
METHOD OF PAYMENT:
DISCOUNTS ARE APPLICABLE ONLY ON SPECTACLE LENSES AND FRAMES. NO DISCOUNT IS GRANTED ON PROFESSIONAL
FEES, CONTACT LENSES AND SOLUTIONS.
CERTAIN MEDICAL AIDS HAVE NEGOTIATED A DISCOUNTED RATE AND NO FURTHER DISCOUNTS CAN BE GIVEN.

 Tariffs are charged according to Medical Aid rates. This Practice is contracted to most Medical Aids.
   Should your Medical Aid not be contracted in, please pay us on collection and claim yourself.

 Kindly complete in full. • Use block letters. (Please return to reception)

MAIN MEMBER DETAILS: Mr / Mrs / Miss / Mst / Ms / Dr                Account to be sent to:
Surname: .......................................................................................................................................................................
First Names: ..................................................................................................................................................................
Address (Residential) ....................................................................................................................................................
el No’s: Work......................................................................... Home: ...........................................................................

Cell No: .................................................................................. Fax No: .........................................................................
Email: ..................................................................................... Date of Birth: .................................................................
ID No’s:
Employer’s Name: .........................................................................................................................................................
Address: .........................................................................................................................................................................
Occupation: ....................................................................................................................................................................

May we contact you regarding promotions?

PATIENT DETAILS   Mr / Mrs / Miss / Mst / Ms / Dr

I HEREBY TAKE FULL RESPONSIBILITY FOR THE SETTLEMENT OF THIS ACCOUNT. I ACCEPT LIABILITY FOR ANY 
LEGAL COSTS ON THE ATTORNEY AND CLIENT SCALE SHOULD THIS ACCOUNT BE HANDED TO ATTORNEYS TO 
RECOVER ANY OUTSTANDING AMOUNTS.

LEASE NOTE, OUR PAYMENT POLICY IS AS FOLLOWS:
ATIENTS ON MEDICAL AID (TO WHICH WE ARE CONTRACTED) ARE TO PLEASE PAY THEIR EXCESS/PATIENT 

PORTION ON COLLECTION. IF YOU CANNOT DO THIS, KINDLY DISCUSS OUR CREDIT OPTION WITH RECEPTION.

METHOD OF PAYMENT ON COLLECTION

     CASH/ CHEQUE (10% DISCOUNT)     CREDIT CARD (10% DISCOUNT)

    EDGARS ACCOUNT       INTERNET TRANSFER

   SIGNED       DATE

WELCOME TO OUR PRACTICE
H i l l i a r  &  G r a y

o p t o m e t r i s t s
professional care for your eyes 
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Surname First Names

Address (Postal)

Tel No’s: Work Home Cell

Email                                                                                                                           Fax

ID No                                                                                             Date of Birth

Medical Aid                                                                                                                                                   Plan

Employer’s Name

Address

Occupation                                                                                                                         Home Language

Name of Friend/Relative

Tel No’s: Work Home Cell

Surname First Names

ID No

Residential Address

Tel No’s: Work Home Cell

Medical Aid No

Email:


