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Please send me FOUR personalised issues of Your Health over the next 12 months.

�  250 copies (4 issues) $598 per year (all prices include GST) $ ....................................
� 500 copies (4 issues) $1,020 per year   $ ....................................
�  1,000 copies (4 issues) $1,625 per year   $ ....................................
�  Your Health display stand   $30 each    � Table top or   � Wall mounted $ ....................................

      $ ....................................

Please ring for other order sizes    TOTAL (tax deductible) $ ....................................

� I have enclosed a cheque for the above amount, made payable to Your Health Newsletter.

� Please charge my  � Visa   � MasterCard   � Amex

 Card number Expiry date: ....... / .......

 Cardholder name: ....................................................................Cardholder signature: ...............................................................

Contact person: ............................................................................................................................................................................................

Address: ........................................................................................................................................................................................................

.....................................................................................................................State:....................................Postcode: ....................................

Phone: (      ) ..............................................Fax: (      ) .............................................Email:  ............................................................................

PRACTICE INFORMATION
Please provide information about YOUR practice to go on the front and back pages of your FIRST issue. 

Practice name (if applicable)  .................................................................................................................
Name of doctor(s) (  .................................................................................................................................................

........................................................................................................................................................................................

........................................................................................................................................................................................

Address (     ...............................................................................................................................................................

.......................................................................................................... State  .........................Postcode  ......................

Phone (  ......................................... Fax   ...................................... Email  .................................................................

Logo Please use (tick one or more): � our practice logo (send by email)  � AGPAL logo    � GPA logo

Doctor/practice information Eg. qualifications, special interests,  languages spoken etc. (MAX 60 WORDS)

� ..........................................................................................................(practice name) is a fully accredited general practice

Hours   ‘The practice is open:’  (fill in times) ( 
Monday ..............................................................................................  Saturday ..........................................................................................
Tuesday .............................................................................................  Sunday .............................................................................................
Wednesday ........................................................................................
Thursday ...........................................................................................

Friday .................................................................................................

Appointments   (tick)
� Not necessary, or... � Please ring. ............................................for an appointment 

� If you need more time with the doctor, please tell the receptionist when you make your booking 
� Urgent medical problems will always be dealt with promptly 

( Indicates required for accreditation

ORDER FORM
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Home visits  (one or two sentences) 
� ‘I am/we are available to visit you at home if you are too sick to come to the surgery. Please ring ...........................’

� Please ring in the morning if possible so that home visits can be made at lunchtime.

After-hours  (one or two sentences) (
� ‘When the surgery is closed, please ring.................................................................................................................................’

  

Our Practice  Eg. staff names, roles; special services; privacy policy; complaints policy  (MAX 50 WORDS)

� ‘Our friendly reception staff, ................................................................................................................................................... 
are available to make bookings or help in any way’

� ‘All patient information and medical records are strictly confidential’

Telephone Calls 
� ‘You can contact your doctor by ringing during surgery hours. Emergency calls will always be put straight through’

Services available   ‘As well as routine consultations, the following services are available’ (tick ) 

� Home visits � Counselling � Surgery � Dermatoscopy:   
� Check-ups � Immunisation: children � Acupuncture  skin checks

� Family planning � Immunisation: adults � Spinal manipulation � Travel medicine

� Pap smears � Blood tests � Hypnotherapy � Hearing tests

� Pregnancy tests � Minor surgery: stitching � Weight control � Tympanometry: ear test

� Antenatal care  cuts, removing moles and  � Nutrition advice � On-site pathology

� Obstetrics  skin cancers � Sports medicine � On-site X-Ray

� ECG: heart test � Liquid nitrogen ‘freezing’ � Stop smoking �  ............................................

� Spirometry: lung test  therapy for sunspots/warts assistance �  ............................................

Billing policy   (tick)
� All eligible patients are bulk-billed. Please bring your Medicare card with you to the surgery

� Fees are payable at the time of consultation

� Pay by  � Cash  � Cheque � Visa � MasterCard � Amex � EFTPOS 

� If you have any difficulty paying my/our fees at any time, please do not hesitate to discuss this with me/us 
� Pensioners, Veterans Affairs cardholders and health care cardholders are bulk-billed

� Other, eg. schedule of fees (MAX 25 WORDS)

Thank you. A copy of your practice information will be faxed or emailed to you for approval before printing.    

   Post to: Your Health Newsletter, Reply Paid 73956, Double Bay  NSW  2028
   Fax to:  (02) 9327 1562                   Ring: (02) 9327 3156              


