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2 Farm Rd, Diggers Rest, VIC 3427
T: 03 9012 7301   F: 03 9005 1067
www.diggersrest-medical.com.au
Patient Registration Form      	 Appt Date: ________
Personal Details:
	Title:
	Mr   Mrs   Miss   Ms   Mstr      (please circle)

	Family name:
	
	Given name:
	

	Middle name:
	
	Preferred name:
	

	Date of Birth:
	     /           /                                           
	Age:
	Sex:          M          F   (please circle)

	Country of Birth:
	

	Aboriginal & Torres Strait Islander: (Please tick) 

	No (   )
	Aboriginal (   )
	Torres Strait (    ) 
	Both (     )

	Marital Status
	(  ) Single    (  )Married     (  ) Defacto     (  ) Separated       (  ) Divorced         (  ) Widowed 

	Sexuality
	(  ) Heterosexual       (  ) Homosexual           (  ) Bisexual       (  ) Transgender   

	Address:
	

	City/Suburb:
	                                                                 
	Postcode:

	Postal Address: 
	

	City/Suburb:
	                                                                
	Postcode:

	Home phone:
	                                                                
	Work phone: 

	Mobile Phone:
	
	Occupation:

	Email:
	


Medicare and HCC Details:
	Medicare No:
	
	Ref No:
	 Expiry:         / 20       

	Pension/HCC No: 
	
	Expiry:
	          /          / 20

	Pension card type:
	    Pension   OR   Health Care Card (please circle)

	DVA No:
	


Next of Kin:
	Title: Mr/Mrs/Miss/Ms
	First Name:
	Surname:

	Phone Contact:
	Alternate Contact:
	Relationship:


Emergency Contact:  same as above (  )
	Title: Mr/Mrs/Miss/Ms
	First Name:
	Surname:

	Phone Contact:
	Alternate Contact:
	Relationship:


Next page

Workers Compensation or TAC: (please tick) if applicable
	Workers Compensation   (    )

	TAC    (    )   Claim No: 


	Employers Name:
	

	Address:
	

	Phone No:
	
	W/C Claim No:

	Contact Person:
	Position:
	Phone No:

	Worksafe Agent
(Insurance Provider) 
	Date Lodged:



Medical History:
Allergies with food/medications/others:  None (  )       Yes (  )  If tick Yes please specify……………………………………
[bookmark: _GoBack]Smoking: N (_)     Ceased (  )  _________    Y (   ) How many a day?........ or per week?........ 
 Alcohol:  N (  )         Y (   ) How many days per week?........ or days per month? ……. How many drinks?........   
Height ………………     Weight …………….
	Diabetes: (   )  
	High Blood Pressure: (   )  
	Asthma: (   )  
	Heart Issues (   )

	Other Chronic disease (  )……………



Recreational drugs: No (  )  Yes  (  )         Any history of Workcover injury? No(    )  Yes (  )
Are you on any regular medications? No (  )    Yes (    )   If Yes…….……………………………………………………………………………..
Have you ever had any operation? No (  )    Yes (    )   If Yes ……………………………………………………………………………………….
Immunisation:   Please circle and indicate year given if known:
 	Tetanus      Whooping Cough    Hepatitis A    Hepatitis B    Influenza    HPV    Pneumonia     Shingles
                MMR	      Chicken pox             Meningococcal     Others: ………………………………………………………………
For female Last Pap Smear …../..…/…..                     
Breast Screening (mammogram/ Ultrasound) …./…./…..   (invite starting at age 50)
Bowel Screening (FOBT) :    Yes   No     …../…../…..  (starting at age 50)

Family Medical History:
(  )Diabetes	(  )Hypertension       (  )Heart Attack/ Disease      (  )Stroke       (  )Asthma/Lung Issues         (  )Cancer  
(  )Depression       (  )Kidney disease              (  )High Cholesterol      (  )Others …………………………………………………………..

Consent:
	1. I give consent for medical information to be obtained by my doctor for the purpose of my medical treatment and passed on to a third party for further treatment.
	Yes
	No

	2. I give consent to release my results to my designated relative/carer.
Relative Name:                                                          Contact No:
	Yes
	No

	3. I give consent for my contact details to be obtained for the purpose of contacting me regarding medical matters or appointments.
	Yes
	No

	4. I give consent in receiving Health care and appointment reminders through SMS, Letter, Email or Phone call
	Yes
	No

	5. I give consent to release my patient records Via My Health Records.
Unsure? Please ask reception staff or GP about information regarding My Health Record
	Yes 
	No


Medical practitioners at Diggers Rest Medical Centre are committed to providing our patients with the best care. To do this it is essential that your health records are kept up to date and accurate. We recognise the importance of privacy and confidentiality for all our patients.
Acknowledgement:
	Signature:
	
……………………………………………………….
	Date signed:
	         /          / 20
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