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ACKNOWLEDGEMENT OF WORKERS COMPENSATION / THIRD PARTY 
CONSULTATION & PRIVACY AGREEMENT 

 
Worker’s Compensation / Third Party 
 
I, ………………………………………, hereby acknowledge that I am seeing Dr Owler 
for assessment, advice and, if necessary, surgical management of my condition 
which is covered under Workers’ Compensation or Third Party Insurance.  
 
I will not hold Dr Owler liable for the results of any delay in his preparation of my 
medico-legal report/s from this consultation. 
 
I hereby authorise that the information concerning my condition and treatment may 
be forwarded to my Worker’s Compensation Insurer/Third Party Insurer and/or to my 
Solicitor. 
 
I undertake to be fully responsible for all outstanding fees for consultations, 
treatment and the cost of any medico-legal report required by my solicitor or me. I 
understand that if any unpaid account is not settled within 30 days, a late payment 
fee of 25% will be incurred and the matter will be referred to our debt collection 
agency. 
 
Signed:  ……………………………………     Date: …/…/…  
 
Witness:……………………………………  (Witness name)…………………………… 
 
 
Privacy Statement 
 
The Privacy Act 1988 and its amendments formalise the existing privacy obligations 
of Dr Owler and the staff this practice. We collect health care information from 
patients primarily to provide proper care and treatment. We have a legal and ethical 
duty to protect patient information. Patient information, including your own, may have 
to be disclosed to other doctors, nurses, therapists and medical technicians so that 
healthcare is not compromised. 
 
I understand and acknowledge the above privacy statement. 
 
Signed:  ……………………………………     Date: …/…/…  
 
Witness:……………………………………  (Witness name)…………………………… 


