
 Dr. David Lunz      Patient Information Form 
 

(Please circle one)  Mr Mrs Ms Miss Master Other: __________________ 
 

Surname:____________________________________________________________________________________________ 
 
Given Names:_________________________________________________________________________________________ 
 
Address:_____________________________________________________________________________________________ 
 
________________________________Post Code:________________Email:_____________________________________ 
 
Date of Birth: ________________________________  Home Phone:_______________________________________ 
 
Age:_____________________________________  Work Phone: _______________________________________ 
 
Occupation:____________________________________    Mobile Phone: ________________________________ 
 
Medicare No: ________________________________Reference No: ______________ Exp Date: ____________________ 
 
Health Fund: ________________________________ Health Fund Membership No: _______________________________ 
 
DVA ( Veteran's Affairs gold card only):___________________________________________________________________ 
 
Referring Doctors Name & Address:_______________________________________________________________________ 
 
__________________________________________________________________Post Code: _________________________ 
 
GP’s Name & Address:__________________________________________________________________________________ 
 
__________________________________________________________________Post Code: _________________________ 
 
Physiotherapist Name & Address:_________________________________________________________________________ 
 
__________________________________________________________________Post Code: __________________________ 
 
Allergies:______________________________________________________________________________________________ 
 
Medications:___________________________________________________________________________________________ 
   
 

 
WORKERS COMPENSATION  

 
Insurance Company Name & Address:__________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Claim Number: _______________________________Case Manager: ________________________________________ 
 
Case Manager’s Ph: ___________________________Case Manager’s Fax: ___________________________________ 
 
Employer (if applicable): ____________________________________ Occupation: ___________________________ 
 
Date of Injury: _________________________  
 
Solicitors Name & Address (if applicable):_______________________________________________________________ 
 
___________________________________________________________________________________________________ 

 
Permission is given to collect and release information on my medical history in order to provide appropriate health 
care, medical research and audit purposes. 
 
I take responsibility for the payment of my accounts. 
 
Signature:         Date:  


