@ ALS

OV WOMmenr

Acquaintance Form:

Your medical records need to be accurate, up-to-date and complete in order for the practice to provide you
with ongoing medical treatment and advice.

Please fill in the following form, then FAX to 9389 5818 or POST to Suite 1605, 101 Grafton Street, Bondi
Junction 2022 or email to reception@gfwhj.com.au PRIOR TOYOUR APPOINTMENT.

Surname(Miss/Ms/Mrs/Dr/Mr): First name(s):

Address: Postcode:

Mailing address:(if dlifferent):

Would you be happy to receive any relevant correspondence including resulis to your email address? Yes |:| No |:|
Email address:

Would you be happy to recceive an SMS to your mobile regarding appointments? Yes |:| NOD
Occupation: D.O.B:

Telephone:Home:_ Work:; Mobile:

Health Insurance Fund:

Health Insurance Fund Number: Ref No:

MedicareNumber: RefNo:__ ~ Expiry:
Partner's name: D.O.B: Tel:

Medicare Number: Ref No: ___ Expiry:

Referring doctor:

How did you find out about GOALS for Women? (please circle):

. Friend/Relativez Health fund Internet (Google/search engine)
Specialist w pages * Yellow pages Online White pages
Hospital: Newspap
Magazine: Other:

GOALS for Women is a PRIVATE medical practice and fees are payable at the time of consultation. The
fees charged are generally based on those recommended by the Australian Medical Association; these will
be more than Medicare rebate. Should payment of fees present a problem, please discuss this; with your
doctor.

I understand that there is a minimum consultation fee on the day; any procedures and/or pathology
performed on the same day will attract further costs. Please enquire from our receptionists prior to
the consultation and the doctor on the day what these costs may be before the procedure is
performed to ensure you agree with the costs.

Signature: Date:
Please tum over to fill in details located on the other side of this page.
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