


Payment is appreciated on day of consultation. EFTPOS facilities are available.

For information regarding billing arrangements for associated services from allied health practitioners such as
pathology and radiology, these details should be sought directly from the health provider providing the service.
Please discuss any queries concerning financial arrangements with Rukshen.

By signing below you acknowledge that you have received the current informed financial disclosure for this financial
year. A current version can be made available upon request at any time.

Privacy in our medical practice

The doctor-patient relationship is central to medicine. Patient privacy is absolutely critical to such a relationship. The
Privacy Act 1988 and its recent amendments formalise the already existing and acknowledged privacy obligations of
our practice.

Our doctor and team collect information from patients primarily to provide proper care and treatment. We have a legal
and ethical duty to protect patient information. Patient information may have to be disclosed to other doctors, nurses,
therapists and medical technicians so that proper health care is not compromised.

The doctor in this practice is a member of various medical and professional bodies including medical defence
organisations. These organisations provide valuable services to their members. They require members to provide
information in relation to their medical practice, which may include patient information. Our medical defence
organisation is Avant Mutual. Patients who wish to look at their information held by this practice or who may have
queries about privacy of information are welcome to discuss these matters with their treating doctors.

You can assist in maintaining the accuracy of your information by advising the practice of changes to your personal
contact details.

I ____________________________________________________ certify that the patient information details are
correct and consent to the privacy agreement above.

Signature: ____________________________________________________

Date: ____________________________________________________
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