Leana M. Teston

M.B.B.S., F.R.A.C.S.

Plastic & Reconstructive Surgeon

Hand & Microsurgeon

I understand that a medical record of my consultation will be made.  I understand that the consultation may be electronically tape recorded and stored on computer.

The information will be private and confidential and only discussed with another health service provider, if another opinion or referral is required.

                                                                 Signature: ………………………


Name:       ………………………


Date:         ………………………

Would you like to be contacted via SMS for appointment reminders and recalls                                                              Yes/No


Signature: ………………………


Name:       ………………………


Date:         ………………………

I agree to my photos (with personal identification  removed) being used for educational purposes.


Signature: ………………………


Name:       ………………………


Date:         ………………………

Please discuss any problems you may have with this with the receptionist before your consultation.

