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 NEW PATIENT REGISTRATION FORM
Please fill out both sides of this form

PERSONAL DETAILS
TITLE:  (please circle)    Mr      Mrs      Ms      Miss    Mast    Dr     Mx
GENDER:  ☐Male       ☐Female           ☐ I identify as___________________    ☐ I choose not to identify  
	Surname:
	First Name:

	Date of Birth:

	Address:

	Suburb:
	Postcode:

	Home Phone:
	Mobile:
	Work:

	Email Address:

	Next of Kin Contact (Primary contact)
Name:         
                                                 
	Relationship to you:

Mobile:

	Emergency Contact (Secondary contact)
Name:

	Relationship to you:

Mobile:

	Legal Medical Power of Attorney
Name:

Phone Number:
	Medical Power of Attorney Documents sighted:
· Yes
· No   
Do you have an advanced care plan in place:  
· Yes     
· No                                                          

	Do you agree to have reminders and recalls added into our   computer system and sent to you via SMS          ☐YES      ☐NO
	

	CULTURAL BACKGROUND
Do you identify as: 
☐Aboriginal 
☐Torres Strait Islander Origin
☐Aboriginal & Torres Strait Islander
	COUNTRY OF BIRTH/ETHNICITY:

PRIMARY LANGUAGE SPOKEN:


	
ACCOUNTS INFORMATION:
	
	

	Person responsible for the Account:
	Surname:
	First Name:

	Medicare No:
	Ref No:
	Exp. Date:

	Pension No:
	Exp. Date:
	

	Healthcare Card No:
	Exp. Date:
	

	Dept. of Veteran Affairs No:
	Exp. Date:
	

	Student ID:
	Exp. Date:
	

	Other (Specify TAC, Workcover):
Claim Number:
	
	


If you do not have a Medicare Card you will be privately billed for the consultation as per our private fees schedule. Please ask our receptionist if you are unsure of the fees.
SOCIAL HISTORY:
	Do you smoke? (please circle)

	   YES      NO      EX
	If yes, how any per day?

	Do you drink alcohol? (please circle)

	   YES      NO    SOCIAL
	If yes, how much?

	Height
	Weight
	


                                                                                                                                                 PLEASE TURN OVER………
[bookmark: _GoBack]
ALLERGIES:
Do you have any allergies or are you sensitive to drugs or dressings? (please circle)     YES      NO
If YES, please list below: ___________________________________________________________________________________
											
LIST OF REGULAR MEDICATIONS:
	
	
	

	
	
	



MEDICAL HISTORY:
Have you been diagnosed with having a medical problem? E.g.: Asthma, Blood Pressure, Depression, Diabetes etc. 
Please list below:
	
	
	

	
	
	

	
	
	



FAMILY HISTORY: 
Have any of your family members (parents, grandparents or siblings) had: (if so which member?)
	Diabetes:
	   YES          NO
	

	Asthma:
	   YES          NO
	

	Heart Disease:
	   YES          NO
	

	Mental Illness:
	   YES          NO
	

	Cancer:
	   YES          NO
	

	Other:
	   YES          NO
	


CONSENT AND DECLARATION:
I understand that Brunswick Medical Group complies with the Privacy Act 2014. The Privacy Act now includes a set of 13 New Australian Privacy Principles that regulate the handling of personal information and is committed to protecting the privacy of individuals and their personal information. Our Privacy Policy brochure is at reception if you would like a copy.
I give BMG consent to:
· Record my health information for medical and health related services.
· Record and use my personal information for billing and administrative purposes.
· Collect, store and dispose of my personal information 
· Release relevant information to other Health Professions to allow quality medical care.
· Disclosure to others involved in my healthcare, such as treating doctors and specialists within and outside Brunswick Medical Group. This may occur through referrals to specialists and during clinical handover to other doctors within Brunswick Medical Group when your treating doctor is on leave.
· Add me to a recall reminder register. 
· Be part of the Practice’s national, State and Territory recall and reminder systems. Eg PAP, Mammograms
· Submit my vaccinations to the Australian Immunisation Register.
· Disclose DE-IDENTIFIED personal health information to a third party for research or quality improvement activities to improve individual, community health care and practice management.  De-Identifiable information cannot be traced back to the individual.
· Contact my next of kin in an emergency.
CONSENT CAN BE WITHDRAWN AT ANY TIME BY INFORMING OUR RECEPTIONIST OR BY WRITTEN NOTIFICATION .
I declare:    
· I declare that I have answered the questions to the best of my knowledge.
· I am in receipt of the Brunswick Medical Group Information Sheet.
· I understand that all accounts must be paid at the time of the consultation.
· I understand that I will incur an additional fee of $20.00 if not paid on the day.
· I am responsible for all accounts of any children under the age of 16 years who I’m listed as their next of kin.
· I understand that a fee of $40.00 applies to any missed appointments where I fail to advise the clinic at least 2 hours prior to the appointment.
· I acknowledge that Brunswick Medical Group is a Private Billing Clinic with the exception of Pensioners (weekday between 9-5pm, weekend 9-11am)), Health Care Card Holders (weekdays 9-5p.m only), Students under the age of 16 years(weekdays 9-5p.m. only) Students 16-25yrs are charged the rebate fee (which you will get back from medicare) plus $25.00 upon presentation of a current student card.
PATIENT OR PARENT/GUARDIAN: 
NAME (Please Print):								
SIGNATURE:								DATE:				                              
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