BOTS060

HEALTH PLAN

Registration on Maternity

Patients's Details

First Name (s) : Surname :

Medical aid option : Membership No :

Date of Birth : Cell No. :

Home Contact : Work No. :

Additional Contact: Email :

Last Normal Menstrual Period: Expected Date of Delivery:

Gravida: Para: The Above Member Has Testes For HIV:  YES NO

Risk Factors:

Doctor’'s Details

First Name (s) : Surname :
Contact No.: Practicing No :
Email:

Acknowledgement by Examinating Doctor
| certify that the particulars hereto are - to the best of my knowledge and belief - true and accurate, having conducted a personal examination

and/or procured the tests and/or other diagnostic investigations referred to.

Signature of Medical Practitioner Date Place QR code/barcode or Stamp

Administered by:

PLOT 54352 | ZAMBEZ| TOWERS, CBD, GABORONE | PRIVATE BAG 00391, GABORONE, BOTSWANA | TEL: 3624700 %Jt
www.botsogohealthplan.co.bw
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