
 
 

Engelbrecht & Viljoen

Physiotherapist Inc.

Physio.on.Rondebult@gmail.com

 

PERSON RESPONSIBLE FOR PAYMENT: 
 

Full names:.    .    .    .    .    .     .   .    .    .   . .   .   .   .   .   . .    .    .    .     .   .       .    .    .    .    Surname..   .   .   .   . .    .    .   .  ..   .   .    .    .    . .   .    .    .   .  .       .    .     
 

Title:    .   .   .    .  .  . .        .  ID nr:.   .   .   .   .    .    .    .    .    .     .   .    .    .   . .   .   .   .   .   .    .    .    .    .    .     . . Postal code  .   .   .   .    .    . .    .    .   .  ..   .   .    .       

 

Home Adress: .     . .   .   .   .   .   .    .    .    .    .    .     .   .    .    .   .   .    .    .   .     .   .    .   .    .    .    .     . .   .   .   .   .   .    .    .    .    .    .    .   .    .    .   .  . .   .    .  .   .   .    .    .   . 
 

Home tel:.   .   .   .   .    .    .    .    .    .     .   .    .    .   . .  . Work Tel:   .    .    .    .     . .   .   .   .   .   . Cell (self )   .     .   .   .    .    .   .  ..    .    .   .    .    .    .    .  . 

 

E-mail (self ) .    .    .   .     .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   . .    .    .   .     .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   .    . .    .    .   .   .    .    .   . .     

 

Spouse .    .    .   .     .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   .    .    .   Cell. .   .   .   .    .    .    .    .    .     .   .    .    .   .   .    .   .   .   .    .    .    .    .    .     .   .    .    .   .   .     
 

E-mail (Spouse) .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   . .    .    .   .     .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   . .    .    .   .   .    .    .   . .    .    .    

 

Next of Kin: .   .    .    .    .    .   .     .   .    .    .    .    .     .   .    Cell.   .   .   .   .    .    .    .    .    .     .   .    .    .   .   .    .    .   .     .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .    
 

Medical aid: .   .    .    .   .   .    .    .   . .    .    .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .    .   .     .   Nr: .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .   .   .    .  
 

Main Member’s Initials and Surname:  . .  .  .  .  .  .    .    .    .   .   .    .    .   . .    .    .   .    .    .   .   .    .    .   . .    .    .   .     .   .    .    .    .   .     .    
 

DEPENDANTS: 
 

Full name:  .   .    .    .    .    .    .     .   .    .    .   . .    .    .    .    .    .     .   .    Date of Birth:    .    .    .    .    .     .   .    .    .    .    .    .    .     .   .    .    .   .   .    .   .  
 

Full name: . .    .    .    .    .    .   .    .    .    .    .    .     .   .    .    .   .     .   .    Date of Birth: .    .    .    . .    .    .    .    .    .     .   .    .    .   .      .    .     .   .    .    .   .    
 

REFERRING DOCTOR: 
 

Name: .    .    .    .    .    .     .   .   .    .    .    .    .     .   .   .    .    .    .     .   .   .    .    .   Tel: .    .    .    .    . .   .    .        .     .   .  .   .    . .    .     .   .   .    .          .    .   .    
 

Would you like your physio to send the referring doctor a report upon concluding your 

treatment here? If yes:  Email: .    .    .    .    .    .  .    .    .    .    .    .     .   .    .    .   .      .   .    .    .    .     .   .    .    . .    .    .     .   .    .    .   .        .       
 

I, (person responsible for payment):.        .     .   .  .   .    .      .    .   .  .     .   .  .   .    .      .     confirm that the details 

above are correct:       Signed:   .    .   .      .   .    .    .    .     .   .    .    . .    .    .     .   .    .    .   .        .      Date:  .    .    . .    .    .     .   .    .   .    .    . .    .    .      
 

I, (patient)        .     .   .  .   .    .      .    .   .  .     .   .  .   .    .      .     confirm that the details above are correct:    
 

Signed:  .    .   .      .   .    .    .    .     .   .    .    . .    .    .     .   .    .    .   .        .      Date:  .    .    . .    .    .     .   .    .   .    .    . .    .    .     .   .    .    .   .         .   .         
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Engelbrecht & Viljoen
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Physio.on.Rondebult@gmail.com

Agreement and Informed Consent – 

• Please note that this is a cash practice. – Fees are payable on the day of treatment. 

• Management and financial advisors carefully considered payment policies – Please refrain from 
arguing with your physiotherapist.  

• We are not registered Financial Credit Providers (Registered with FICA). Please do not 
embarrass your physio by asking for discounts, altering rates, or down payment options. 

• No appointment reminders will be sent – Please use your reminder app /  Google Diary. 

• Filing is done according to the patient’s legal name. Please be concise when filling in the forms. 

• Appointments for consultation not cancelled  4 hours in advance will be charged for. 

• Telephonic consultations will be charged at the appropriate rate.  E-mail conversations are not 
an extension of your consultation process. 

• Remember that we are working with your body, which may react differently to someone else’s. 
You are not a car or a chair – We cannot predict nor guarantee. 

Dry needling information: Dry needling is a Western technique using thin needles to treat pain and 
dysfunction. Your therapist has been specifically trained and will choose the needle appropriate to the 
area and your body. This technique generally has minimal risk. You may have slight bruising around 
the needle site. On rare occasions, people feel very happy /tearful, sweaty, or cold. Fainting may occur 
in a tiny minority of people. There are no lasting ill effects of these side effects. If you are treated in the 
shoulder, neck or chest area, there is an additional risk. If the lung is punctured, you may develop a 
pneumothorax (air in the space around the lung). Should this rare but serious problem arise, go 
directly to a hospital without panicking. Symptoms include shortness of breath, which may worsen, 
sudden, sharp pain when breathing, a bluish tinge to your lips and an inability to “catch your breath”. 
The treatment for this is very successful. Please let us know if you prefer us not to use this technique. 

I,   .   .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   .   . consent to receive physiotherapy intervention 
relating to treatment which may include removal of clothing, physical touch, orthopaedic manipulation, 
dry needling (as explained above), and electrotherapy modalities. I acknowledge that any treatment or 
intervention has risks, and my physiotherapist has explained it to me. 

I, .   .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   consent to treatment by any of the therapists 
working at this practice. 

I, .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .  .   .   .   .   .   .   .    .   .   .  .   .   .   .   .   .   .   .   have read and understand all the T’s & C’s in 
this agreement. I further declare that I will have no claim against this practice or its personnel, which 
may arise for any reason. 

On first visit:          Signature:  .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    Date:  .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .   .   .   .   .    

On a follow-up visit to confirm and accept that the information provided is still accurate as well as consent 
to treatment and T’s and C’s as set out above:   Full Name: .   .    .   .   .   .   . .   .   .  .   .   .   .   .    .     .   .   .  .   .   .   .   .    .     .   .  .   .   .   .   .    .      

Signature:  .   .   .   .   .    .   .   .   .   .   .   .   .   .   .   .    .   .  .   .   .   .   .    .     .   .   .   .   .   .   .   .   .   .   .    Date:   .   .   .   .   .  .   .   .   .   .    .     .   .    .   .   .   .   .   .  .   .    
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