TRACEY EPPEL (CONSULTANT DIETITIAN)
PATIENT INFORMATION

Date: ___________________________
Name:  _________________________________________ 

ADDRESS: ____________________________________Post code: _______
Phone:  (H) _____________(W) _______________ (M)  ________________

DATE OF BIRTH: _____________________

Gender :( circle) M       F

Medicare No: ______________________ Expiry Date:__________________
Private Health Insurance: (circle) Yes   No   Member No: ________________

 WHO REFERED YOU HERE: ______________________________

What are your reasons for seeking help?

· ________________________________________________________

· ________________________________________________________

· ________________________________________________________

Are you on any medication? Please list

_____________________________________________________________

Please read and sign

The above information is true and accurate to the best of my knowledge. I understand that fees are payable at the time of consultation.
Late Cancellation/ Non- Attendance Policy
Missed appointments and those changed or cancelled at short term notice inconvenience other clients. This practice requires a minimum of 24 hours’ notice if you wish to cancel or change your appointment; otherwise the full fee will be charged. If we can fill your appointment with another client, you will not be charged. A Full fee is charged for non-attendance. Please note: private health funds and insurance companies do not pay for late cancellation/non-attendance fees- so these fees will have to be met by you.

_________________________________________ (signature of patient)
