[image: ] Patient Registration Form

Title:  ________	       First Name: ________________________       Surname: __________________________
DOB: ________________		Gender: _________________ 	Religion: ________________________
Do you identify as:	Aboriginal	Torres Strait Is		Both 		N/A

Country of Birth: _______________________________	Language Spoken: ________________________
Occupation: ___________________________________	Employer: _______________________________
[bookmark: _GoBack]Home Address: ____________________________________  Suburb: ________________   Postcode: ________
Postal Address (if different): ______________________________
Email:  ________________________________________
Phone (H): _____________________________		 (M): _____________________________

Medicare Number:    _____________________________	   REF:  __________      EXP:  ________________
Pension Card Number:  ______________________________ 		      Expiry Date:  __________________
HCC Number:  ______________________________	      		      Expiry Date:  __________________
DVA Number: ________________________     circle:    Gold 	White 	      Expiry Date:  __________________
Private Health:      YES 	NO 		Health Fund:  __________________________________________
Membership Number:  ______________________________________________________________________

Next of Kin: ________________________________    Phone:  ________________________________________
Relationship: _______________________________________________________________________________
Emergency Contact (other than NOK): _______________________________ Phone: _____________________
Relationship: _______________________________________________________________________________

Do you consent to receiving reminders via SMS (circle): 				YES 	NO
Would you like your next of kin to have access to your medical records? (circle)		YES 	NO
HOW DID YOU HEAR ABOUT US?____________________________________

	Medical History
	Yes
	No
	Details

	Relevant Medical History
	

	
	

	Allergies

	
	
	To What?
What happens?

	Current Medications

	
	
	

	Immunisations Complete
	
	
	

	Alcohol Intake
	
	
	How Often:                            Amount:

	Smoking History 
	
	
	 ☐ Never          ☐ Ex-Smoker         ☐QTY/day  

	PLEASE INDICATE IF YOU OR YOUR FAMILY MEMBERS HAVE OR HAD THE FOLLOWING:- 

	Cancer
	
	
	Who: 

	Heart Disease
	
	
	Who:

	High Blood Pressure
	
	
	Who:

	Diabetes
	
	
	Who:

	Asthma
	
	
	Who:

	Other Conditions
	
	
	


Privacy 
I consent to my Doctor collecting my personal health information for appropriate ongoing care.  This information may be released to preferred health care professionals if required.

Signed __________________________________	Date: __________________________
26 Central Drive, Andergrove, Qld, 4740
Ph: (07) 4955 0555 Fax: (07) 4955 099
admin@healthoncentral.com.au
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