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Details of booking staff
By signing this form I, (insert title and full name of practitioner), acknowledge and confirm that:
The following information is accurate and represents all staff at each practice location who are responsible for the booking of patient appointments.
The nomination of each staff member is accompanied by acknowledgement from each nominated staff member, on the approved form, that they are aware the Office of the Health Ombudsman may contact them and exchange information.
Nominees’ details
	Nominee 1

	Full name:
	(Insert full name of nominee)

	Registration number (if registered):
	(Insert registration number)

	Place of practice:
	(Insert practice name)

	address:
	(Insert physical location/address)

	Phone number/s:
	(Insert nominee phone number/s)

	Email address:
	(Insert nominee email address)



	Nominee 2

	Full name:
	(Insert full name of nominee)

	Registration number (if registered):
	(Insert registration number)

	Place of practice:
	(Insert practice name)

	address:
	(Insert physical location/address)

	Phone number/s:
	(Insert nominee phone number/s)

	Email address:
	(Insert nominee email address)








Practitioner’s signature:		Date: Click here to enter a date.



Nominees’ details (continued)
	Nominee 3

	Full name:
	(Insert full name of nominee)

	Registration number (if registered):
	(Insert registration number)

	Place of practice:
	(Insert practice name)

	address:
	(Insert physical location/address)

	Phone number/s:
	(Insert nominee phone number/s)

	Email address:
	(Insert nominee email address)



	Nominee 4

	Full name:
	(Insert full name of nominee)

	Registration number (if registered):
	(Insert registration number)

	Place of practice:
	(Insert practice name)

	address:
	(Insert physical location/address)

	Phone number/s:
	(Insert nominee phone number/s)

	Email address:
	(Insert nominee email address)



	Nominee 5

	Full name:
	(Insert full name of nominee)

	Registration number (if registered):
	(Insert registration number)

	Place of practice:
	(Insert practice name)

	address:
	(Insert physical location/address)

	Phone number/s:
	(Insert nominee phone number/s)

	Email address:
	(Insert nominee email address)





Practitioner’s signature:		Date: Click here to enter a date.

Please return this form to the Office of the Health Ombudsman.
[image: A red and white envelope

Description automatically generated] monitoring@oho.qld.gov.au   [image: A phone receiver with a white background

Description automatically generated] 07 3158 1329   [image: A red and white fax machine

Description automatically generated] 07 3319 6350
[image: ]PO Box 13281 George Street Brisbane Qld 4003


Please return this form to the Office of the Health Ombudsman
[image: ] monitoring@oho.qld.gov.au   [image: ] 07 3158 1329   [image: ] 07 3319 6350
[image: ]PO Box 13281 George Street Brisbane Qld 4003
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