  Patient Registration and Medical Information

Please fill in your medical and personal details prior to your appointment. Please read and complete this form carefully as the information obtained will help in the best delivery of your medical care. 

Title (please circle)
Marital Status (please circle)

Mr/Mrs/Ms/Miss/Master/Dr/Rev
Married/Single/De facto/Other

Given Name: ………………………  Family Name: …………………………

Address: 

……………………………………………………………………………………

……………………………………………………………………………………

Date of Birth: ……./………/………….

Occupation: ……………………………………………………………………..

Contact Telephone Numbers:

Home: ……………………………………

Work: ………………………………..    Mobile:……………………………………

Email Address: ………………………………  Please tick if you want correspondence sent to you by email including copies of your Rheumatologist’s letter to your GP. 
Person to contact in an emergency: 

 Name: 

………………………………  

Relationship:  …………………………………

Phone    Home: ……………………. 
Work: ………………………….

Medicare Number:  ………………………………………………

Is your name 1st on the Medicare Card?    Yes/ No       If not, circle   2nd   3rd    4th    5th 

Expiry Date of Medicare Card:  ………………………………..

Private Health Insurance Fund: (if applicable) …………………………………..

Fund Number: ………………………………….

If you are a holder of the following cards mentioned, please complete the details:

Aged Pension:
Number: ………………………
Expiry Date: ……….

Disability Pension:
Number: ………………………
Expiry Date: ……….

Health Care Card:
Number: ………………………
Expiry Date: ……….

ALLERGIES:
If yes please list below:

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

SMOKER

Yes:      ⁭
If yes, How many per day?.................. How many years?.........

No:       ⁭

Ex Smoker:  ⁭ 
Approximate start and stop date if ex smoker………………...

ALCOHOL

Yes:      ⁭           If yes, Number of standard drinks per week = ……………….    

                           Are these drinks spaced evenly over the week or in 1 or sittings?.......

No:        ⁭           If no, , Ex Alcohol consumption of more that 1 standard drink per day


Yes: ⁭                                        No: ⁭

ARE YOU CURRENTLY PLANNING TO HAVE CHILDREN OR AT RISK FOR CONCEIVING CHILDREN (I.e. not using contraception) – please note this question applies to both men and women               Yes: ⁭          No: ⁭

FAMILY HISTORY OF DISEASE:

Mother:
                                     Father:

Maternal Grandmother:                                  Paternal Grandmother:

Maternal Grandfather:                                    Paternal Grandfather:

ARE YOU CURRENTLY BREASTFEEDING:
Yes: ⁭           No: ⁭

ANY SIGNIFICANT RECENT SOCIAL STRESSORS:           Yes: ⁭          No: ⁭

LIST OTHER MEDICAL/SURGICAL PROBLEMS – PLEASE INDICATE APROXIMATE DATE OF DIAGNOSIS (if there is not enough space, please attach another page to the questionnaire and indicate PTO below)

1. ………………………………………………………………………………………

2. ………………………………………………………………………………………

3. ………………………………………………………………………………………

4. ……………………………………………………………………………………….

5. ……………………………………………………………………………………….

MEDICATIONS – PLEASE INDICATE DOSE IN METRIC UNITS eg milligrams – if you are unsure of the doses bring in the medication with the dispensing label on it. (if there is not enough space, please attach another page and indicate PTO

Name of Medication
                         Dose (in MG etc)           How many times per day

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

PRIVACY ACT 1988

PATIENT CONSENT

TO COLLECT AND DISCLOSE INFORMATION

We require your consent to collect, use and disclose personal information about you. Please read this information carefully and sign where indicated below.

This medical practice collects information from you for the primary purpose of providing quality health care, to properly advise and treat you. Such information may include:

· Full medical history

· Family medical history

· Ethnicity

· Personal contact and health fund details

· Genetic information.

Both our practice staff and medical practitioners may participate in the collection of this information.

This information will normally be collected directly from you. There may be occasions when we will need to obtain information from other sources such as other doctors, other health care providers or hospitals.

With your consent we may use the information you provide in the following ways:

· Administrative purposes in running our medical practice

· Account keeping and billing purposes

· Disclosure to others involved in your health care including treating doctors and specialists outside this medical practice, including other health care providers and insurance companies. This may occur through referral to other doctors, or for medical tests and in the reports or results returned to us following the referrals.

· Disclosure for research and quality assurance activities to improve individual and community health care and practice management. You will be informed when such activities are being conducted and given the opportunity to "opt out" of any involvement.

· Where legally required, such as producing records to court, mandatory reporting of child abuse or the notification of certain communicable diseases.

· We may distribute this information by electronic methods, facsimile or the post.

You are entitled to access your own health records at any time convenient to both yourself and the practice, except in some circumstances where access might legitimately be withheld or where your request is frivolous. We ask that where possible, the request be in writing. A charge may be imposed for processing your request. Where you disagree with the accuracy of the information recorded, please discuss this with your doctor as you are entitled to have your corrections included in your file.

CONSENT:

I have read the information above and I provide my consent for The Practice Doctors and associated practice staff to collect, use and disclose my personal information as outlined above.

I understand that I am not obliged to provide any information requested of me, but that my failure to do so might compromise the quality of the health care and treatment given to me.

I understand that I am entitled to access my own health care records, except where access might be legitimately withheld. I understand that I will be given an explanation in these circumstances.

I understand that I may withdraw my consent as to use and disclosure of my personal information (except when legal obligations must be met).

SIGNED: (Patient)





DATE:




PATIENT NAME:






