	PATIENT INFORMATION FORM

	Title         GIVEN NAMES                          SURNAME   


	Known as:               
	Date of Birth:          

	Gender:       
	Religion:        

	 Country of Birth:     
	Current Occupation:    


	Street Address:
                   
Suburb:                                                                 Postcode:     

	Home Phone:                                          Work Phone:                   
Mobile Phone:   
Email:       

Please let us know preferred method of contact?                        

	Medicare Number:                                 Ref:                Expiry:   

	Centrelink CRN Ref:                                                    Expiry:   

	Health Care Card/Pension/DVA?    Ref:                            Expiry:   

	Private Health Fund:                     Hospital Cover?   Y / N        Level:

	Referred by:                                                                  Date of Referral
                                                        


	Main Contact Person
       

	Name: 

Relationship / Role:

	Home Phone:                                                      
Mobile:   
Email:       

	Can Dr Fitch communicate with your contact person about your treatment here?    Y         N          Ask me every time                                       

	Regular GP/ Practice    
	Name:
Practice:
Address:
	Phone:   
Email: 
 

	Can Dr Fitch communicate with your GP about your treatment here?    Y        N           Ask me every time   
          

	Regular Pharmacy
(Or one can start using as regular)
 
	Name & Address:    *REQUIRED*


	Phone:  
Email:


	Can Dr Fitch communicate with your Pharmacy about your treatment here?    Y            N         Ask me every time                             

	Any other Contacts?  #1

(e.g. Psychologists, other Specialists, NDIS contacts etc.)
	Name:
Role:
Clinic/Agency:

	Phone:  
Email:


	Can Dr Fitch communicate with them about your treatment here?    Y            N         Ask me every time                            

	Any other Contacts?  #2

*If more than two contacts use Notes box below.
	Name:
Role:
Clinic/Agency: 

	Phone:  
Email:


	Can Dr Fitch communicate with them about your treatment here?    Y            N         Ask me every time                                

	Financial Responsibility
	Who will be paying for the medical service?
Self 
Family member
Third party e.g CPFS/ Insurer/Public Trustee 
         Details

	Medicare Rebates

(select from 2 options)
	Please indicate where you would like Medicare to pay your rebates:
A) Into my bank account already registered with Medicare:   YES / NO
B) Into the following bank account:
Acc Name:
BSB:
Acc Number:

	
Other Info/Notes:






	



