Patient Information Sheet   GP:   MA  QM  ZB  CW  BA  SR
	Title:
	Mr           Mrs             Ms             Miss               Gender :  M/F          

Married           Single              Widow          Divorced            Separated

	[bookmark: _GoBack]Surname:
	                                                                   First Name:

	Date of Birth:
	

	Email Address: 
	

	Ethnicity/Nationality:
	                                                                   Spoken Language:           

	Street Address:
	

	
	                                                                                                  

	Home Phone:
	                                                                   Mobile Phone:    

	[image: ]Aboriginal
[image: ]Torres Strait Islander
	                                                                   Occupation:

	Medicare Number:
	                        Ref :                      Expiry Date:

	Pension Number:
	                                                                                                   Expiry Date:

	Private Health Fund Name :                                                                    Policy Number:
NIB | BUPA | MEDIBANK | ALLIANZ | IMAN   

	MUST HAVE DIFFERENT DETAILS TO YOU
Next Of Kin: 
Name:
Contact number:
Relationship:
	Emergency Contact:  
Name:
Contact number:
Relationship:



How did you find out about us:	  Newspaper       Signage        Internet         Family/Friend          Other

I consent to be recalled by:    SMS / Phone Call                                          
I consent to share my information with other Healthcare Providers:     Yes    /   No
Do you have any allergies? 
If yes please list – 
No

Do you have any major medical conditions or history of surgery? Please provide year of diagnosis if known.
(e.g.: Diabetes, asthma/COPD, cancer, hypertension, chronic illness, orthopaedic or cosmetic surgery)

			

Are you on any regular medications?

	

Tobacco:           Never smoked          Ceased Smoking (year quit).......             Smoker……..  per day/week[image: ]
[image: ]
[image: ]

Alcohol:             Non-drinker              Drinker ……..   Number of drinks per day / week / month[image: ]
[image: ]

      How often would you drink more than 6 drinks per day? …………………..		

Signature:	Date:		
Patient Privacy Information
We need this information to provide you with the best quality of care. Our practice follows the guidelines of The Royal Australian College of General Practitioners Handbook for the management of health information in private medical practice. This means your personal health information is kept private and secure, as required by federal and state privacy laws.
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