	CHILD CLIENT FORM

1. IDENTIFYING PARTICULARS OF DEPENDANT (CLIENT)

	Surname:      
	First name/s:      

	Date of birth:      
	Age:      
	Name by which client prefers to be called:      

	School:      
	Grade:      
	School telephone number:      

	Contact person for the client:      
	Date of first consultation: 20      -       -      

	Relation:      
	Cellular number:

	Home telephone number:      
	Work telephone number:      

	2. BIOLOGICAL PARENT PARTICULARS

	Marital status:      

	Biological mother’s details:
	Biological father’s details:

	Surname:      
	Surname:      

	First name/s:      
	First name/s:      

	Identity number:      
	Identity number:      

	Cellular number:      
	Cellular number:      

	Home telephone number:      
	Home telephone number:      

	Work telephone number:      
	Work telephone number:      

	Residential address:      
	Residential address:      

	     
	     

	Postal address:      
	Postal address:      

	     
	     

	E-mail address:      
	E-mail address:      

	Occupation:      
	Occupation:      

	Company:      
	Company:      

	Highest qualification:      
	Highest qualification:      

	3. FAMILY DETAILS (SIBLINGS)

	Name/s:
	Date of birth:
	Relation to child:
	Age:
	M/F:

	     
	     
	     
	    
	    

	     
	     
	     
	    
	    

	     
	     
	     
	    
	    

	4. PERSON RESPONSIBLE FOR THE ACCOUNT

	Surname:      
	First name/s:      

	Identity number:      
	Residential address:      

	Cellular number:      
	     

	Home telephone number:      
	Postal address:      

	Work telephone number:      
	     

	5. MEDICAL AID DETAILS

	Medical aid name:      
	Postal address of medical aid:      

	Medical aid option:      
	

	Main member:      
	Membership number:      

	7. SOURCE OF REFERRAL

	Surname:      
	First name/s:      

	Telephone number:      
	E-mail address:      

	8. MOTIVATION FOR CONSULTATION

	     


	I have read and understood the terms and conditions of the practice, and agree to abide by them.

I hereby give permission for my details to be added to an e-mail database for information regarding upcoming workshops, etc. to be e-mailed to me.      FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO (Please indicate with a X)

	SIGNED:
	DATE: 20      -       -      

	PRINTNAME:      
	

	OFFICE USE ONLY

	ICD-10 CODE:
	ACCOUNT NUMBER:
	FILE NUMBER:


