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SURNAME:  _______________________________________________________________ 

FIRST NAME:  _____________________________MIDDLE NAME:____________________ 

KNOWN AS:   

Residential Address ____________________________________________ 

Town___________________________________   Postcode______________ 

Postal Address ________________________________________ 

Town____________________________________  Postcode_____________ 

If the same please put AS ABOVE.    

State: __________________ Country:  _______________________________________ 

� This is a temporary address. 

Essential information 

DOB:    dd/mm/yy ______________ 

Born as:  M □    F  □    

Home/Work 
phone:_____________________________ 

Mobile: ________________________ 

Email:___________________________ 

 

Optional Information 

Identifies as___________________ 

Preferred pronoun:_____________ 

 

 

 

 

 

 

Medicare nbr                                                                                 Ref          ____       
Expiry date  

Private Health fund                                                                                                     

Membership nbr  

Concession Card nbr  

Expiry date  
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� Aboriginal or TSI origin 
� Neither 
� Registered for CTG 

Country of Birth:  _____________________________________ 

Primary Language:  ____________________________________ 

Occupation:  _________________________________________ 

Religion:  ____________________________________________ 

Ethnicity:  _____________________________________________ 

Marital Status:  ______________________________________ 

 

EMERGENCY CONTACT 

  

Relationship Name   
 

Phone 

Next of Kin 
 
 

  

 

Are you the Account Holder? 

� Yes 
� No – please enter details below. 

Name of account holder:                                                                    DOB:   
Phone:                                                        Email: 

 

 

I__________________________________________ confirm the above information is 
correct. 

Signed_________________________________________    Date:   
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MEDICAL INFORMATION QUESTIONS 

Usual doctor:                                               
Do you have any of the following 
health issues? 

 
Yes 

 
No 

 
Details 

Diabetes    
Allergies     

 
 
 

High blood pressure    
Stroke/heart attack/angina    
Rheumatic fever or heart murmur    
Asthma or other breathing problems    
Epilepsy    
Indigestion/reflux    
Hepatitis/HIV    
Do you smoke?    
Do you drink alcohol?    
If so, how much.    
Do you know your height?    
Do you know your weight?    
Any previous serious illnesses?     
Any recent operations?    
    
Please list all medications  you are currently taking: 
 
 
 
Do you have: 

- Health care plan with another surgery__________________ 
- Mental health care plan with another surgery______________ 

 
Doctor or nurse to complete: 

- Advanced Health Directive____________________________ 
- Enduring Power of Attorney___________________________ 
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