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Consent to Payment of Account
This practice offers specialist services, devoted to the many functions and dysfunctions of the pelvis.
Assessment and treatment is complex and complicated, involving multiple systems. The focus is on accurate
assessment to inform appropriate treatment.
Payment is expected when services are rendered. This is a Cash Practice. Settlement is on the day. Payment is
via cash, major credit cards, SnapScan or same day EFT by arrangement.
Costs and Fees:
Initial consult: R1000 (per hour)
Follow-up:
R250 (per 15mins); follow up may be in increment of 15mins
Duration of the follow-up consult will be booked according to anticipated need at preceding session.
Outstanding accounts will be charged at:
Interest rate at 2% per month
Admin fee of R50
Debt collection procedures

after 30days
after 60days
after 90 days

This practice will not be involved in any Medical Aid disputes.
We have a 24-hour Cancellation Policy. There is a cancellation fee of R500 for un-kept appointments.
Please cancel appointments directly to the practice cellphone on 083 2582843.

Sms is NOT considered adequate notice due to high failure rate. Insist on a confirmed cancellation.
Please indicate below how we may share your information. Of note: if you do not disclose relevant information
with your medical aid, they will reject the claim.
I consent to relevant information being shared with my medical aid
I consent to settle my account directly, and submit to my medical insurer for re-imbursement
I consent to settle all outstanding fees due as a result of late payment of my account





Name of Patient

………………………………………………………….…………………………………………………

Signature of patient

………………………………………………………………..…………………………………………..

Signature of Parent or Guardian (if applicable) …………………………………………….………………………………………………..
Name of physiotherapist

Corina Avni

Signature of physiotherapist

……………………………………………………………………………………………………………….

Date

………………………… Time

……………..

Place

………………………………

