
Name: ___________________ Surname:  _______________________ 

ID Number:   _____________________________________ 

Medical aid Name: _________________________________________ 

Medical aid Number:  ________________________________________ 

Doctor: _____________________Tel. no: ________________________ 

Allergies: 
_________________________________________________________
_________________________________________________________
_________________________________________________________ 

Medication: 
_________________________________________________________
_________________________________________________________
_________________________________________________________ 

Health Issues: 
_________________________________________________________
_________________________________________________________
_________________________________________________________ 

Major operations: 
_________________________________________________________
_________________________________________________________
_________________________________________________________ 

In case of emergency: 

Contact person:    Contact person: 
_______________________________ ___________________________________ 

_______________________________ ___________________________________ 

_______________________________ ___________________________________ 

 

 

___________________________________ 

Signature 


