UNITED MEDICAL

CENTRES

Patient information form

We are committed to providing our patients with the best care.
To do this it is essential that your health record is up to date and accurate.
Please ask the staff if you require assistance with any parts of this form.

Mr__  Mrs__ Master__ Miss__
First Name Surname Date of Birth
Medicare Number Patient Number Expiry Date
Ethnicity/Nationality Aboriginal __ Torres Strait Islander __
Aboriginal & Torres Strait Islander __ Neither __
Country of Birth Street Address
Suburb & Postcode Home Phone Work Phone
Mobile Number Email
Occupation Marital Status
DVA Gold/White Please Circle Pension Number Exp Date
Health Care Card Exp Date Height : Weight :
Emergency Contact 1 Phone Number
(Name) Relationship :
Emergency Contact 2 Phone Number :
(Name) Relationship :
Current Medications
(Including over the counter medications,
Vitamins and minerals)
How did you find out about us : Friend __ Family__ On Line_
Yellow Pages __ Other (please specify)

PLEASE NOTE:

This practice DOES NOT prescribe the following medications without prior written consent from a specialist:

Targin, Morphine, Oxycontin (Endone), Oxycodone, Valium (Diazepam), Methadone, Alprazolam and sleeping tablets.

PTO
| CONFIRM THAT | HAVE READ AND UNDERSTOOD THE ABOVE MEDICATIONS LIST O



UNITED MEDICAL

CENTRES

Patient information form

Your Health History — Do you have a history of?

[ ] Operations  [] High Blood Pressure [ Asthma [ 1 Epilepsy [ Diabetes

[ 1 Any other major health event or iliness ( please use space below)

Do you have any ALLERGIES or are you SENSITIVE to DRUGS or DRESSING?

[] Yes (If yes please list below) [ No [ 1 Don’t know

Do you SMOKE, DRINK or use other drugs:

[] Tobacco day/week Ceased Smoking date

[1 Alcohol day/week/month

[] DrugUse (type and how often used)

Family Medical History - Have any members of your family had?

[] Diabetes [] Mental lliness [] Asthma [] Heart Disease
[] Cancer (eg. Bowel, Prostate, Breast, Melanoma?) [] Other?

For Females: When did you last have?

Pap Smear Date [] Notsure [] Never

Mammogram Date [] Notsure [] Never

PATIENT CONSENT INFORMATION

The National Privacy Principles in the Privacy Act give you a right to know that information we hold about you and a right to correct that

information if it is wrong. To provide you with quality, ongoing health care, this Practice need to collect information about you. This will include
you personal, medical and family health information. Your attendance in this Practice together with this information is taken as consent to the
collection of this information. It will be used in the normal course of managing you healthcare and will include referrals to specialists including
radiology and pathology and allied health providers. In addition access may be required as part of our ongoing professional, clinical and quality
assurance programs. De-identified information may be used for research purposes. Patients should be aware that there are some instances
where we are legally bound to disclose some of your personal information such as mandatory reporting of communicable diseases. Medico-
legal and WorkCover issues. You have a right to see or obtain a copy of the information we hold about you, after an application you make in
writing. If the doctor considers that releasing information to you may cause you physical or mental harm, he/she may refuse your request and
will explain the reason to you.

| CONFIRM THAT | HAVE READ AND UNDERSTOOD THE PRIVACY INFORMATION O
| consent to having my medical records uploaded to My Health Record [1Yes [] No
(for more information, Phone- 1800723471 www.myhealthrecord.gov.au or front desk.)

| agree to receive reminders through
SMS [JYes [] No Mail [] Yes [ No E-mail [ Yes[] No

Signed Date
(Patient/ Parent/ Guardian)




