New Patient Registration fmAZICE

PATIENT DETAILS /A HT

Title FRIE : o MrfE&E o Mrsk A o Ms/INB/Z#Z o Miss/MB/Z 3 o Master/NBR& /B #o Dr &

% o Other (specify):
First name #&: Middle name(s) a1 &:
Surname {t: Date of Birth

HEFA:

Preferred name Previous names DA BIEYEF
E R 4 F (if any) IR B AYIE:
(if different):
Country of Birth HAEEZX: | O Australia - BAFI I Gender 4 3: O Male 5Bt

O Other EL{t! (specify) 157E: O OtherE it

O FemaleZ t§

Cultural background #1555 | O AustralianiB AR A, REBIE [First language F—1E=: O English#£iE
= (can specify multiple T| {E
EEZAN): O OtherEfth

O Other(s)EL{t (specify 157E): (specify¥&7E):
Occupation BRI (if retired, Do you need an interpreter | . yes 7o NoG
also specify former #5R3iE (REEREDFR?
K - AEFERZAIRYLE):

Do you identify as? oAborigina RIE R, BABKXEEBRE
REF? O Torres Strait Islander K ¥ BE, BAE REERE

0Both RERMAFEEBRE
o Neither B Att, iF5FRA
Marital status B4R R: [oSingle 25

0 Married 21§

o Defacto BER &R
o Divorced 5 1%
0 Separated %3 FFHY

o Widowed B
CONTACT DETAILS BXZ /AT
Street and number
i SHY:
Suburb X: Postcode XHBYr:
Mobile phone F#/lEBiE: Other phone
(FxeBiE/TERIE:

Email address B2 FHB{4:
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MEDICARE, CONCESSION AND PRIVATE HEALTH INSURANCE B AXFITFBXIET{RER, KE-RHFAANFIS

BRRRIEH=LERIA.

Do you have a Medicare card? If so, please give it to Reception
A BRI BB T IR RIS ? HREIRAIERFA.
FHEHEBRBETRIESE (BEREANSEMTE BE)

If you don’t have a card or don’t have the card (or the number) with
iyou, please give a photo ID to Reception instead

UNRIRBRAFILEAFPET T REF

+5) WiE, BRENER

O Yes B.
Medicare Card Numberf5
PMARE Ref. No.:
B HABR Expiry:

O Yes B, but noton melBEAZRHEHKE
O No7g, but | expect to get onefBEF HFEEF—1

w4/

O No7g, I'm not entitled to oneF TLINFX S

SEHMTEABE .

Do you have a concession card (Pensioner Concession card,
Health Care Card, Seniors Health Care Card, or DVA card)?

EAEMEFR (FESF/RBRR/BFR/DVAR) 15?

O Yes B- please give to ReceptioniB A 1E 5 4

ONo 7.

Do you have Private Health Insurance?

oYes & oNoTt

Insurer name

AR ?

O YesA- provide details 1
HIFMAMNER
O Medication AT 8IS

RATh ARFEFRENS ? (RGNS B :
MEDICAL HISTORY & 5
Measurement | = : Height S/ : Weight E=:
Do you have any allergies? What to?

mAE - W4 ?

Describe reaction:

these medical conditions
(Tick all that apply, and give
details as applicable)

MRS E L BAEXERR
PRV —IG ?

( AEFRBERD - FEE
AREHFEAER )

O Blood clots #tIfi

0 Arthritis RT3

0 Osteoporosis & BB 1AKE
0 Dementia BEHR

o Anxiety &5 [E

o Depression 1 BB AE

Other EAfttl fu FS
No 7&
Do you currently or have you | o Asthma Bl 0 Heart disease/0\iEf® 0 DiabetesiiE bR
ever suffered from any of o Stroked [X| O High blood pressure® & o High cholesterol &= BB E

0 Coeliac disease ZLEE 0 Glaucoma BYEHR
0 Peptic ulcer E{EHR%% o Hepatitis BT 3

0 Gout @&
O Psoriasis R/B & 0 Emphysema S B

O Seizures or fits B8 (£ 0 Migraine {RL7E

m)?

o Schizophrenia #&# %% o0 Abnormal pap smear¥ &
fiE BEARE

o Anaemia B[l

0 Cancer? BJE Please specify typeft AFEIE:
0 Other major conditions? Please specify A H AR NS ? BAYIEEHEA ?

Do you have any family

history of the above
conditions?
1&H DA BRI 2R R e g ?

O YesA- details:
O No7t

Condition & Relationship
i S

Have you had any
operations?

O YesA - provide details:
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REL2ALAMIFAR? ONo 7%

Are you taking any O YesHA- Please list (or attach) i55IH ( ki L)
prescription medications

. ONo &
BERBEOAFAL ?
Are you taking part in a O Yes & — provide details T2 1A E R
clinical trial O No &
EEESMIGFRILIRIG 7
Any over-the-counter meds, O Yes# Please listi5 5l th:
herbals, vitamins,

O NoT.

supplements, etc?
BERHEMIERSHA - E
7 HER - HRFAFE?

Immunisation history

BEHI S

*Bring child’s immunisation book 7 _E#Z FRIZH

o Never MK
0 Yes - complete details below ST AIMATIN T

o Former LLAT — complete details below SEEERIAATI N T

Do you smoke IR E4R 522
(incl vaping B1#EEEF )

Year started Year quit@f &£ How much do/did you )
W EEFF 44 R smoke per day (on Cigarettes
average)? SHYBRIRS | =/
g i
Do you 0 Never #5F | If Yes, how many standard Do you ever O No &
drink alcohol drinks do drink 6 or —
(RERSTEID? 0 Yes B- you have on the days you ?r?r:(lissrgnodna;d O  Monthly or less&
o Former 1 | do drink (on average )? occasion? B=E/D
=] . O  2-4times / month
i‘fﬁ?ﬁmﬁ’ FH-RE ____drinks | IREEHB—R 2-4%/H
5 6 FHE | O 2-3times / week 2-3
ZEG ? RIE
O 4+ times / week 4+
R/E
Do you take illicit
drugs? {RIBAIEE | ° Never MK o Occasionally {871 If yes &, what
541G 2 0 Weekly 2F kind If—74 2
WOMEN’S HEALTH %14 {#E—COMPLETE ONLY IF FEMALE & AGED 16 YEARS OR OVER (X =¥ 4 HF % 16 U EWIEE
When was last pap smear Last pap smear result 0 Normal IE &4t 8
F—RFEFHREERMTA LRFEFHRRMELE | ppnormal RIE=
A ? o 0 Unsure A ATE
When was your last Family history of breast | pother B3 o Sister SHHR Bk
Pl ) cancer ZLIRERKIESE:

o Other Eftt oNo 7o
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EMERGENCY CONTACT £ A 15 /NEXTOFKINE R XE

Would you like to nominate an Emergency Contact (eg. partner/relative/friend) ? 0 Yes B-specify below £ FHE
] ) »
BRI A\ T (Bl RN/ER/BRRD 2 . CNo

Name ¥ &: Phone EBiES15:

Addressittt it (if different to Relationship to patient

patient): S5BENRA:

Is the above Emergency Contact also the Patient’s Next of Kin | 0YesB o No7c— please specify Next of Kin below
MEASRKAACSEHERENER?

Name HBR: Phone EBi&E:
Address Ittt (if different to Relationship to patient
patient) ( MIRS5FBEALRE ) : S5EFENREZ:

PREFERENCES =

Do you consent to receiving SMS reminders of appointments and when it is time for routine preventative OVYesTi &
health measures (eg. vaccinations, health assessments, pap smears) 2 BRI EEWAR T PR ENEE

iREE ( BlaEEEN - SARENME - EHRE) ?

oNo A %

=

O | was a patient at the Doctor’s previous practice F=2BE&IBTIZ AR A

O Friend/Family BA&R/ZKAN4H o Pharmacy Z3JE A &

How did you first find out | o Other Health Professional Eftt DEZ I A 5

about us MERVZNAH 5 \nternet ZEW (specify) B3

ERATAY 2 O HealthEngine fF25|2 0 HotDoc #i%M¥ o Google &3 o Facebook ffii&
Other EL{tl? (please specify iERATEILAR):

RE—RIBEXKEEZETA

e fi%?

Are you? OPregnant f£%2 o Breastfeeding lEEL, o None ;A X
(ROEHITEOLRE ? 0 Hoping to conceive in next 12 months HFEERRK 12 THARZ
PRIVACY POLICY F2FARLEE :

We will collect, store, use and disclose the above information and any other personal information we collect about you in
accordance with our Privacy Policy. This is available on our website at https://www.springvalesouthmedical.com.au/blank-

page, or please ask our Receptionist for a copy. ¥{i1 K& UEE - =fiE - ERAMKE LERURENWERIHNBERE
MEMNMAGE - XOERNIWMIE https://www.springvalesouthmedical.com.au/blank-page £#ZI -
REIRT LA FRRINEIR

Patient’s Name & A
%2 & Signature FH4:

Parent’s X £}/ Guardian’s 'S iF A

Name / Signature &5 :

Date HHA: I S 1

Date H&8. /| J20___
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Health Information Collection and Use Consent Form @S EWEMNEREEH

As a patient of our medical practice we require you to provide us with your personal details and a full medical history, so
that we may properly assess, diagnose, treat and be proactive in your health care needs.

ERBRNEFRENES - BNERCERNBHONIAEAEEASRORE - UERNTNERTRE -
B  SAITHIRARE B OMET REER -

We aim to protect the privacy and secure storage of your health information. You can request a copy of our privacy
policy, which includes information about the collection, use and disclosure of your health information.

BN RERRFENREGERNRANMZEZEM - BIMURIMEMNNBAMEERR X - HhEEARIE - £H
MKTBENREERNER -

We require your consent to collect personal information about you and to use the information you provide in the
following ways. Please read this consent form carefully, and sign where indicated below. BE1HEEZEHRIE A BEWER

REPNTABRABIUTHAERTIEHNER - BEFARZARES - FETHEMMSGE

e Administrative purposes in running our medical practice. E1TH I JIVE T SLERAVTEEHR

e Billing purposes, including compliance with Medicare and Health Insurance Commission requirements. (DB4 - | assign
my rights to benefits to the provider who rendered the services) it B - BFEETETRENBERIEEZERS
BYZEK - (DBA- FEMAEZHECLIREIRSFAVIRMEE )

e Disclosure to others involved in your healthcare including treating doctors and specialists outside this medical practice.
This may occur though referral to other doctors, or for medical tests and in the reports or results returned to us

following referrals. [ 25 EMMET REMNEMAKE - @RERETXERZINVETEENER - XUBEEK
S ERZAHEMELENFHTEZNEURE2REOARIINRERERT

e Disclosure to other doctors in the practice, locums etc. attached to the practice for the purpose of patient care and
teaching. H T BEFEMAFEMEN - AXKPHEMELE - SLERBRWIGFMISRE

e Forresearch and quality assurance activities to improve individual and community health care and practice
management. Usually information that does not identify you is used but should information that will identify you be

required you will be informed and given the opportunity to “opt out” of any involvement. B F R MEERIEE
o - BIBOE N AN X T ERBHMSEEKER - BREEALTZRANESHNER - BNREJBZILURANES 5
MER  ABRSNFENEEREETUS85

e To comply with any legislative or regulatory requirements eg notifiable diseases. EB<F{E O I AT M E K - FI4N
EEEA

e For reminder letters which may be sent to you regarding your health care and management. BJES R ELH TR T

S ET RS ENIRERS
e You can decline to have your health information used in all or some of the ways outlined above but it may influence
our ability to manage your health care to provide the best outcome for you & ] B4 U EilFRrAE &2 5 = EB

BHREER - EXUESFINERNERENET REUANGIRMEELSRIVEE
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| have read the information above and understand the reasons why my information must be collected ¥ E I

i EAERHF T RIERNERNRE.

| understand that | am not obliged to provide any information requested of me, but failure to do so may

compromise the quality of health care and treatment given to me HEHEHEAXFIBHEMEREIZH
55 - ERAXEMTREEF IR REENET REMETHRE

| am aware of my rights to access the information collected about me, except in some circumstances where

access may be legitimately withheld. I will be given an explanation in these circumstances FENEFH AN IAGI0]

WERMRTEMNEE - RIFERELEER IS EMELIFD - EXLEFERLT - BGFIEE.

| understand that if my information is to be used for any other purpose other than set out above, my further

consent will be obtained AAE MRBHEEHA T LLIMNIEMEMBY - FREEVE—DTEE.

| consent to the handling of my information by the practice for the purpose set out above, subject to any

limitations on access or disclosure of which | notify this practice ¥ [F & & T T _Fik B B HE A= R 1S

B, BZ2IRIE 5t a9 (Ei510) 3k % FE PR .
OR
I am unsure and would like to discuss this further with someone from the medical practice before I sign

HAWE - HEZEZEZZASECHPHNENAR—DITIEL.

Patients Name fR A3 Date HEA / /

Patient’s signature @A £

Signed as Guardian for child £Z A& FRIEIF A

Full Name (£ 8)
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