
INITIAL CONSULTATION PATIENT INFORMATION 

First Name ……………………………......... ……... Mr/Mrs/Ms/Other ……………………… 

Surname……………………………………..……... DOB……………………………………. 

Address……………………………………………………………….………………………… 

Suburb……………………………………… ……... Postcode……………………….……….. 

Telephone (Home)…………………………. ……... (Work)………………………………….. 

Mobile…………………………………….... ……... Email……………………………............ 

Medicare No………………………………..………. Reference No…………………………… 

Medicare Expiry Date……………............................ Private Health Fund ..........Yes/No.......... 

Health Fund Name…………………………. ……... Membership No………………..……….. 

Pension No./Health Care Card No……………………………………………………………... 

Veterans Affairs/Gold Card Nx………………......... Nss…………………………………….... 

Referring Doctor……………………………………………………………………………….. 

Doctor’s Address……………………………………………………………………………….. 

GP’s Name………………………………………………………………………………….......  

GP’s Address…………………………………………………………………………………… 

ALL PATIENTS PLEASE READ AND SIGN 
I hereby give authority for my medical records to be sent to medical practitioners and allied health professionals in relation to my medical 
condition. I also give consent for my medical records to be obtained by Dr Daniel L Wardman from other medical practitioners and allied 
health professionals. 

Signature 

Is this Worker’s Compensation or Third Party?..........Yes/No…………………........................ 

Name of Insurance Company…………………………………………………………………... 

Contact Person………………………………………………………………………………….. 

Address…………………………………………………………………………......................... 

Telephone No………………………………. ……... Email…………………………………… 

Claim No…………………………………….……... Date of Injury…………………………... 


