
Patient information 

The information is private and confidential.  

 

Title……….  First name………………….  Second name…………………… 

Your preferred first name (if not the name on your Medicare card)…………………. 

Home address:………………………………………………………………….. 

Postal address…………………………………………………………………… 

Date of birth:………………………………    Gender:  male/female…(circle answer) 

Telephone:  home………………..work……………………mobile………………………. 

Occupation:………………………………………… 

Are you of Aboriginal or Torres Strait Islander descent?  Yes/no  If yes, circle answer 

Aboriginal……….Torres Strait Islander………Aboriginal and Torres Strait Islander……….... 

Medicare card number…………………………………….. 

Number in front of your name……………..Card expiry date………………….. 

Do you have any of the following cards? 

Health care card   yes/no             Pension card   yes/no    

Veteran Affairs card  yes/no         Other card (please specify)………………. 

Number on card…………………………..  Expiry date…………………….. 

In the event of an emergency, please complete details of your next of kin/contact 

Name :……………………………..Telephone…………………… 

If these details are being completed for a child, complete the following: 

Mother’s name……………………………….Telephone………………….. 

Address of mother…………………………………………………………… 

Father’s name………………………………..Telephone…………………. 

Address of father……………………………………………………………. 


