PATIENT REGISTRATION FORM

	PATIENT DETAILS – Please enter details as appropriate in the below blank areas

	FAMILY NAME
	
	FIRST NAME
	

	MIDDLE NAME
	
	PREFERRED NAME
	

	ADDRESS
	

	SUBURB
	
	STATE
	
	PCODE
	

	HOME PHONE
	WORK PHONE
	MOBILE

	
	
	

	DATE OF BIRTH
	
	MARITAL STATUS
	

	PLEASE IDENTIFY BY CIRCLING
	Male
	Female
	Aboriginal or Torres Strait Islander
	Other (please explain)
	

	CARD or FUND DETAILS

	MEDICARE No
	
	REF NO
	
	EXPIRY DATE
	

	HEALTH CARE OR PENSION NO
	
	EXPIRY DATE
	

	DVA Gold or White Card
	
	EXPIRY DATE
	

	PRIVATE HEALTH FUND DETAILS
	
	MEMBERSHIP NUMBER
	

	NEXT OF KIN (For use in emergency situations)

	NAME
	

	CONTACT NUMBER
	FIRST NUMBER
	SECOND NUMBER
	RELATIONSHIP TO PATIENT

	
	
	
	


We are able to obtain your previous medical history from your past General Practitioner.  If you would like this to occur please advise reception staff who will give you the appropriate paperwork.
HEALTH HISTORY INFORMATION

Your assistance in completing this questionnaire is appreciated to assist the Doctor in providing you with the best possible healthcare.

	DO YOU SUFFER FROM: Please list

	ALLERGIES

(Please list)
	SENSITIVITY TO MEDICATIONS
	SENSITIVITY TO DRESSINGS

	
	
	

	
	
	

	DO YOU HAVE A FAMILY HISTORY OF: Please tick

	Alcohol or Drug Addiction
	
	Heart problems
	
	Diabetes
	
	Asthma
	
	Cancer

(please specify)

	Hearing Loss
	
	Memory Loss
	
	Mental Illness
	
	

	HAVE YOU RECENTLY UNDERTAKEN ANY PATHOLOGY OR RADIOGRAPHY TESTING

	Blood Tests
	When
	
	Where
	

	Radiography
	When
	
	Where
	

	DO YOU or HAVE YOU EVER SMOKED:
	Currently a smoker

Yes  (        No (
Current   ( More than 5/day
                ( More than 10/day

Quit (please specify date)
	DO YOU WISH TO QUIT?
	Please circle 
Yes         No

	DO YOU HAVE A PAST HISTORY OF: Please tick 

	Operations
	
	Asthma
	
	Diabetes
	

	Hypertension
	
	Chronic Illness
	
	Other
	

	ARE YOUR VACCINATIONS OR IMMUNISATIONS UP TO DATE: Please tick and note year if known.

	
	Had
	Year Received
	
	Had
	Year Received

	TETANUS (ADT)
	
	
	INFLUENZA
	
	

	GARDISAL (HPV)
	
	
	PNEUMONIA
	
	

	SWINE FLU (H1N1)
	
	
	HEPATITIS A
	
	

	
	
	
	HEPATITIS B
	
	

	WHEN WAS YOUR LAST: Please indicate Month and Year if known

	Pap Smear
	
	Mammogram
	
	Prostate Examination
	


