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Patient Information Sheet
	Title
	 FORMCHECKBOX 
Mr     FORMCHECKBOX 
Mrs     FORMCHECKBOX 
Ms     FORMCHECKBOX 
Miss     FORMCHECKBOX 
Dr      FORMCHECKBOX 
Mx   

	First Name
	

	Last Name
	

	Preferred Name
	

	Date of Birth
	       /          /               Gender       FORMCHECKBOX 
Male        FORMCHECKBOX 
Female   FORMCHECKBOX 
Unspecified


	Home Phone
	(        )
	Email:

	Mobile Phone
	
	Work Phone:


	Street Address
	

	Suburb
	

	Postcode
	
	State
	


	Occupation
	

	Company
	


	Emergency Contact
	Phone
	Next of Kin Name
	Next of Kin Contact

	Relationship

	
	Relationship


	


Health Fund

	Health Fund Name
	Membership No.

	
	


Medicare

	Medicare Number
	Position
	Expiry
	DVA/Concession Number:

	
	
	
	DVA Colour:


Family Doctor’s Information

	Doctor’s Name
	

	Telephone
	

	Street Address
	

	Suburb
	

	Postcode
	
	State
	


Medical History (if you answer YES, please provide the details)
	Do you smoke?

	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 
	If Yes, How Many per day?


	Are you an ex-smoke?

	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 
	If Yes, How long and how many per day?
--------------------------------------------------------------------------




For females

	Are you pregnant?
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes       
	


Have you suffered one of the following?

	Asthma
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes
	Diabetes
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 

	High/Low Blood Pressure
Any important health issues
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 
---------------------------------------------
	Haemophilia / Prolonged Bleeding
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 


	Are you taking any medications
	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes 
	------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------




General Allergies

	 FORMCHECKBOX 
No   FORMCHECKBOX 
Yes       
	----------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------




Your privacy and rights are respected under the National Privacy Act. I understand that my attendance gives consent to the storage of medical information on a secure database. This information may be used for management for my condition and medical research. I agree to take responsibility for the timely payment of all my accounts. In the event of failure to pay my accounts my details may be released to a debt collector. 

Whilst we endeavour to keep to time with appointments due to the nature of our practice and the need to accommodate emergency cases, at times we are unavoidably behind schedule. Your patience is appreciated and we apologise for any inconvenience caused.
	Signature


	
	Date


	                /       /


[image: image1.png]