
[bookmark: _Hlk533152814]Dr Rav Yael James

MBChB (Stellenbosch) Dip HIV Man, Advanced Fellowship in Nutritional, Metabolic and Functional Medicine (American Academy of Anti-Aging Medicine, U.S.A)
Tel: 066 487 8441
Email: DrRavJames@gmail.com
Website: www.DrRavJames.com
Practice Number: 0688 037
MP 071 7967

35 Glen Eagle Close
White River Country Estate
White River 
1240


Medical terms and conditions 

The terms and conditions set out below constitute the agreement concluded between this practice and the patient and main member of the applicable medical aid.

1. Scope of practice 
a. I understand that Dr Rav James is a qualified, duly registered medical practitioner whose practice is in the field known as functional medicine. This does not mean that Dr James will not prescribe appropriate medications in appropriate circumstances, but it does mean that the approach will embrace the principals of functional medicine, integrating traditional medicine concepts appropriately.
b. Dr James complies with the Health Professions Society of South Africa, a statutory body, established in terms of the health professions act. 
2. Medical information/medication
a. I have disclosed all known allergies, medications and medical/health conditions in order for Dr Rav James to evaluate my health requirements.
b. I understand that medication prescribed must be used in accordance with the doctor’s instructions. I shall immediately submit to and bring to the attention of Dr Rav James any side effects resulting from the consumption of any medication.
c. I will strictly adhere to all the warnings/instructions of medication recommended by Dr Rav James. 
3. Payments
a. I have familiarized myself with the benefits and conditions of my medical aid scheme prior to the consultation date.
b. I further acknowledge that I have been informed that this is a private practice and its fees may exceed that allowed by the medical aid scheme.
c. I have familiarized myself with the fee structure of this practice, and agree thereof.
d. I agree to pay my account in full within 24 hours of receiving an invoice.
e. I will be responsible for submitting any claim for consultations, services rendered, or medicines received to my medical aid scheme.
f. Shall I fail to pay the account in full within 24 hours of receiving my invoice, interest calculated at 3% per month may be added to the outstanding balance until such time as the outstanding sum has been paid in full. Should the sum due still be outstanding after sixty days after receipt of the account, legal action will be instigated for the recuperation of the costs for services rendered and I will be responsible for payment of any/all collection fees resulting in such action.
g. I have been advised that the practice reserves the right to impose a consultation fee of R800 per thirty minutes for any telephonic consultation relating to any new medical issue which I may experience.
4. Confidentiality
a. All information furnished to the practice shall be treated as strictly confidential, though the doctor may be required to provide personal information to the following bodies 
i. Consulting specialists and other doctors.
ii. Any further third parties if such sharing of information is pertinent to the treatment in question.
b. The practice will not disclose my personal information to any party other than those listed herein, unless required by the law. It is therefore my responsibility to disclose my medical condition to my employer or any third party requesting such information.
c. The Children’s Act provides that children from the age of 12 may in instance consent to medical treatment. Information provided by such minors is confidential and may only be divulged with the minor child’s consent.
5. Authority to consent (if applicable)
a. I am the guardian/parent/curator of the patient and legally authorize to consent to treatment provided by the practice.                      (initial)
6. General.
a. I confirm that all information submitted by me is true and correct and I have the necessary authority to furnish the practice with any personal information herein contained.
b. I further acknowledge that I have read and understand the terms and conditions herein contained and agree to be bound thereby.



Signed at                                              on this the                   day of



 Patient’s/Guardian’s signature 
Patient’s name 

