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Medical Aid Clients
I _______________________________________ hereby give consent for Sr M Sher and / or Sr V Park to provide monitoring and treatment during my pregnancy, labour and post partum care.

In the event of Sr M Sher and / or Sr V Park not being available due to unforeseen circumstances, they will we provide a qualified midwife to assist me.
It is my responsibility to book a bed at either Genesis Clinic / Linkwood Hospital / Parklane Hospital and have secured the services of gynaecologist, Dr ____________________  for back up purposes.
I understand that in the event of any complications arising during the pregnancy, labour or birth, I will be referred to the relevant medical practitioner at the discretion of the midwife.

In the event of a caesarian section being necessary, I understand that if the midwife has been in attendance for more than four hours, the full birthing fee will be payable.
(Most medical aid schemes will only pay a portion of this fee.)
I ____________________________________ acknowledge, that as a medical aid patient, in the event of caesarean section the relevant gynaecologist, anaesthetist, peadiatrician and hospital will you directly. Any shortfalls on the above medical practitioners accounts, not covered by the medical aid will be for my own account.
I ______________________________________acknowledge that the 50% deposit of the birth fee is payable by the 34th week of my pregnancy. This is a non refundable amount regardless of the outcome of my pregnancy.
Signed at ____________________________________ on _________________________________

Name and Signature : ______________________________________________________________

Witness: (1) _________________________________ (2) __________________________________
