
 

 

ENTRY FORM 

 FIRST NAME __________________________________ 

SURNAME______________________________________ 

ADDRESS   ________________________________________________________________________________ 

                     ________________________________________________________________________________ 

                     _______________________________________________POSTAL CODE____________________ 

PHONE NUMBER (H)______________________PHONE NUMBER (W)_________________________________ 

CELLULAR NUMBER ______________________ 

ID NUMBER                ______________________DATE OF BIRTH_____________________SEX_____________ 

E-MAIL ADDRESS     ______________________________________ 

N.O.K.CONTACT NAME ___________________________________ 
 

N.O.K.CONTACT NUMBER_________________________________ 

DOCTORS NAME     ________________________________DOCTORS CONTACT NUMBER________________ 

MEDICAL AID            ________________________________ MEDICAL AID NUMBER______________________ 

ALLERGIES              ___________________________________________________________________________ 

STATE OF HEALTH _________________________________ 

  

ENTRY FEE (R 7000.00).            PAYMENT METHOD             CASH _____      EFT_____INSTALMENTS________      

                                  

FAX COMPLETED ENTRY FORM TO : FAX 0866443656  


