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CENTRE

New Patient Information Form

TITLE: MR MRS MS MAST MISS
LAST NAME: FIRST NAME:
D.0.B.: / / PREFERRED NAME:
DO YOU HAVE A CONCESSION CARD?

(] PENSION CARD NO: (0 HEALTH CARE CARD NO: [J SENIORS HCC NO:
EXPIRY DATE: / / EXPIRY DATE: / / EXPIRY DATE: / /
MEDICARE NUMBER: REF NO: EXPIRY DATE: /
RESIDENTIAL ADDRESS:
SUBURB: STATE: POST CODE:
POSTAL ADRESS
HOME PHONE: WORK: MOBILE:
EMAIL:
MARITAL STATUS: SINGLE MARRIED DIVORCED SEPARATED DEFACTO WIDOWED
OCCUPATION:
NEXT OF KIN CONTACT EMERGENCY CONTACT
FULL NAME: FULL NAME:
ADDRESS: ADDRESS:
PHONE NUMBER: PHONE NUMBER:
RELATIONSHIP TO PATIENT: RELATIONSHIP TO PATIENT:
To Assist with Health Initiatives: Are you... Aboriginal: [ Yes LINO

Torres Strait Islander: [ Yes I NO
BEHTHEIEYS anssmmmimnnmmm ey
Heights s cm WETBhE! s kg
Social History:
[J Tobacco — NO [ Tobacco - YES, .......... Per day/week OR Ceased smoking: ......... Y A— YA [ N/A
O Alcohol —NO [ Alcohol — YES, .......... Per day/week/month O N/A
Health History — Do you have or have had a history of:
[0 Hypertension O Asthma [ OPETaTIONS: ieveses it
[0 Diabetes [J Chronic llinesses (I Other: e O N/A

Family History — Have any members of your family had:
[0 Hypertension [ Asthma O Cancer Ll Other: i
[0 Diabetes [0 Heart Disease ] Stroke O N/A

Allergies — Do you have any allergies or are you sensitive to any drugs or dressings?
0 NO L YES = Please GBIy st inisnisissiissossisaid csaveiss v vis sissonsdeiindsioiitioniane i sssies eveeiasioebesinins il
Preferred method of communication: O sms O Email [0 Phone O Letter

I understand that my personal health information will be disclosed to other heaith providers directly involved in my personal health care or
medical treatment. If you do NOT agree to have your personal health information disclosed, piease advise our staff. Our practice provides
our patients with preventative care and early case detection reminders e.g., immunisations, annual health checks, skin checks and pap
smears. If you do not wish to receive such reminders, please advise our nursing staff.

SIENAIUTES csvisinssrasssmissisensivis e waissies R R B T T T T ITT YT ITITT R

If not, the patient Signing, Please PriNt YOUN MBME! ..o oottt ees oottt e etesseeeetars s st emes eeesesessseaess s s ee e eesessenn
| HAVE READ THE INFORMATION PROVIDED AND WOULD LIKE TO REGI




