
SUNNYBANK MEDICAL SPECIALISTS SUITES 

Leanne Wagner – Dietetic Services 
 

 

Personal Information 

(Dr/Mr/Mrs/Ms/Miss) Surname:________________________First Name:______________ 
 
Date of Birth:______/______/_______  Occupation :_______________________________ 

Home Address:______________________________________________________________ 

Home Phone:___________________ Work:_________________ Mobile:_______________ 

Email:______________________________________________________________________ 

DVA Gold Card:________________________ Health Insurance:_______________________ 

Medicare Number:______________________Ref No:_______Expiry Date:______________ 

For patients under 18, please provide: 

Parents Name:_______________________________________ Date of Birth:____________ 

Medicare Number:________________________________ Ref No:_________ Exp:________ 

General Practitioners Details 

Usual General Practitioner:____________________________________________________ 

Surgery Address:_____________________________________________________________ 

Other Treating Doctors:_______________________________________________________ 

Surgery Address:_____________________________________________________________ 

 

Medical History: 

Drug Allergies:_______________________________________________________________ 

Regular Medications:_________________________________________________________ 

___________________________________________________________________________ 

Informed Consent 

I understand that this practice complies with Privacy Legislation. As such my health information 

here is regarded as “sensitive information”. It will be used to benefit my health care and will be 

dealt with in confidentiality with regard to collection, storage and use. My health information here 

will be communicated back to my referring doctor, and/or members of my health care team. 

PLEASE NOTE 24 HOURS’ NOTICE FOR CANCELLATION/POSTPONEMENT IS REQUIRED OR A FEE OF 

$50.00 APPLIES. 

Signature:_________________________________________________ Date:_____________ 

 

 


