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New Patient Information Form

Personal details:
	Title:
	
	Surname:
	
	First Name:
	

	Date of Birth: 
	/        /
	Gender: Male |_|     Female |_|     Neutral |_|     Other |_|      

	First Nations identification: Aboriginal |_|     Torres Strait Islander |_|     Both |_|     Neither  |_|       

	Cultural Background:
	

	Language/s Spoken:
	
	Translator required: Yes |_|     No |_|       

	Address:
	

	Phone: 
	
	Email:
	

	Medicare No:
	
	Ref on Card:
	
	Expiry:
	      /        /

	Private Health Fund:
	
	
	
	Member No:
	

	Pension Card/Health Care Card Number:
	
	Expiry:
	      /        /

	DVA File No: (if applicable)
	
	DVA Card Type:
	

	

	Medical History:
Including current medications, allergies, other doctors/specialists

	

	

	Emergency contact:

	Full Name:
	
	Relationship to You:
	

	Phone: (H)
	
	(W)
	
	(Mobile)
	

	

	Next of Kin:

	Full Name:
	
	Relationship to You:
	

	Phone: (H)
	
	(W)
	
	(Mobile)
	

	

	Do you have an Advance Health Directive:
Yes |_|     No |_|     If yes, please provide us a copy for our records

	

	

	Do you have an Advance Health Directive:
Yes |_|     No |_|     If yes, please provide details:

	Full Name:
	
	
	Relationship to You:
	

	Phone: (H)
	
	(W)
	
	(Mobile)
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