: 

 
  

     Medical Aid Scheme:  Medical Aid Number:  Title:  Initials:   
         

         Medical Aid Plan:  Main Member Dep No:  First Name:  Surname: 
       

         Patient Dep No:    Identity Type:  Identity Number: 
       

         
  Main Member Contact Details 
       Email Address:  Mobile Number: 
       

     Signature:  Date:  Home Number:  Work Number: 
       

       Fax Number:  Alternative Contact 
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