
 

 

TERMS & CONDITIONS  

1. PARTIES & PRACTICE MEANS - This agreement is entered into between the undersigned patient ("Patient") and Dr. Christian 

Jeske INC ("Practice"). The Practice means as described on the reverse of this admission form. 

2. BREACH - Failure to comply with this agreement's payment terms may result in legal action. 

3. GENERAL - This agreement is binding and constitutes the entire agreement between the parties. Any amendments or 

variations require written and signed consent from both parties. 

4. DOMICILIUM - The parties select domicilium citandi et executandi at the addresses on the overleaf. 

5. LEGAL COSTS - Should the Practice commence legal proceedings, the Patient undertakes to pay all legal costs relating to 

recovery of outstanding monies, including attorney fees, collection fees, commissions, and interest. 

6. PAYMENT TERMS & CONDITIONS 

6.1. The Patient acknowledges full responsibility for medical account payments. 

6.2. This agreement is with the Patient, not the medical scheme/aid. 

6.3. The Patient warrants active medical aid membership but remains liable for payments in full. 

6.4. The Patient understands that pre-authorization does not guarantee payment and remains responsible for obtaining 

authorization and full payment. 

6.5. The Patient acknowledges that fees may exceed medical aid tariffs and accepts responsibility for co-

payments/shortfalls. 

6.6. The Patient agrees that the Practice may submit a claim to the medical aid/scheme, Compensation Commissioner, Road 

Accident Fund, or an insurer, but this does not relieve the Patient of payment liabilities. 

6.7. Medical aid refunds to the Patient must be paid to the Practice within 7 days. 

6.8. Accounts must be settled within 30 days of non-payment by medical aid. 

6.9. Overdue accounts (60+ days) incur interest at the prime rate of +2%. 

6.10. Accounts unpaid after 60 days will be handed over for collection, and the Patient will be liable for legal fees. 

6.11. The Patient must ensure medical aid payment within 90 days; beyond this, full liability falls on the Patient. 

6.12. Follow-up consultations are chargeable irrespective of location, ie. rooms, the ward, high-care, or the ICU. 
 

7.  CONSENT TO DATA PROCESSING & DISCLOSURE (POPIA) 

7.1. The Patient, in accordance with the Protection of Personal Information Act, 4 of 2013 ("POPIA"), grants consent to the 

practice and its appointed processors to collect, process, and retain the Patient’s personal information for medical 

treatment, administrative functions and medical aid claims. This includes processing by the Health Care Practitioner, 

administrative staff, affiliated management, accounting & billing firms, coding & other legitimate administrative 

purposes.  

7.2. The Patient acknowledges that their personal information will only be used for its intended purpose, retained as 

required by law, and that they have the right to access, correct, or request deletion of such information.  

7.3. The Patient consents to communication via phone, email, SMS, fax, video call, WhatsApp, or other social media 

platforms and accepts that invoices and statements shall be sent electronically.  

7.4. The Patient undertakes to notify the Practice of changes to personal details, address, contact info or medical aid details. 

7.5. The Patient expressly consents to the disclosure of relevant personal and medical information, including but not limited 

to diagnosis, condition, treatment, and ICD-10 codes, to members of the Clinical Team and referring Health Care 

Practitioners involved in the Patient’s treatment, to medical aid schemes, insurers, the Compensation Commission, the 

Road Accident Fund, or any third-party responsible for processing claims and for debt collection agencies if required. 

 

I, ______________________ (Patient Name), ___________________ (ID/Passport No.), do hereby acknowledge that I 

understand and agree to this document in its entirety. Signed at _______________ on the ______ 20____. 

 

_________________                    _________________                    _________________ 

PATIENT SIGNATURE        WITNESS NAME & SURNAME     WITNESS SIGNATURE 


