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NEW PATIENT REGISTRATION FORM
This information will be used to update your medical file and will assist us in providing improved health care and is strictly confidential.
PERSONAL DETAILS

Miss/Mrs/Ms/Mr/Mast/Dr/Other:   ……………………………… 

                Surname:  …………………………………………………
First Name:  …………..……………………………………………..…………  


Middle Name:  ……………………………………......
Preferred Name:  …………………………………. ………………………..             
                Gender: …………………………………….................
Date of Birth: ……………………………………………………………………

                Country of Birth: ………………………………........

Residential Address: …………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………..          Postcode: ……………………………………….

Postal Address (If different to residential): ………………………………………………………………………………………………………………………….
Mobile No: ………………………………………………………………………. Home: ………………………….  Work No: ………………………………………….

Email: ………………………………………………………………………………
Next Of Kin: (Best person for us to contact on your behalf in the case of an emergency

Name: …………………………………………………………  Phone: …………………………………….  Relationship: ……………………………………………….

Emergency Contact (Must be different to Next of Kin)
Name: ……………………………………………………….    Phone: …………………………………….   Relationship: …………………………………………………
Do you identify yourself as:  (  Aboriginal      (  Torres Strait Islander    (  Both    (  Neither
Are you a fulltime University Student under 25?   ( Yes    (  No           If yes what is your student ID No: ……………………….  Exp: …………

Your Occupation: …………………………………... 
          Current Employer: ………………………………………….
Medicare Number: ……………………………………………..       Ref no: ………..      Exp: ……………/…………     

Pension/Health Care Card: ……………………………………     Exp: …………../…………..

Dept. of Veterans’ Affairs: ……………………………………      Exp: …………./…………….


ALLERGIES
Do you have any known allergies (including food):      ( Yes
( No
If yes, please list:

1. ………………………………………………

Reaction: ………………………………….
2. ………………………………………………

Reaction: ………………………………….
3. ………………………………………………

Reaction: …………………………………..
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_________________________________________________________________________________________________

Lifestyle Information

Alcohol:  Average use____________ standard drinks per day/week/month                       Ex Drinker?   Yes (     No (
Smoker?    Yes (    No (    Cigarettes daily……………      Ex Smoker?  Yes  (   No (               Cannabis Use / other drugs?  Yes  (  No (
Do you exercise regularly?  Yes  (   No  (
Family History:

Please list any members of your family who have been diagnosed with, or suffered from:
Diabetes: 

( Yes ………………………………………………………………………………………………….

High blood pressure:
( Yes ………………………………………………………………………………………………….

Heart disease: 

( Yes ………………………………………………………………………………………………….

Stroke:


( Yes ………………………………………………………………………………………………….

Any Cancer:

( Yes ………………………………………………………………………………………………….

Depression: 

( Yes ………………………………………………………………………………………………….

Other:


( Yes ………………………………………………………………………………………………….



Medical History
Please give details of any illnesses or surgery in the last 5 years:

……………………………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………………………………...
Current Medications: (please include over the counter and herbal/homeopathic medicines)

	Medication
	Strength
	Dosage
	Reason for medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


· Payment in full is required at the time of consultation.
· Patients accept full liability for workers compensation claims which are rejected by the employer.
Signed by ………………………………………………………………………………………   Date ………………………………………………
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PRIVACY CONSENT FORM

We value your privacy and personal health information.  We pledge not to use it for any purpose other than your health care as detailed below.

We require your consent to collect personal information about you.  Please read this information carefully, and sign where indicated below. Tremaur Medical Centre collects information from you for the primary purpose of providing quality care.  We require you to provide us with your personal details and a full medical history so that we may properly assess, diagnose, treat and be proactive in your health needs.  This means we will use the information you provide in the following ways:

Please indicate if you do or do not agree with the use of your information by marking the box.

                                                                                                                                        AGREE   DISAGREE

· Administrative purposes in running our medical practice.                                            (                 (
· Billing purposes, including compliance with Medicare and Health 

             (
    (
       Insurance Commission requirements.


                                    

· Disclosure to others involved in your health care, including other doctors
             (                 (
In the Practice, treating doctors and specialists outside this medical practice.  

This may occur through referral to other doctors, or for medical tests and 

in the reports or results returned to us following the referrals.
    



      


· Disclosure to visiting doctors and medical students attached to this practice for          (                 (
the purpose of patient care and teaching.  Please let us know if you do not want 
your records accessed for these purposes, and we will note your records accordingly.    



       
· Disclosure for research and quality assurance activities to improve individual 
(                 (
and community health care and practice management.  No names of individual 

patients will ever be used.  If your individual health data (rather than grouped 

practice data) is to be used, you will be informed when such activities are 

being conducted and given the opportunity to “opt out” of any involvement.
 

· For quality review and accreditation of the practice, medical records may                    (
      (
       need to be assessed by a visiting doctor.                                      
· Communication by telephone, mobile or SMS as required. I authorise staff                  (
      (
        of Tremaur Medical Centre to leave a message or voice mail if I am unavailable.


                                             




I, ---------------------------------------------------------------- Date of birth …… / ….. / ……

                    
(PATIENTS NAME)
have read the information above and understand the reasons why my information must be collected.  I am also aware that this practice has a privacy policy on handling patient information.

· I give consent to be involved in a recall and reminder process administered through the practice for optimum delivery of preventative health care as recommended in the RACGP Guidelines for Preventative Activities in General Practice.

· I understand that I am not obliged to provide any information requested of me, but that my failure to do so might compromise the quality of the health care and treatment given to me.

· I am aware of my right to access the information collected about me, except in some circumstances where access might legitimately be withheld.  I understand I will be given an explanation in these circumstances.

· I understand that if my information is to be used for any other purpose other than set out above, my further consent will be obtained.

· I consent to the handling of my information by this practice for the purposes set out above, subject to any limitations on access or disclosure that I notify this practice of.

· I consent to personal information such as test results being released to the following family 

members…………………………………………………………………………………………………………….



Signed:----------------------------------------------------------------------- Date:------------------------------------

