
 

Medicare card or electronic version MUST be presented at every appointment. 

PATIENT DETAILS FORM 

We are committed to providing our patients with the best care. To do this, it is essential that your health record is kept 

up to date and accurate. Please assist us by completing the following: 

Title* (please circle) Mr        Mrs        Ms        Miss        Mast        Sr        Fr        Dr              

Gender Identity* (please circle) 
 

M / F / Non-binary / Gender Diverse / Transgender / Different Identity 

Surname*  

Given name(s)*  

Preferred name  Date of birth*  

Street Address*  

Suburb and postcode*  

Postal address  
(if different to above) 

 

Country of birth*  Ethnicity  

Home phone   Mobile phone  

Current/past occupation*  Work phone  

Email address  

Allergies (if applicable)*  

Medicare number** Ref:____ Expiry Date*  

DVA Card number 
Gold / White (please circle) 

 Expiry Date  

Pension Concession Card 
Number 

 Expiry Date  

Centrelink Health Care Card 
Number 

 Expiry Date  

Next of kin*  
Full name:                              Phone:                               Relationship: 

Emergency contact*  
(if different to above) 

Full name:                              Phone:                               Relationship: 

Do you consent to receiving text messages for recalls?            Yes   /   No      (please circle) 

To assist with health initiatives, are you of Aboriginal or Torres Strait Islander origin? 

        Yes, Aboriginal         Yes, Torres Strait Islander             Yes, Aboriginal & Torres Strait Islander            No 

By signing this, you acknowledge that test results cannot be delivered over the telephone. This is to ensure your 

utmost confidentiality. Please book a follow up appointment with your doctor to discuss results. 

 

Signed: ___________________________________                                  Date:   _______________                       

         


