
 
 
 
 
 
 
 

Herewith Mr. □ Mrs. □ Miss. □  .........................................................  

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

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

Diagnosis:  .........................................................................................  

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

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

Treatment required: ...........................................................................  

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

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

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

Signed:  ..............................................................................................  

Name: ................................................................................................  

Clinic:  ................................................................................................  
 

The Gardens, 470 Wodonga Place, ALBURY, NSW 2640 
226 Beechworth Road, WODONGA, VIC 3690 
107 Standish Street, MYRTLEFORD, VIC 3737 

 

Phone: (02) 6023 2831   Fax: (02) 60232844 
Email: flex.out@hotmail.com 

 


