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CONFIDENTIAL PATIENT REGISTRATION FORM

MR / MRS/ MS/ MISS/ MASTER/ DR

SURNAME_________________________________________________________________________________

GIVEN NAME(s)___________________________________________________________________________

POSTAL ADDRESS_________________________________________________________________________

_______________________________________________________________________POSTCODE_________
Telephone:
(Work)________________________________________



(Home)________________________________________



(Mobile)_______________________________________



(Email)________________________________________

Date Of Birth
__________________AGE_______

Occupation______________________________ Employer _________________________________________

Next of Kin____________________________________ Phone No ___________________________________

__________________________________________________________________________________________
Do you have Private Health Insurance?
Yes / No

Name of Fund________________________
Medicare No
__________________________________    Medicare Ref No__________________________

Please circle: Pensioner / DVA / Health Care Card         No_________________________________________
Family Doctor______________________________________________________________________________

Clinic Name________________________________________________________________________________

Is this a Workcover / TAC / or Sports Club or other Insurance Claim?
YES / NO

How did you discover our clinic? (Please circle)  Sporting Club please specify _____________________
Friend / Family / Hospital / Driving Past / Yellow Pages / Internet / Other____________________________
Signed______________________________________ Date _____/_____/_____

PLEASE NOTE: THIS IS A PRIVATE PRACTICE AND FEES ARE PAYABLE AT THE TIME OF CONSULTATION.  SHOULD PAYMENT OF THESE FEES PRESENT A PROBLEM, PLEASE DISCUSS THIS WITH THE STAFF AND NOTIFY THE OFFICE PRIOR TO YOUR CONSULTATION IF YOU REQUIRE CONSIDERATION.

*HICAPS & EFTPOS FACILITIES AVAILABLE
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