Healthicare Partner Practice Network - Expression of Interest Form
Practice Information
1. Practice Name:
_______________________________________________________________________________________________________
(Enter the full name of your practice)

2. Your Name and Role in the Practice:
______________________________________________________________________________________________________
(Full name and role in the practice)

3. Practice Address:
_______________________________________________________________________________________________________
(Street Address, City, State, Zip Code)

4. Phone Number:
_______________________________________________________________________________________________________
(Your preferred contact number)

5. Email Address:
_______________________________________________________________________________________________________
(Best contact email for correspondence)


Practice Details
6. Number of GPs at Your Practice:
(Select one)
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Ground Floor. Health Hub, Blacktown International Sports Park
25 Blacktown Olympic Avenue, Rooty Hill NSW 2766
P: 1800 828 828   Fax: 02 9626 1171  
E: admin@healthicare.org.au W: healthicare.org.au


- 1–3
- 4–6
- 7–10
- 10+

7. Number of Other Clinical Staff (Nurses, Allied Health):
(Select one)

- 1–3
- 4–6
- 7–10
- 10+

8. Services Currently Provided by Your Practice:
(Check all that apply)

- General Practice
- Chronic Condition Management
- Allied Health
- Pathology
- Mental Health
- Women’s Health
- Telehealth
- Other (Please specify) __________________________________________________________________

Benefits of Interest
9. What Benefits of the Network Are You Most Interested In?
(Select up to three)

- Shared CPD
- Group Buying Discounts
- Quality Improvement Projects
- Marketing & Patient Retention Support
- Operational Efficiency Tools
- Financial Consulting & Growth Support
- Leadership & Team Development
- Research & Innovation Opportunities
- Succession Planning & Exit Strategies
- Networking & Peer Support


- Other (Please specify) ___________________________________________________________
About Your Practice
10. What Are the Top Three Challenges Your Practice Is Currently Facing? (Briefly describe any challenges related to operations, finances, patient care, or staff management)
1)  __________________________________________________________________________________________________
2)  __________________________________________________________________________________________________
3) ___________________________________________________________________________________________________

11. What Are the Top Three Things You Hope to Achieve by Joining the Healthicare Partner Practice Network? (Tell us about your goals and expectations)
1) ___________________________________________________________________________________________________
2) ___________________________________________________________________________________________________
3) ___________________________________________________________________________________________________

Additional Information
12. How Did You Hear About the Healthicare Partner Practice Network? (Select one)

- Email
- Referral from a Colleague
- Event (Please specify) _____________________	
- Website
- Social Media
- Other (Please specify) ___________________

By submitting this form, you express your interest in joining the Healthicare Partner Practice Network. A team member will be in contact with you shortly to discuss how we can collaborate and support your practice.

Thank you for your interest in partnering with us!
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