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PATIENT REGISTRATION

We are committed to providing our patients with the best care, to do this it is essential that your medical records are up to date and accurate.

SURNAME: ______________________________ FIRST NAME: ___________________________________________________________________
PREFERRED NAME: ________________________________COUNTRY OF BIRTH:________________________________________________
TITLE:  MR / MRS / MISS/ MS / DR / OTHER   (Please circle) 
OCCUPATION: _____________________________________________________DATE OF BIRTH: ____________________________________

ADDRESS: ______________________________________________________________________________________________________________​____
SUBURB: _______________________________________________________POSTCODE: _______________________________________________
TELEPHONE (H):_______________________________________________MOBILE: ___________________________________________________
POSTAL ADDRESS (IF DIFFERENT):_______________________________________________________________________________________
_______________________________________________________________________________________________________________________________
NEXT OF KIN: ______________________________________________________________________________________________________________
RELATION TO PATIENT: __________________________________________________________________________________________________
ADDRESS: __________________________________________________________________________________________________________________
TELEPHONE: (H) ___________________________________________MOBILE:_______________________________________________________
GP NAME: ___________________________________________________________________________________________________________________
ADDRESS: __________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________

MEDICARE NO: _____________________________________________________________________ REF NO: ____________________________
EXPIRY DATE: ______________________________________________________________________________________________________________
PENSION CARD NO: _____________________________________________EXPIRY DATE: _________________________________________
DVA CARD NO: (WHITE OR GOLD) ______________________________________________________________________________________
PRIVATE HEALTH INSURANCE:  YES / NO
HEALTH FUND: _____________________________________________________________________________________________________________
MEMBERSHIP NO: __________________________________________________________________________________________________________
Fee Notice: Accounts are payable on the day of consultation, we quote the highest payable fee at the time of booking your consultation. Medicare rebates are available. We accept cash, EFTPOS or credit card. 

A cancellation fee will be charged if you give less than 24 hours notice.   We value your privacy; your information is collected to maintain the most up to date records to help provide the highest quality care. 
Signed: ________________________________________________________________________________ Date: ______________________________________________________________
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