Return to:

Hospital Managed Care Department
Namibia Medical Care

Fax: 061 287 6176

Enquiries:
Tel.: 061 287 6173 / 287 6174

%X
NMC

NAMIBIA MEDICAL CARE

Namibia Medical Care

P.O. Box 24792, Windhoek, Namibia
Tel: 061 287 6173 /287 6174

Fax: 061287 6176

PRE-AUTHORISATION FORM FOR HOSPITALISATION

1. PARTICULARS OF PATIENT

Surname | | | |

First Name |

I
Postal Address | |
I
I

Date of Birth |

Relationship to Principal Member

TeIephoneNo.||||||||||||

| FaxNo.| | [ | L] [ [T T 1 ]|

Medical Aid MembershipNo.[ | | | | | | |

2. PARTICULARS OF PRINCIPAL MEMBER

Suname | | [ | [ | [ | [ [ ]|

FistName [ | | ] [ ] [ [ ][ ]|

Date of Bith ~ [D [ [m[wv]v]v]V]

3. PARTICULARS OF MEDICAL PRACTITIONER

sumame [ | [ | [ ] [ ] ][ ]]

PracoeNo. | | | | [ [ [ [ [ ||

TeIephoneNo.||||||||||||

4. PARTICULARS OF HOSPITAL

Name HEEEEEEEEEE

PraciceNo. | | | | [ [ [ [ [ ]|

Contact Person

TeIephoneNo.||||||||||||

| FaxNoo| [ | [ L] [T T[] T]T]]

5. PATIENT DETAILS

Medical diagnosis

Comorbidities

Planned Procedure

AdmissionDatel | | | | | | |

6. REGISTRATION (FOR OFFICIAL USE ONLY)

Confirmation No.| | | | | | | | | |

Signature

| Admission Time

Estimated Days Estimated Cost

Date |

Time

Comments

PLEASE SEE REVERSE SIDE OF THIS PAGE FOR THE NMC RULES REGARDING HOSPITALISATION
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