
Version 1.2 pg. 1 

                             DR R O A RAMMUTLA 
                          Specialist Neurosurgeon    MBChB (NATAL), FC(SA)   

PR no: 0240000242098 

  
                                                  
            
 
 
 

PATIENT DETAILS: 

 

SURNAME: _____________________________________________  FULL NAME: _____________________________________________ 

I.D. NO: __________________________________________________HOME NUMBER: __________________________       

CELL NUMBER: ________________________________________ EMAIL ADDRESS:  ____________________________________________ 

RESIDENTIAL ADDRESS: ______________________________________________________________________________________ 

 _____________________________________________________________________________                CODE:  _____________________ 

MEDICAL AID: _____________________________             PLAN: ______________________________________________________  

MEDICAL AID NUMBER:  _____________________________________         DEP CODE: ______________________________ 

OCCUPATION: _________________________________     COMPANY NAME: _________________________________________ 

WORK ADRESS: ______________________________________________________________         CODE: _____________________   

WORK TEL NO: ___________________________________________ 

REFERING DOCTOR: ______________________________________ 

 

PERSON RESPONSIBLE FOR ACCOUNT: 

 

SURNAME: _____________________________________________ 

FULL NAME: _____________________________________________ 

I.D. NO: __________________________________________________ 

CELL NUMBER: _________________________________________ 

HOME NUMBER: __________________________      EMAIL ADDRESS:  __________________________________________ 

RESIDENTIAL ADDRESS: ____________________________________________________________________________________ 

 ________________________________________________________          CODE:  ___________________________________________ 

MEDICAL AID: _____________________________              PLAN: ___________________________________________________  

MEDICAL AID NUMBER:  _____________________________________          DEP CODE: ____________________________ 

OCCUPATION: _________________________________              COMPANY NAME: __________________________________ 

WORK ADRESS: ______________________________________________________________        CODE: _____________________   

WORK TEL NO: ___________________________________________ 

REFERING DOCTOR: ______________________________________ 

 

NEXT OF KIN: 

NAME AND SURNAME: _____________________________________________________ 

RESIDENTIAL ADRESS: ______________________________________________________   CODE: _________________________ 

CONTACT NUMBER: _____________________________________________ 

PLEASE NOTE THAT IF PAYMENT IS NOT MADE WITHIN 60 DAYS, ACCOUNT WILL BE HANDED OVER 

TO OUR ATTORNEYS FOR COLLECTION.  YOU WILL BE LIABLE TO PAY ANY/ ALL COLLECTION AND/OR 

ATTORNEY CLIENT SCALE FEE. 

SIGNATURE:   _____________________________________               DATE: __________________________________ 

Netcare Sunward Park Hospital 

C/O Kingfisher Avenue, Aquarius Rd & Bert Lacey Drive 

Sunward Park 1459 

Tel:27(0)8971785  Fax:27(0)8971755 

E-mail: accounts.drrammutla@mweb.co.za 

Netcare Linksfield Hospital 

24-12th Avenue 

Linksfield 2192 

Tel:27(0)6473505 Fax:27(0)8971755 

E-mail:drrammutla@mweb.co.za 


