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Asasdasd

New Client Form 

Date: ___________________


Title:         _ Name:                                        Surname:                                 
Preferred:                                  .
Address:  _________________________________________

Suburb:                                                                          Postcode: ______________
D.O.B:                          Home:                                   Work: __________________                                 
Mobile: ​                 _________                         Email address: _______________________________                                                                                                                                                                          

Medicare No: _____________________________   No. on card: _____ Expiry Date: _____________ 
Pension No:                                Exp. Date:              ⁯ DVA: ⁯ Gold Card / ⁯ White Card No:____________

Health Fund Name:__________________ Health Fund No:_____________                                            
Medical Practitioner’s (GP) Name:                                                                                   Phone:        
Practice Address:__________________________Practice Email:_________________________
Next of Kin/Emergency Contact:                                                       Phone_________________________                           
Current Medications: ________________________________________________________________________

Allergies (Please circle): Betadine, Sulphur, Aspirin, Codeine, Pethidine, Lignocaine, Penicillin. 
Others: ________________________________________________________________________
Medical History: ______________________________________________________________________
___________________________________________________________________

PRIVACY POLICY
In the process of providing medical care to you, Heart of Canberra will collect, store and share your information in accordance with the National Privacy Principles. The information will be treated with respect and in confidence. The information may be used for audit or research purposes to improve quality of care, but will not be disclosed in a way that will identify you. It will be stored and transmitted to other health care providers in a secure fashion. You may request that some or all information not be shared with other health care providers, but this may compromise your care. Except in exceptional circumstances, you are entitled to see the information stored about you. 

Please sign and date below if you are in agreement with your information being handled this way 
Full Name:                                            Patients signature (or legal guardian):                                                        .
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Practitioner Signature:                                                                       .    

