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PLEASE PRINT THE INFORMATION REQUIRED BELOW

The desired, successful outcome of this and other consultations is based solely on mutual cooperation between
you and the therapist.

Surname

Full names

Known As

Date of Birth

Residential / Postal
address

Marital status

No of dependents

Occupation

Telephone (H)

Mobile No

Email address

By signing this form below, I confirm that | have read the content of the

Confirmation introductory letter and accept the fee.

How did find me? Online; Referral:

Briefly describe the reason for this consultation

POPI Act Disclaimer: | acknowledge that this declaration form contains personal information as defined in the
Protection of Personal Information Act, 2013 (the “Act”). By signing the form, | consent to the processing of my
personal information in accordance with the requirements of the Act. | acknowledge that | cannot unreasonably
withhold my consent. | acknowledge that the purpose for processing my personal information is in terms of this
declaration.

SIGNED: DATED:




