New Patient Registration Form

Contact Details
Title ceeeeeeiieieee, GIVEN NAIMET oottt e sttt s b e e e e s b e e e s sb e e e s snreeesanreeeeas
o 1 0 11NV =T T PRSP
e =Y A =Yo I V=T LTSRN Date of Birth: ............. YA YA
Gender: Male/Female/Others (please SPeCify) ....ccveceerireeiiiieeeieeie e e Birth Sex: Male/Female

SEFEET A TIESS: ettt ettt ettt et b ea e stesaesebbe b sbesebeesaeesee sassassesses st saesessassse sasans sesbes st she sebeesseease srseesaeanne sbesrreentn

EIM@IL et et et b e bbb ek bes e e bR S E ek £ e s £t et b eae eh sk £t see b ea st bes et et s eaeshe e
Mobile Phone: ......ccovevenenvencreneneneene HOME: .o WOPK: vt e
Insurance Information
MEICAre NO.....oouieiieieieete et s Ref NO....coovveueene Expiry Date: ........... YA Y S
Eligible for concession: Yes O No O
Card tYPe: cuvieeeeiee et Card NO: c.eveeeveeeeeeeeeree e Expiry Date: ........ [, Y
Personal Details

Do you identify as: Aboriginal O Torres Strait Islander O Both Aboriginal and Torres Strait Islander O Neither O

Country of Birth: ......ccvveeeciiie e ELNNICIEY: cevieeeeiee e e e e
Religion: ..cceviveieeeecrcice e OcCUPALioN: .o Marital Status: .....cccoveeeveeeniirece e
Next of Kin: ..ooceeveieiieeeeeeee e Phone: ....ccooeviiiiieiccieeeee Relationship: ...ccocoevieeniiiiiieeene
(First name/Surname)
Emergency Contact: .....ccccceeeevvcciiieeee e, Phone: .....ccooveiiieeieeies Relationship: ....ccoooevieiiiiiiiieeeceens
(First name/Surname)

Medical History
Do you have any allergies to medicines or are you sensitive to any dressings?
NO O YES O (DIEASE lISE): coveeereeeree oo eeeees s e s sesa e e s st s e st s sse e s ses e
Are you currently using any prescribed or over the counter medications or vitamins and minerals?
No O Yes O (P1EASE TIST): weuveeveerireere it ettt e et et sea s esesas et saeses et et sessesasesessesanssessesane sassesasssensesase sensesaresensesasesnns

Do you have, or have you ever had a history of:

QO Stroke QO Fractures QO High Cholesterol OGlaucoma O Back Pain
QO Epilepsy O High Blood Pressure O Kidney Disease O Liver Disease Q Bronchitis
O Asthma QO Anxiety/Depression O Diabetes OHepC O HepB

ANY OLNEI? et ste e steetesteetesteeteeteeaeseatessans et aasaesass et et aes et et eestes b esaessesbesbansensenbenseasensessea e sesnsenneseenn



Family History

Mother:
QO Stroke QO Fractures QO High Cholesterol OGlaucoma QO Back Pain
QO Epilepsy QO High Blood Pressure QO Kidney Disease QO Liver Disease QO Bronchitis
QO Asthma QO Anxiety/Depression O Diabetes OHepcC OHepB
ANY OLNEI? oottt ettt et asste st s es e s et s etestesesestes st asseteseeses et et eae et eeeaessestesesaae et sensen bt st eneate e neatetaeras
Father:
Q Sstroke QO Fractures QO High Cholesterol OGlaucoma O Back Pain
QO Epilepsy Q High Blood Pressure QO Kidney Disease QO Liver Disease Q Bronchitis
QO Asthma O Anxiety/Depression O Diabetes QOHepcC QO HepB
ANY OTNEI? <ottt sttt eb e st eb e ses st et eh e 4 s b £t see b ea e 4 bt et ees b ea sh e ebEat e b Res £t e e st b s et et ebeae b ner et en
Social History

Do you exercise? O No. Q Yes, how many times per week? .................

Duration of exercise per day? .......c.ccceveeuenen
Do you smoke? O No QO Yes, year commenced? .................

How many per day? .............
Do you drink? O No O Yes, how many days per week? .........cou....

Number of drinks per day? .................
Do you use recreational drugs? O No O VYes, how often? ................

What type? .....cccceeeuneee.

Consent

Our practice uses a recall and reminder system. This is by SMS, Phone calls and Mail. We have a legal obligation to complete
this and is not optional for patients in the clinic.

| understand that Chirnside Park Family Clinic complies with the privacy and data protection act 2014 and as part of their
privacy policy they are committed to protecting the privacy of individuals and their personal information. My signature below
indicates that | have read the above and consent to Chirnside Park Family Clinic collecting, using, storing and disposing of my
personal information; the release of relevant personal information to other health professionals to allow quality medical
care; inclusion in a recall register to be advised of follow up visits: inclusion in national/state reminder systems/registers,
medical updates and health information and the release of relevant personal information to my (prospective) employer,
their authorized representative and their insurer in the case of a work related consultation or service. | understand | may
withdraw my consent to Chirnside Park Family Clinic to use and disclose my personal information (except when legal
obligations must be met).

If you miss an appointment and fail to notify the practice 3 hours in advance a $50 fee will be charge for each
time you do not attend to your appointment. Please, call at least 3 hours prior to your scheduled time if you
are unable to keep your appointment.

If Medicare rejects any claim, you will be liable for private payment.

| Patient / Guardian Name) .........cccceevevreveerennee ..., agree that this
information is accurate and true to the best of my understanding and that | am responsible for cancelling appointments
at least 3 hours prior to the appointment.

SIZNALUIE ovoeeeveereeeerree s esesnssersssessssesssnsens (D E - Xy [y A @) @)



