	 Title
	Mr      / Mrs      / Ms      / Miss   /  ______
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MEDICAL CENTRE





	 Surname
	
	
	

	First Name
	                                 Middle Name
	
	

	Date of Birth
	
	
	

	Marital Status
	Single     / Partner     / Married     / Divorced   /   ___________________
	
	

	Street Address
	
	
	

	Suburb and Postcode
	
	
	

	Postal Address
	
	
	

	Home Phone
	
	Work Phone
	

	Mobile Phone
	
	Email
	

	Medicare No
	
	Ref Number
	Expiry Date

	DVA (Please circle)
	Gold / White
	Number
	Expiry Date

	Pension Number
	
	Expiry Date
	

	Health Care Card 
	
	Expiry Date
	

	Private Health Ins.
	
	Member Number
	

	Next of Kin/ Emergency Contact

We require two (2)

different contacts


Account Holder
(Children Under 12 years Only)
	Next of Kin:
Name:

Emergency Contact:  
Name: 

Name: 

Address:
	
Ph:

Ph:

DOB: 


	

	Employer


	
Employer:

Address:
	
Occupation:

Ph No:
	

	Culture – Do you identify as:

(Please circle)
	Australian

Aboriginal / Torres Strait Islander 

Other
	Other cultural or religious health care needs or beliefs ________________________________

_____________________________________
	

	Reminder Systems

(Please circle)
	Do you wish to have a SMS message sent to remind you of a scheduled appointment 
	Yes 
Mobile no: _________________
	        No

	Reminder:  
	Have you registered your bank account
	             Yes
	               No


	Your health and family history – do you have or have you had a history of?

(Please include any family history as well)
	

	Operations
	

	Asthma
	

	Diabetes
	

	Hypertension
	

	Chronic Illness
	

	Other
	


Do you have any allergies or are you sensitive to drugs or dressings?
Yes □ (Please list below)


No  □
___________________________________________________________________________________

Current Medications (including over the counter medications, vitamins and minerals)

________________________________________________________________________________________

Social History

Tobacco use: _________ day/week or ceased smoking – date ________________ 

Alcohol: ______________ day / week / month (please circle)

Drug use: ____________________________________________________________ (type and frequency)

Height _____________ cms 
Weight: _______________ kgs 
Blood pressure _________________

Blood Pressure: when was your blood pressure taken last? _____________________________

Sun protection


Always

Often
  Sometimes
Rarely

Never

Protective Clothing

    □

  □
     □

  □

 □
Sunscreen creams

   □

  □
     □

  □

 □
For those 65 years and older: when was the last time you were immunised?

Influenza



Date ___________
□ not sure
□ never

Pneumococcal pneumonia


Date ___________
□ not sure
□ Ever

Females:  When did you last have?

Pap smear - Date _________□ Not sure  □ Never   Breast check - Date _________□ Not sure  □ Never

Males:  When did you last have? An overall check-up
Date ___________
□ Not sure
□ Never

Patient Name:






Date of Birth:
Patient Signature:



                           Date: _______________________________

Verification of Signature:
Credit Card           □  Visa/Mastercard                       □ Drivers License Number:  ___________________
Reminder Systems Consent:
Would you like to be included in our disease prevention

Register or recall/reminder system?                                                                                                  YES /NO
We will send a reminder letter e.g. Pap smear/Chronic Disease e.g. diabetes/asthma








            
