
Patient Information 
 

Title:      Date of Birth:       Age:                    

Surname:       Given Name:        

Address:              

Suburb: ___________________________  State:       Post Code:     

Phone:      Email:           

Person to contact/Next of kin - Name:           

Relationship:      Contact Phone:         
 

Defence (Serving Member): Yes □ If yes disregard Medicare/fund info 

Medicare:   

No beside your name: ___  

Expiry: ____/____ 

 

Private Health Fund Name:       

Membership No:       

 

GP Name: _____________________________________ 

GP Practice: ___________________________________ 

 

Brief Medical History 
 

Do you take anticoagulants (blood thinners)? N / Y  
 
Do you have a Cardiologist? N / Y  Name: _________________________________________ 
 
Are you a diabetic? N/ Y   Type I / Type II 
 
Please list medications (if not included on your referral): 
                
                            
 
Please list any medical conditions (if not included on your referral):  
                 
                 
 
Do you have any allergies? 
                
 

Privacy Statement: Our practice collects and stores your information in accordance with the Australian Privacy Principles. We undertake to collect information 
which is appropriate to your total care, to use that information for its intended purpose, to only allow authorised staff to access and use that information and 
allow you access to this information. I have read the above statement and agree to the collection and storage of my information. 

Signed:          Date:       

If not referring doctor 


