[image: ]NEW PATIENT REGISTRATION FORM 
Your health and well-being are our priority.
This information is private and confidential and is used for your clinical care and helps to provide the best clinical care possible for you. We comply with the Privacy Act 1988 and commit to protecting the privacy of the information collected.

Surname Mr/Mrs/Dr/Ms/Miss/Master ________________________________________
Given Names     _________________________________ Preferred Name ________________
Date of Birth _________________ Birth sex   M/F             Gender Identity _________________           
Preferred Pronoun_________________________    Marital status ___________________
Occupation _______________________________ Mobile No__________________________   
Home Phone______________________________   Work phone_________________________
Email _______________________________________________________
Address _____________________________________ Suburb _______________ P/code ________

Aboriginal: Yes/No           Torres Strait Islander: Yes/No                    Both Yes/No
Country of Birth _______________________      Preferred Language ______________________
Medicare No ____________________________   Reference No_____ Expiry date _____/______
Health Care Card /Pension __________________________________ Expiry date_____/______
DVA Card Number _________________________________________Expiry date_____/______
Private Health funds (e.g., BUPA/Medibank/hbf etc) __________________________
Next of Kin details
Surname ____________________________________         Given Names ______________________
Address _____________________________________ Suburb _______________ P/code ________
Ph. Number____________________________________ Relationship ____________________
Emergency Contact 
Surname________________________________       Given Names __________________________
Phone Number ______________________________    Relationship_________________________
Address ____________________________________________     Post code _________________
PLEASE CONTINUE ON NEXT PAGE


Smoking: Do you smoke currently? Yes /No.  If yes, how much do you smoke daily ____________
Are you an ex-smoker Yes/No 
Do you drink alcohol? Yes /No. How many days a week do you drink? _______
How much do you drink whenever you drink? ____________________________
Do You have any of these conditions?
Asthma/High blood pressure /heart disease/lung disease/Diabetes/Depression/Anxiety/Kidney disease/Cancer/High Cholesterol/organ transplant   
Do You have any other medical conditions? ____________________________________________
________________________________________________________________________________
Do you attend any specialist clinic or hospital for any medical problems? yes /no
Which specialist or Hospital do you need to see regularly? _________________________________
Please List any medication you take ____________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
Are you allergic to any medication? Yes /No. Please list your allergies _________________________________________________________________________________
_________________________________________________________________________________
Have you ever been prescribed EpiPen (for severe allergies), or do you carry one? Yes/No
How did you hear about us? Google/Facebook/Signage/Word of mouth/other

I declare that I have answered these questions accurately and to the best of my knowledge.
I consent to the use of my personal health information by Midvale Family doctors and other health care providers within this centre involved in my medical treatment.
I consent to the disclosure of my personal health information by the health providers in this practice to other health providers directly or indirectly involved in my medical treatment and health care.
I give consent to this medical centre and its staff to contact me and send reminders by telephone, email, mail/post, or SMS.
I understand that I can withdraw my consent in writing at any time.

________________________                               _______________________
Patient’s/Guardian’s Signature                              Date

image1.png
MIDVALE FAMILY DOCTC

EVERYONE COUNTS

M

MIDVALE

FAMILY DOCTORS




