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NEW PATIENT DETAILS

Please complete all three (3) sections

----------------------------------------------------------------------------------------------------------------------------------------------------------------

1. IDENTIFICATION

NAME: Mr, Mrs, Miss, Ms, Title: _____________________________________   Date of Birth: ______/______/_______ 
Address: ____________________________________Suburb/Town _______________ State ______ P/Code________

Home Ph No: ____________________Work Ph No: ______________________M/ Ph No:_______________________ 
Email address: 
----------------------------------------------------------------------------------------------------------------------------------------------------------------

2. CONDITION / INJURY

Condition / Injury / Area being treated: ________________________________________ ________________________
Date of injury/on set/surgery:          /          /             Referrer: _________________________Date: _____/_____/______

OR

If not referred, where did you hear of US?  Yellow Pages (  Newspaper  (  Friend  (  Club Contact/Newsletter  (
Other (please specify) 
----------------------------------------------------------------------------------------------------------------------------------------------------------------

3. PAYMENT OF ACCOUNT Tick ONE (1) of the following

(  PRIVATE   Health Fund Name:     __________________________GAP Paid By: Cash/ Cheque/ EFTPOS/ C Card 
(  DEPT OF VET AFFAIRS   File No: __________________________________ White Card: No / Yes

Yes: Please Specify:______________________________________________________________________________

( WORKERS COMPENSATION                     ( MVA or THIRD PARTY                       ( PUBLIC LIABILITY
Ins Company: _______________________________________ Claim No: __________________________________
Case Manager: _____________________________Ph No: ______________________ Fax No: __________________

Employer: _________________________Contact Person: _______________________Ph No: ___________________
Email:
---------------------------------------------------------------------------------------------------------------------------------------------------------------

I AGREE TO THE FOLLOWING TERMS OF PAYMENT FOR TREATMENT:
1. Dept of Vet Affairs, W’KERS COMPENSATION, MVA or 3rd PARTY, or PUBLIC LIABILITY if the

 
CLAIM IS NOT ACCEPTED the responsibility for payment of any expenses incurred REMAINS WITH YOU.

2. LATE CANCELLATION: MAY incur a fee EQUAL to the cost of the consultation booked if 24hrs notice is not given.

3. A PAYMENT PLAN: Can be arranged if required & maintained by regular weekly/fortnightly instalments. 
The information you have provided is confidential & for record keeping purposes only. If any details change, please let us know.

SIGNED: ________________________________________________. DATE: _____/_____/_____.

