Dr David Roberts - Child Registration Form
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If you wish to cancel or reschedule your appointment, please contact our office at least TWO BUSINESS DAYS prior (noting our office
hours and the practice being closed on Friday). Our appointments are in high demand and early cancellation will allow other
patients the possibility of seeing Dr Roberts. Late cancellation outside of TWO BUSINESS DAYS or non attendance will result in the full

value fee of your appointment being charged.
Please refer to www.kidsdoctor.com.au for further information




