
Physio Posture Fitness Clinic 
Wales Medical Centre    Level 4, 66 High St    Randwick NSW 
Tel: 02 9399 7399   Fax: 02 9399 8399   www.physioposturefitness.com 

Physiotherapists 

Compulsory Third Party (CTP) Insurance Claim Details 

Claim no: .......................................................  

Do you have a Certificate of Capacity?

Claimant’s Details: 

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

Date of birth: ......................................... Occupation: .................................................................................... 

Mobile: ................................................. Telephone (H)................................................................................. 

Insurance Company Details: 

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

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

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

Case Manager’s Name: .............................................. Case Manager’s Email: ………………………………………… 

Telephone: ..................................................................  Fax: ........................................................................ 

Doctor's Details:

G.P. Name:          .......................................................... 

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

Telephone: ..................................................................  Fax: ........................................................................ 

Area/s treated: 1.........................................................   2............................................................................. 

Date of Injury: .............................................................. Initial treatment at this clinic: .................................. 

Please note: Treatment will only be covered by the insurance company once approval has been received. 
Without approval, you may still attend, however, you must cover the funds yourself, until we receive approval.

Yes No

Anastasia Sotnikova 
M.Phty, B.AppSc (ExPhys) (Hons)

Antonello Di Tomasso 
B.Physio, B. Phys Ed 
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