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  To assist with your visit, could you please complete the following:

TITLE    Mr/Mrs/Miss/Ms/Dr     SURNAME (same as Medicare card)……………………………………………………… 

GIVEN NAME (same as Medicare card) ……….………………..…….…………DATE OF BIRTH…………/…………/…..…  

ADDRESS: ………………………………………………………………………………….……...………………………………………………..
……………………………………………………………………….... STATE…………………….POSTCODE …………………..…………
POSTAL ADDRESS ………………………………………………………………………….……………..…...………………………..……..
PHONE NUMBER: (Home) ……………..……………..…… (Mobile) …………….…………….………….…...….……………..

OCCUPATION……………………………………………..EMAIL ADDRESS…………..………………..…….…….………..…………
NEXT OF KIN…………….……………………….RELATIONSHIP………………..….………..…………………………………….…… 
MEDICARE/DVA NUMBER…………………./……..…………/……….……..….EXPIRY………………………REF NO………… 

PRIVATE HEALTH FUND………………………………………………………MEMBERSHIP NUMBER……………..…………..
Are you an Aged Pensioner?     Yes/No     If so, Pension Number: ………………………………………....…….…….

Name of your GP: (if not referring Doctor) ……………..……………………………………………………….………...….…

Address of your GP: (if not referring Doctor) ………………………………………………..….……………………….……….

This document is the start of Doctor collecting information on you.  We will collect health information to assist in the management of your care, and collect information to assist us in providing you with credit.  We may share the collected information with other health providers that have treated you, or may treat you in the future.  If they are to share information with us, this will also form part of your file. I give my consent to the collection of information for these purposes.

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

Is this Workers Compensation? ……………………...          If YES, please complete the following:-
EMPLOYER …………………………………………………………………………………….CLAIM NUMBER………….………………………………………….
CONTACT NAME………………….………………………………. ………………………………………PHONE………….……………………………….…..………
ADDRESS…..…………………………………………………………………………...….…….………………………..…………………….………………………….……
INSURER…………………………………………………………………………….………………………….PHONE…………………………………………………………
CONTACT NAME……………………………………………………………...…..…………DATE OF INJURY…………………..……………………………..………
ADDRESS ………….………………………………………………………………………………….…………………………..……………..……………...……………….…

THANK YOU, WOULD YOU KINDLY HAND THIS TO YOUR DOCTORS SECRETARY
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