
PSYCHIATRIC APPLICATION FORM
OUTPATIENT MENTAL HEALTH BENEFITS

1. MEMBER AND PATIENT INFORMATION

2. MEDICAL PRACTITIONER’S INFORMATION

For out-of-hospital psychotherapy sessions 

Membership number

MAIN MEMBER DETAILS

PATIENT DETAILS

Cell phone

DOCTOR DETAILS

Cell phone

Title *

Title *

PLEASE USE BLOCK LETTERS FOR ALL SECTIONS
*



3. CLINICAL EXAMINATION

CURRENT MEDICATION

Date

Membership number
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Momentum Medical Scheme   0860 117 859   behavioural-science@momentum.co.za
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