New Patient Form


Title………    Surname……………………………… First Names……………………………..     DOB…….……
Phones:          ……………..……..(Home)            ………………..…(Work)              …………………….(Mobile)

Email Address:   …………………………………………………………………….…………………………………
Postal Address (if different from residential)    ………………………………………………………………………
Do you give consent for us to use this information to contact you?  
     Y     N
If No, please give alternate contact details…………………………………………………………………………….

Currently employed?    Y     N     Occupation……………………………..      Employer……………………………

Marital Status…………………….   Health Fund………………………. 
Emergency contact: …………………………………. Relationship: ………………..…     Phone ………………..…
General Practitioner:  ……………………………………………………………….…………………………………
	Is this consultation related to a work or third party incident?     Y     N

If Yes, please contact the rooms for further advice.    Insurance Company:                            Claim Number: 


Personal Medical Information
Please use reverse side of form if insufficient space
Illnesses and approximate year:  Please include all past significant medical problems. 

…………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………
Operations and approximate year:  Please include all surgery.

…………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
Current Medications (tablets etc):  Please include over the counter medications and any vitamins.

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….…………………
Allergies:………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Family History:  Please include any significant medical problems in your family. 

Father……………………………………………………………………………………………………………….

Mother………………………………………………………………………………………………………………

Brothers & sisters…………………………………………………………………………………………………..

Grandparents………………………………………………………………………………………………………
Are you of Aboriginal or Torres Strait Islander descent?

 Y      N
Do you smoke?               Y      N              
If yes, average per week…………………….

Do you drink alcohol?    Y      N    

If yes, average per week……………………..

Patient Consent
Personal information is sought from you in order to provide a proper assessment, diagnosis and treatment, and may be disclosed to other healthcare professionals involved in your care.  Your medical file will be handled confidentially and with respect to your privacy. This practice is bound by the National Privacy Principles which set the standards by which we handle personal information collected from patients.  
You have a financial responsibility to cover the costs of any consultations or tests performed at these rooms.  If an account remains unpaid it will be referred to a Debt Recovery Agent and you will also be responsible for their fees.
Signed: …………………………………………………………………………     Dated: ……………………………
 In order for us to determine how to assist you, our reception staff may need to ask you questions about your health
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