
www.londonbacks.com 

Mr Jonathan R Johnson 
 
 

 
 

 
 

Aims of Practice 
 
 
 
 
 
 
 
 
 
 
 
 

 



www.londonbacks.com 

MR. JONATHAN R. JOHNSON 
 
 

  
 PRINCESS GRACE HOSPITAL 

                                                                                           42-52 NOTTINGHAM PLACE 
 LONDON, W1U 5NY 
 Sec: 020-7935 6485 
 Fax: 020-7908 2168 
Email: info@londonbacks.com  

  

PLEASE READ CAREFULLY & RETURN 

BEFORE ADMISSION 
 

 

AIMS OF PRACTICE 
 

It is the aim of this practice to give an efficient, professional and caring service in 
Central London. This process involves not only the doctor, his assistants, secretaries 
and nurses, but also modern technology, computers, fax machines, and messenger 
services to ensure the rapid arrival of results. 
 
Over the past decade, most Health Insurance Companies, while increasing their 
subscriptions and payments to hospitals, have failed to make adequate allowances 
for inflation in reviewing medical fees. Moreover, they do not recognise the cost of 
practising modern medicine in Central London, and only have one nationwide scale 
for reimbursement of physicians. 
 
It is for these reasons that your insurance may not cover your medical fees in full.  
In such circumstances you will be required to make up the shortfall. Fierce 
competition for subscribers has resulted in companies undercutting each other. As a 
result, many insurance policies offer incomplete cover, especially in relation to 
medical fees. If you feel this may apply in your case or you have any questions or 
queries, please do not hesitate to ask for our help or advice. 
 
It would be very much appreciated, if medical fees could be paid on receipt of 
account and receipts submitted to the insurance company, unless arrangements 
have been made for direct payment. 
 
Please find enclosed the quote for your operation: 
 
------------------------------------------------------------------------------------------------------- 
 
I ACKNOWLEDGE RECEIPT OF AIMS OF PRACTICE LEAFLET AND 

OPERATION FEE ESTIMATE. 
 
 
Name: .............................. 
 

Signed: ....................……....    Date: ...................... 
 

 

 ST. MARY’S HOSPITAL  

 KING EDWARD VII HOSPITAL 


