
                                                             

PATIENT REGISTRATION & INFORMATION FORM 

We are commi7ed to providing our pa?ents with the best care.  To do this it is essen?al that your health record is kept up 
to date and accurate. Please Print and Place ⌧ in all applicable boxes 

        

Please no?fy us promptly of any changes in your contact details. Accurate contact details help us iden?fy you and your 
medical records and allow us to contact you promptly about tests and results. 

Signature of Pa?ent or Guardian: _________________________________ Date: ____/______/______ 

Name: ________________________________________________________                                                                                                                                                                                                          

Title     Mr        Mrs     Ms      Miss     Mast

Surname

Given Name                                                                         Preferred Name: 

Date of Birth

Sex  Male      Female

Occupa9on

Street Address
Town/Suburb:                                                       Postcode:

Postal Address (if different 
from above

                                                          
Town/Suburb:                                                        Postcode: 

Phone Number Home:                                    Mobile:                                         Work:

Email

Preferred Method of 
Contact

 Home phone      Mobile phone       Mail         Email

Reminders  I consent to being contacted with a reminder to maintain my appointments and 
health.    Yes     No        Consent for reminder by SMS  Yes     No        

Next of Kin/Emergency 
Contact

Name:                                                                                
Address:   
Contact No:                                     Rela?onship to Pa?ent:

Medicare Card Number                                                                                 Ref No:                   Expiry:  ____/______

DVA Card Number                                                         DVA Gold  or White Card  Expiry: ____/______  

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

Private Health Cover  Yes     No  Health Fund Name:                                                     

Name of current Doctor and 
Medical Centre


