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DR CS WALLER

SURNAME. ....ciiitiiiiiiieiinetiieienncennnn GIVEN NAME(S) . eteettereteretenaeeracesacesasenascsnsennsennces Mr/Mrs/Miss/Ms/Dr
Home Phone No .......cccovvninininnnnes Mobile....ccoviiuiiiiiiiiiiiiiiniiiiiiieinan. D.O.B................ Age........
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I declare that this is an accepted insurance company claim. I understand if the claim is declined I must pay the
consultation cost ( expected at the time of consultation )
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PHYSIOTHERAPY ( If you require a copy of your correspondence to se sent to a physiotherapist )
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BN 0 - PPN Post code ...............

ALL PATIENTS TO SIGN: Permission is given to collect and release information on my medical history in order
to provide appropriate healthcare. In addition I understand certain information may be used for medical research
and audit purposes. I understand that it is my responsibility to pay my account at the time of consultation. I
undertake to pay any additional expenses incurred in recovering overdue fees.
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