[image: ]			       Diggers Rest Medical Centre
 2 Farm Road, Diggers Rest, VIC 3427
Tel: 03 9012 7301 Fax: 03 9005 1067
www.diggersrestmedical.com.au
Patient Registration Form
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   Other   Unknown
Please circle


	Aboriginal & Torres Strait Islander: (Please tick)

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


	Country of Birth:
	Cultural Background: 


	Is English your first language?                     If not, do you require an interpreter?          Please specify language
Yes   (   )         No   (   )                                              Yes   (   )         No   (    )                           ____________________           
                     

	Marital Status:

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

	Address:


	City/Suburb:
	
	Postcode:

	

	Postal Address:


	City/Suburb:
	
	Postcode:

	

	Occupation:

	
	Work Phone:

	

	Mobile Phone:

	
	Home Phone:
	

	Email:

	


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


	Pension/HCC No:
	
	Expiry: 
	 


	Pension Card Type:
	Pension   OR   Health Care Card   (please circle)


	DVA No:
	                                                               Please circle: (GOLD)   (WHITE)    (ORANGE)



Parent/Guardian of patients under 16 years:
	Name:

	Date of Birth: 

	Phone Contact:

	Relationship:

	Medicare:                                                           Reference Number:          Expiry:   



Next of Kin:  same as above (  )
	Title: Mr/Mrs/Miss/Ms
	First Name:
	Surname:


	Phone Contact:
	
	Relationship:



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


	Phone Contact:
	
	Relationship:



Non-Attendance Fee 
	[bookmark: _Hlk121733937]$55.00 fee applies to patients who book and do not attend an appointment.  To avoid this please reschedule beforehand by calling the clinic or changing your appointment online through HealthEngine.  We require a minimum of 4 hours’ notice if cancelling your appointment.  



Name: __________________________________________________ DOB: _____________

Medical History:
Allergies with food/medications/others:  Nil known ○ Yes ○ If Yes please specify………………………   
Smoking:  ○ Non-Smoker ○ Ex-Smoker ○ Smoker                                                                                            ○ How many a day? …………….        ○ Year started…………….  ○ Year stopped…………….                                                                                 Alcohol: ○ No  ○ Yes  ○ How many days per week?....... ○How many standard drinks per day?............                                                                                                     
○Height: ………………………. ○ Weight: ……………………
Recreational drugs: No ○ Yes ○ Any history of Workcover injury: No ○ Yes ○
Do you have any medical conditions?……………………………………………………………………....      Are you on any regular medications?  No ○ Yes ○  If Yes …………………………………………………………………………………………………………………… Have you ever had any operation?  No ○ Yes ○  ………………………………………………………………..……………………………………………………
Are you up to date with your immunisations, including COVID?.......................................................................
For females: Last pap smear/cervical screening    …../…../…..                                                                        Breast Screening (Mammogram/Ultrasound) …../…../….. (invite starting at age 50)                                     Bowel Screening (FOBT):  No (   )    Yes (   )   …../…../….. (Starting at age 50)
Family Medical History:
	Mother:

	

	Father:

	


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 record via My Health Records.  Unsure? Please ask reception staff or GP about information regarding My Health Record.

	Yes 
	No



Acknowledgement:
	Signature:
	
………………………………………………………………..
	Date Signed:
	   
    /       / 20




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 patients. 
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