
                            New patient registration form 

                                                             Dr Chatwell Habana- Consultant Paediatrician ___ Confidential___ 
 

 

Childs details 

Miss/Master (please circle) 

Full name:                                                                                                     Date of Birth: _ _  /_ _  / _ _ _ _ 

Medicare Card number:  _ _ _ _     _ _ _ _ _      Ref:  _     Expiry:   _ _ /_ _ _ _  

 

Mother’s details 

Mothers Full Name: Miss/ Ms /Mrs 

Address:  

Phone number: _ _ _ _ _ _ _ _ _ _                Mobile number: _ _ _ _ _ _ _ _ _  

I consent to receive SMS text appointment reminder:   Yes           No 

 

Father’s details 

Fathers Full Name:   

Address (If not same as above):  

Phone number: _ _ _ _ _ _ _  _ _ _          Mobile number: _ _ _  _ _ _  _ _ _ 

I consent to receive SMS text appointment reminder    Yes        No  

 

GP Details: 

GP Name:         Phone Number: _ _ _ _ _ _ _ _  

GP Address:  

                       

 

Any other information you think the doctor should know: 

 

 


