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Dr William Barnes 
BSc, MB ChB 

Dr William Barnes has over 20 years of clinical experience as an esteemed medical practitioner based in Fremantle, WA, Australia. 
Specialising in nutritional medicine, acupuncture and psychotherapy, he has a particular interest in nutritional treatments for 
cancer, in•ammatory diseases, chronic fatigue, heart disease and depression. 

His interest in nutritional cancer therapies has led him to train abroad with cancer specialists such as Dr Emanuel Revici, and his 
research work includes the development of selenium and •avonoid therapy for mesothelioma. 

As a member of the BioCeuticals™ Scienti!c Advisory Board, Dr Barnes teams his extensive knowledge and experience with his 
passion for teaching and developing scienti!c research and clinical skills in complementary health practitioners. 

MD Nutritionals in conjunction with FIT-BioCeuticals™ cordially 
invites you to join Dr Wiliam Barnes as he uncovers the most recent 
scienti!c !ndings and clinical developments in the area of cancer 
prevention and treatment.

Drawing from scienti!c discovery and personal clinical experience 
this seminar will aim to:

Provide an understanding of the impact of 21st century •
living on immune health and cancer risk.
Explain the in•ammation-cancer connection, including •
intervention using anti-in•ammatory indoles.
Teach a rational approach to using complementary natural •
medicine in cancer prevention and treatment.
Explain how to improve patient outcomes with holistic •
clinical decision making, anti-in•ammatory diets  
and nutritional support.

The focus of the seminar will be to provide an integrated understanding of cancer, particularly the bene!ts of combining 
complementary and conventional therapies. The seminar will provide a clinically useful perspective, including intervention to 
support metabolism and control in•ammation. The aim is to provide practitioners with the newest clinical tools for more effective 
prevention and treatment of cancer.

Places are limited so please book early to avoid di sappointment!

Name:                                                                                                         

Business name:                                                                                          

Address:                                                                                                     

Suburb:                                                                                                          

State:                                               Postcode:                                              

Tel:                                 Fax:                               Mob:                               

Email address:                                                                                            

Dietary requirements:                                                                                       

O PLEASE CHARGE MY ACCOUNT  

    | Account Name:                                                                                    

    | Practitioner Name:                                                                               

O PLEASE CHARGE MY CREDIT CARD

o Mastercard  o VISA  Exp:                                                           

Card Number: 

        /                   /                 /                                           

Total: $                                        

Card Name:                                       

Signature:

                                       

Cairns, QLD
Wednesday 4 November 2009

Venue:
Shangri-La Hotel, The Marina, 
Cairns
Pierpoint Road,
Cairns, QLD, 4870

Cost:  $35 (inc. GST)

Time: 6.30pm-9.30pm (includes     
dinner)

RSVP: Friday 23 October 2009

For more information
please contact:
Georgia Gray/Jenny Subichin
t: 07 5529 0999
f: 07 5563 8323
e: sales@mdnutritionals.com.au

Prevention  
& Treatment

Cancer: 
A 21st Century  Approach to

Dr 
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Culturally and Linguistically 
Diverse Mental Health 

Consumer and Carer Forum 
 
Are you interested in Participating in 

a Network for Mental Health 
Consumers and Carers 

 
This Forum will cover: 
·  A Brief Introduction to the Multicultural 

Mental Health Consumer and Carer 
Network 

·  A Discussion of a New Peak National 
Mental Health Organisation 

 
Date: 22nd October, 2009 
Time: 10am-12.30 RSVP:Thez,47724800 
Venue:Country Women’s Association 
Speakers: Dennis Gatbonton, Qld 
Transcultural Mental Health Centre Helen 
Chaston: Treasurer, Multicultural Mental 
Health Consumer and Carer Network  
 
Lunch will be provided. 





RACGP disappointed by new mental health training 
policy

Around 20% of adult Australians, or one in five people, will experience a mental illness at 
some stage in their lives and 7.6% of GP consultations relate to a problem of a psychological 
character. Many more GP consultations indirectly involve mental health issues. 

General practitioners are highly skilled and provide a critical part of the mental health care 
system in Australia. Mental health skills training is embedded in the RACGP Curriculum for 
Australian General Practitioners and assessed through the FRACGP examination.  

“We are deeply disappointed by the budget decision intended to save $21.7 million over four 
years, reducing rebates for patients whose GP has not undertaken ‘accredited mental health 
skills training' (previously known as Level 1 mental health training),” said Dr Chris Mitchell, 
RACGP President. 

“These savings will come from patients’ rebates with mental health problems; some of the 
most needy members of our community.  

“Despite the college’s consistent advocacy on this matter a new schedule and benefits will be 
introduced from 1 January 2010.  

“Even though we have concerns over the process around the implementation of these 
changes, general practice will continue to assist our patients accessing care in our fractured 
health system,” concluded Dr Mitchell. 

For those GPs who wish to access further mental health skills training, gplearning currently 
offers three mental health active learning modules on depression, bipolar and psychosis. Any 
one of these three 6-hour modules meets the requirements for ‘accredited’ training under the 
new items. In addition, many other modules relevant to mental health can be found on this site 
which has just had a major up-grade. Visit www.gplearning.com.au.

The RACGP encourages GPs to contact their local member of parliament and let them know 
what they think of this decision. Contact details can be found at 
www.aph.gov.au/House/members/mi-elctr.asp.

For more information regarding the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule (MBS) initiative, including a fact sheet 
on the implementation of mental health skills training for general practitioners, visit 
www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba.

– ends 

Media contacts
Melanie Fontolliet, RACGP Media and Communications, 03 8699 0513 or 0424 461 622 

About the RACGP
The Royal Australian College of General Practitioners (RACGP) sets and maintains the 
standards for quality clinical practice, education and training, and research in Australian 
general practice, and represents Australia's urban and rural general practitioners. 
Visit www.racgp.org.au.

MEDIA RELEASE 
For immediate release

15 October 2009 





 FULL ..........................................................................................................................................................................
 NAME  FIRST NAMES SURNAME

ADDRESS ........................................................................................................................  DATE OF BIRTH............./............./.............

.............................................................................................................................  PHONE (HOME) (.........)......................................
                           Area Code

SUBURB/TOWN ...................................................................... POSTCODE............................. (BUS) (.........)......................................
                           Area Code

EMAIL .................................................................................................. ............................. (MOBILE) .................................................

MEDICAL CONDITIONS  BLOOD GROUP _______________

ALLERGIES

MEDICATION

HOSPITAL INFORMATION

RECORDS KEPT AT (NAME OF HOSPITAL) ...............................................................................................................  FILE NO .........................................

Telephone enquiries - 1800 882 222
  www.medicalert.com.au  Complete Mandatory Sections     to     and sign Section 

  Sign Sections     ,     and     only if applicable

     Complete Section     

Mr 
Mrs
Miss
Ms

                 (PERSON TO BE NOTIFIED IN AN EMERGENCY)

MR/MRS/MISS/MS .....................................................................

RELATIONSHIP ............................................................................

ADDRESS ....................................................................................

............................................................................ P/C...............

PHONE (HOME) (.........) ..............................................................

     (BUS) (.........) ..............................................................

         (MOBILE) ......... ................................................................. 

NAME ........................................................................................

ADDRESS ....................................................................................

............................................................................. P/C..............

PHONE (.........) ..........................................................................

New Membership Application Form

OFFICE USE 
ONLY

Australia MedicAlert Foundation  
ACN 050 542 455

This form to be used only for New Members. Existing Members wishing to 
change records, order replacements etc., please contact the MedicAlert•  Office.

or         FAX TO: 1800 643 259�- MAIL TO: GPO Box 9963 in your Capital City �.�9�9

Follow these Easy Steps to Join ± Please print clearly

OTHER EMERGENCY INFORMATION ± which is not to be engraved on the emblem but should be known in an 
emergency.  This information is held on the 24hr Confidential National Database

ACTUAL EMBLEM SIZE

A
LARGE

B
SMALL

CLARGE

DSTANDARD

E
SMALL 

Select your emblem from section     that will accommodate your engraving 
requirements.  E.g. Bracelet Standard D Line 1=8 characters. There are no 
exceptions  to character spaces per line.  Do not hyphenate words and allow for 
one space between each word. 

BRACELET

BRACELET

BRACELET

PLEASE TICK CHOICE

(children's)

NECKLET

NECKLET

Line 1

Line 2

Line 3

Line 4

Line 5

Line 6

Line 7

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Line 1=8
Line 2=13
Line 3=17
Line 4=17
Line 5=16
Line 6=15
Line 7=10

Line 1=8
Line 2=11
Line 3=14
Line 4=15
Line 5=13

Line 1=8
Line 2=19
Line 3=20
Line 4=20
Line 5=13

Line 1=8
Line 2=14
Line 3=17
Line 4=15

Line 1=8
Line 2=14
Line 3=14

1

2

4

6

5

3

1 6 8

7 9 10

11

Should your information not fit onto the spaces ava ilable either select 
another size or please enter in Section 6  informat ion to be recorded on your 
Membership File Only which will not be engraved on your emblem but held 
on the 24hr database

FULL
NAME

NEXT OF KIN 

INFORMATION TO BE ENGRAVED ON EMBLEM Please Print Clearly
EMBLEM SIZE TO ACCOMMODATE ENGRAVING

 DOCTOR INFORMATION

5 

6 

CHARACTER SPACES

Doctor/Healthcare Provider  - To the best of my ability I believe that the above medical information is current and correct.

Signature  _______________________________________Profession  ______________________________________ Date........../........../........

MEDICAL AUTHENTICATION ± OPTIONAL ± Your immediate protection is our priority and MedicAlert understands that 
obtaining doctor/authorised healthcare provider's signature to authenticate your medical information may not be 
convenient at time of joining and is not required for membership enrolment.

7

NON-AUTH WEBSITE



1. To my knowledge the information set out in this Application is accurate and complete at the date of signing. In the Application the information and any other Information which I am requested to provide to MedicAlert• 

whether before or after the date of signing is called ªthe Informationº.
2. I will endeavour at a time convenient to me to obtain authentication by my authorised healthcare provider the medical information which has been provided by me on this application form.
3. I authorise MedicAlert•  to release any of the Information to any person or organisation who MedicAlert•  genuinely believes to require  the Information in a medical or other emergency.
4. I am responsible for advising MedicAlert•  immediately if there is any change in the Information after the date of signing.
5. MedicAlert•  is released from any liability for loss or damage sustained by me or any other person arising directly or indirectly as a result of the provision of the Information to any person or organisation if the Information 

is incorrect or incomplete or out of date due to any act or omission on my part.
6. I understand that the Information contained in this Application will be entered into the MedicAlert•  database and that six months after entering the Information the original of this Application will be destroyed.
7. I understand that it is my responsibility to check the Information received on my emblem/membership card and that I must advise MedicAlert•  immediately if that Information is incorrect or incomplete. If I accept my 

emblem/member card I have acknowledged the accuracy and completeness of the Information.
8. I acknowledge that I am responsible to ensure that the information provided by the authorised healthcare provider is accurate when obtained.
9. MedicAlert•  may provide the Information to MedicAlert Foundation International on the same terms as set out in this Application.
10. MedicAlert•  acknowledges the national privacy principles as set out in section 6 of the Privacy Act 1988. That policy is available to me at my request.
11. I release MedicAlert•  from any claim by me if the Information is provided to a person or organisation without my consent provided that MedicAlert•  has reasonable grounds for believing that it was in my interests for the 

Information to be released to that person or organisation.
12. I understand that I can request a record of the Information held by MedicAlert•  at any time.
13. I agree that MedicAlert•  can use the Information for the purpose of sending me promotional and health-related material.
14. I have read the conditions numbered 1 to 13 and agree to be bound by them.

Applicant's Signature  ...............................................................    Date............/............/............

The following national bodies have endorsed the role 

and value of the MedicAlert •  System.

�s���4�H�E���!�S�T�H�M�A���&�O�U�N�D�A�T�I�O�N���O�F���3�O�U�T�H���!�U�S�T�R�A�L�I�A�� �s�� �4�H�E���!�U�S�T�R�A�L�I�A�N���#�O�L�L�E�G�E���O�F���%�M�E�R�G�E�N�C�Y���-�E�D�I�C�I�N�E
�s���!�U�S�T�R�A�L�I�A�N���#�O�L�L�E�G�E���O�F���(�E�A�L�T�H���3�E�R�V�I�C�E���%�X�E�C�U�T�I�V�E�S�� �s�� �0�R�I�V�A�T�E���(�O�S�P�I�T�A�L�S���!�S�S�O�C�I�A�T�I�O�N
�s���!�U�S�T�R�A�L�A�S�I�A�N���3�O�C�I�E�T�Y���O�F���#�L�I�N�I�C�A�L���)�M�M�U�N�O�L�O�G�Y�� �s�� �!�U�S�T�R�A�L�I�A�N���#�O�L�L�E�G�E���O�F���!�M�B�U�L�A�N�C�E���0�R�O�F�E�S�S�I�O�N�A�L�S
  & Allergy  ± formerly known as The Institute of
�s���!�U�S�T�R�A�L�A�S�I�A�N���3�O�C�I�E�T�Y���F�O�R���%�M�E�R�G�E�N�C�Y���-�E�D�I�C�I�N�E�� �� �!�M�B�U�L�A�N�C�E���/�F�F�I�C�E�R�S�����!�U�S�T�R�A�L�I�A�	
�s���0�H�A�R�M�A�C�E�U�T�I�C�A�L���3�O�C�I�E�T�Y���O�F���!�U�S�T�R�A�L�I�A�� �s�� �4�H�E���2�O�Y�A�L���!�U�S�T�R�A�L�A�S�I�A�N���#�O�L�L�E�G�E���O�F���0�H�Y�S�I�C�I�A�N�S
�s���-�U�L�T�I�P�L�E���2�O�T�A�R�Y���$�I�S�T�R�I�C�T�S���I�N���!�U�S�T�R�A�L�I�A�� �s�� �!�U�S�T�R�A�L�I�A�N���-�E�D�I�C�A�L���!�S�S�O�C�I�A�T�I�O�N
�s���!�U�S�T�R�A�L�I�A�N���3�O�C�I�E�T�Y���O�F���!�N�A�E�S�T�H�E�T�I�S�T�S���� �s�� �3�T�����*�O�H�N���#�O�U�N�C�I�L
�s���4�H�E���2�O�Y�A�L���!�U�S�T�R�A�L�I�A�N���#�O�L�L�E�G�E���O�F���'�E�N�E�R�A�L�� �s�� �4�H�E���4�H�O�R�A�C�I�C���3�O�C�I�E�T�Y���O�F���!�U�S�T�R�A�L�I�A�������.�E�W���:�E�A�L�A�N�D
 Practitioners

Applicant's Signature ...............................................................................

Date............/............/............  

9
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 ACCEPTANCE OF TERMS  I AGREE THAT:

PARENT/GUARDIAN ± IF MEMBER UNDER 18 YEARS OF AGE

ORGAN DONOR IDENTIFICATION: YOUR OPPORTUNITY TO 
SAVE ANOTHER LIFE

Prices listed Include:

�s��Engraved Bracelet or Necklet  (
Chain or Band

)�� �s�������H�R���4�E�L�E�P�H�O�N�E���(�O�T�L�I�N�E
�s���0�E�R�S�O�N�A�L�������-�E�D�I�C�A�L���)�N�F�O�R�M�A�T�I�O�N���O�N���D�A�T�A�B�A�S�E�� �s��Membership Card

Please ensure you have selected emblem size in Section 
 

      (Please tick choice)

�s���%�M�B�L�E�M�������#�H�A�I�N $55.00

�s���%�M�B�L�E�M�������3�P�O�R�T�S���"�A�N�D $55.00

�s���%�M�B�L�E�M�������%�X�P�A�N�D�A���"�A�N�D $55.00

 (Please tick choice)

�s���%�M�B�L�E�M�������#�H�A�I�N $100.00

�s�����%�M�B�L�E�M�������3�T�A�I�N�L�E�S�S���3�T�E�E�L���%�X�P�A�N�D�A���"�A�N�D $100.00

*PACKAGE DEAL - Discounted Rate $115.00
�� �s���3�T�E�R�L�I�N�G���3�I�L�V�E�R���%�M�B�L�E�M���W�I�T�H���E�I�T�H�E�R��

�� �s���3�T�A�I�N�L�E�S�S���3�T�E�E�L���%�M�B�L�E�M���W�I�T�H���E�I�T�H�E�R:

 (Please tick choice)

�s���%�M�B�L�E�M�������#�H�A�I�N $115.00

�s���%�M�B�L�E�M�������'�O�L�D���0�L�A�T�E�D���%�X�P�A�N�D�A���"�A�N�D��$115.00 

*PACKAGE DEAL - Discounted Rate $130.00

�� �s���'�O�L�D���&�I�L�L�E�D���%�M�B�L�E�M���W�I�T�H���E�I�T�H�E�R:

�� �s���3�T�A�I�N�L�E�S�S���3�T�E�E�L���%�M�B�L�E�M���W�I�T�H���E�I�T�H�E�R��

 P.O.A.

DONATIONS - ���$�/�.�!�4�)�/�.�3���/�&���������!�.�$
�/�6�%�2���!�2�%���4�!�8���$�%�$�5�#�4�)�"�,�%�� �� ���?�?�?�?�?�?�?�?�?�?�?�?�?�?�?�?

POSTAGE & HANDLING FEE  - Applicable on all orders   $   6.00

�-�Y���P�A�Y�M�E�N�T���I�S���I�N�C�L�U�D�E�D���F�O�R���T�H�E���T�O�T�A�L���O�R�D�E�R              TOTAL  $_________   

�N Cheque         �N���-�O�N�E�Y���O�R�D�E�R�������������������N���6�I�S�A���#�A�R�D�������������������N���-�A�S�T�E�R�#�A�R�D

�N�N�N�N���N�N�N�N���N�N�N�N���N�N�N�N
�%�X�P�I�R�Y���$�A�T�E������������������������������������������������������������������

�3�I�G�N�A�T�U�R�E��������������������������������������������������������������������������������������������������������������������������������������������������������������������������������

included
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�N

 

�N 
�N

 

�N 
�N

 

�N

 

�N 
�N 
�N

All Stainless steel emblems are non-allergenic

�N Chain    �N Expanda Band    �N Sportsband

�N Chain    �N Expanda Band    �N Sportsband

�N Chain         �N Expanda Band

�N Chain         �N Expanda Band

PAYMENT AND ORDER FORM

STAINLESS STEEL

STERLING SILVER

GOLD FILLED

SOLID GOLD (9ct)

PLUS

PLUS
(Please tick)

(Please tick)

(Please tick)

(Please tick)

*PACKAGE DEAL - Discounted Rate �
���)�N�C�L�U�D�E�S���%�V�E�R�Y�D�A�Y���3�T�A�I�N�L�E�S�S���3�T�E�E�L��

�W�I�T�H���E�I�T�H�E�R���A���3�T�E�R�L�I�N�G���3�I�L�V�E�R���O�R���'�O�L�D���&�I�L�L�E�D���P�R�O�D�U�C�T���F�O�R���I�N�T�E�R�C�H�A�N�G�E�A�B�I�L�I�T�Y���A�N�D��

�P�R�O�L�O�N�G�E�D���W�E�A�R�A�B�I�L�I�T�Y��

ORGAN DONOR DECLARATION: I HEREBY DECLARE THAT I WISH TO BE AN ORGAN DONOR 

AFTER MY DEATH;          KIDNEY           EYE            ANY NEEDED ORGAN     

1. I am the parent/legal guardian of the member and am authorised to complete this application on behalf of the 
member.  

2. To the best of my knowledge the Information is accurate and complete at the date of signing. I have read the 
conditions numbered 1 to 14 and agree to be bound by them.

3. I will indemnify and keep indemnified MedicAlert•  if MedicAlert•  suffers any liability, loss or damage if the 
Information is incorrect or incomplete or out of date due to my failure to notify MedicAlert•  of the Information.

Parent/Guardian Signature  ................................................................

�2�E�L�A�T�I�O�N�S�H�I�P���T�O���!�P�P�L�I�C�A�N�T .............................................................................

Date............/............/............  

NON-AUTH WEBSITE


