PATIENT REGISTRATION FORM

(To be completed by all new patients)

A. DEMOGRAPHIC INFORMATION

Family Name

Given Names

Date of Birth

Street Address

Suburb and Post Code

Home Phone Work phone:
Mobile Phone
Email
Occupation
Are you of Aboriginal or Torres [ Yes, Aboriginal
Strait Islander origin? [ Yes, Torres Strait Islander
[J Yes, both Aboriginal and Torres Strait Islander
O No
Country of birth
Cultural back ground
Main language spoken at home | [ English )
[0 Other (specify)
Interpreter needed L] Yes [ No

] Member/ex member of Australian armed forces

Veterans status 4
[] Partner/child

Next of Kin Name

Relationship

Phone number

Emergency Contact Name

(Someone we can contact if
needed urgently)

Phone number

Medicare Number |:||: |:||:| |:|_ :| Ref No |:| Expiry Date
DVA Number |:| Expiry Date
[ Gold [J White

Pension Number |:| :| Expiry Date
Health Care Card Number |:| :| Expiry Date

Marital Status

Private Health Insurance [J Yes (Name of insurer)

[ No

B. FAMILY HEALTH HISTORY
Have any members of your family had?

Diabetes Mother Father Brother/sister
Heart disease Mother Father Brother/sister
Stroke Mother Father Brother/sister
Asthma Mother Father Brother/sister
Cancer Mother Father Brother/sister

C. PERSONAL HEALTH HISTORY
Do you have or had a history of? (describe below)
[J Operations [J Asthma
[J Hypertension [ Chronic iliness

Grand parent
Grand parent
Grand parent
Grand parent
Grand parent

[] Diabetes
[] Other

Other
Other
Other
Other
Other




Do you have any allergies or are you sensitive to drugs or dressings:

[ Yes (If yes please list below) O No

Adult Immunisations - Have you had the following? Date

Hepatitis B [OJ Don’t Know [J Haven't had one
Hepatitis A [OJ Don’t Know [J Haven't had one
Influenza [OJ Don’t Know [J Haven't had one
Pneumococcal (Pneumonia) [OJ Don’t Know [J Haven't had one
Measles [0 Don’t Know [0 Haven't had one
Whooping cough [OJ Don’t Know [J Haven't had one

Children’s Immunisations - If completing this form for a child are their immunisations up to date?
O Yes [0 No Unsure

Females: When did you last have?

Pap smear Date [ not sure [ never
Breast check Date ] not sure ] never
Skin check Date [ not sure ] never

Males: When did you last have?
Skin check Date ] not sure ] never

Current Medications (including over-the-counter medications, vitamins, and minerals)

D. LIFESTYLE HISTORY

Smoking [J Never smoked (] Ex smoker - Ceased Smoking - date
[J Smoker [J Regular smoker [ Social smoker __ day/
cigarettes per day week
Quitting [J Not ready [J Unsure [J Ready
Alcohol [J Non-drinker [ Drinker days/ week Days/week more

than 4 standard drinks
Patient concerned about drinking [OYes [ONo [JUnsure

Recreational drug use (Please note your answers will remain confidential)
(type and frequency)

Physical activity |:| Days per week having 30 minutes or more of moderate physical activity

Nutrition Days/week eating 5 or more serves of vegetables
Days/week eating 2 or more serves of fruit

Days you eat meat/fish/poultry

Days you eat takeaway food

Sleeping Average hours of sleep per night
Do you wake refreshed? [JYes [No

Please list any health concerns you would like to receive more information on?

The information | have provided is as accurate as possible

Signature of Patient Date

For office use:
Recall reminders set up [] Diabetes cycle of care [] Indigenous health checks [[] Immunisation [] Pap Smears [] Other



