          [image: ]		     PATIENT APPLICATION FORM

Please email back the completed form, along with a copy of your ID and SASSA card, to:  admin@keratoconusfoundationsa.org

	PATIENT DEMOGRAPHIC INFORMATION

	Title
	[bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Text10]|_| MR.        |_| MS.        |_| MRS.        |_| Other, specify:       

	Full Name
	Last
	[bookmark: Text2]     

	
	First
	[bookmark: Text3]     

	
	Middle	
	[bookmark: Text4]     

	Nationality
	[bookmark: Text1]     
	ID number
	[bookmark: Text29]     

	DoB 
	[bookmark: Text5][bookmark: Text31][bookmark: Text32]     /     /            (yyyy/mm/dd)
	Age
	[bookmark: Text11]     

	Gender
	[bookmark: Check13][bookmark: Check14]|_| Female    |_| Male   

	Race
	[bookmark: Text7]     
	Language
	[bookmark: Text12]     

	Employment status
	[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19]|_| Employed        |_| Unemployed        |_| Retired        |_| Student        
[bookmark: Check21][bookmark: Text30]|_| Other, specify:      



	ADDRESS

	The physical and postal addresses are the same
	[bookmark: Check22][bookmark: Check23]|_| Yes       |_| No     (if yes, only complete the physical address section)

	Physical address
	Postal address

	Street
	[bookmark: Text18]     
	[bookmark: Text13]     

	Suburb
	[bookmark: Text17]     
	Suburb
	[bookmark: Text14]     

	Town
	     
	Town
	     

	Postal code
	     
	Postal code
	     

	Province
	     
	Province
	     



	COMMUNICATION

	House phone
	     
	Mobile
	[bookmark: Text19]     

	Email address
	     

	Preferred method(s) of communication (day time)
	[bookmark: Check27][bookmark: Check28][bookmark: Check29]|_| Mobile         |_| Email           |_| House phone



	FAMILY INFORMATION – LIST YOUR IMMEDIATE FAMILY MEMBERS 

	Full name
	ID number
	Relationship to patient 
	Employment status

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	[bookmark: Text21]     
	[bookmark: Text20]     
	     

	INCOME INFORMATION

	Total household monthly (*)
	[bookmark: Text22]R      



	SASSA

	Name on the card (*)
	     
	SASSA number (*)
	[bookmark: Text37]     

	Relationship to the patient (*)
	     

	(*) I authorise KFSA to independently verify the information related to SASSA
	|_| Yes
	|_| No



	OPTOMETRIST | OPHTHALMOLOGIST INFORMATION (if applicable)

	Public hospital name
	[bookmark: Text35]     
	District
	[bookmark: Text36]     

	I have been diagnosed by an 
	[bookmark: Check25]|_| optometrist          |_| ophthalmologist 

	If applicable, date of the consultation
	     

	Name of the practice
	     

	Name of the diagnosing practitioner
	[bookmark: Text23]     

	Street
	     
	Suburb
	     

	Town
	     
	Postal code
	     

	Province
	     
	Phone # 
	     

	Email address
	[bookmark: Text27]     



	WHEN AND WHERE DID YOU HAVE YOUR LAST EYE EXAMINATION?

	Date
	[bookmark: Text33]     
	Place
	[bookmark: Text34]     



	HAVE YOU RECEIVED ANY TREATMENT ASSISTANCE?
	|_| Yes
	|_| No

	If yes, assistance received from 
	[bookmark: Check34][bookmark: Check35]|_| KFSA               |_| Any other organisation, please specify below

	
	[bookmark: Text38]     



	ANY PREVIOUS TREATMENT INFORMATION?

	[bookmark: Text28]     



	PLEASE EXPLAIN WHY THE FOUNDATION SHOULD ASSIST YOUR APPLICATION

	     




	|_|
	I hereby certify that the information provided in this form is complete, true and correct to the best of my knowledge.

	|_|
	I authorise KFSA to independently verify the information that I have entered on this form.

	|_|
	I understand that any untrue or misleading information may render for refusal of this application. 

	[bookmark: Check36]|_|
	I understand that for my application to be considered complete, I must attach a copy of my ID and SASSA card.

	Date of application
	[bookmark: Text39]     





Please email back the completed form, along with copies of your ID and SASSA card, to:  admin@keratoconusfoundationsa.org


Please note that incomplete applications will neither be accepted nor processed. 
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