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36 Main Street 
Mornington, Vic 3931
Telephone 5975 1066 Fax 5975 7455

We are committed to providing our patients with the best care. To do this, it is essential that your personal details are up to date and accurate. Please feel free to discuss any of these questions with your Doctor. Please also read and sign the consent form to allow us to collect and use your health information.

Mr. ⃝   Mrs ⃝   Ms. ⃝ Miss     ⃝ Mstr ⃝      Pronoun _____________ Transgender ______________
First Name ____________________________ Surname____________________________________
Date of Birth ______________________________ Sex at Birth _____________________________       
Medicare Number _______________________ Ref No______ Expiry Date____________________
DVA Number___________________________Expiry Number__________    Gold ⃝ White ⃝
Pension/Health Card_____________________________________ Expiry Date________________

Postal Address_____________________________________________________________________
Mobile No___________________________Work No_____________________________________
Home No________________________Marital Status Married ⃝ Single ⃝ Divorced ⃝ Defacto ⃝
Occupation________________________________     Widow ⃝	 Other⃝
Email Address______________________________________________________________________

Country of Birth__________________________Aboriginal or Torres Strait Islander Yes   ⃝ No   ⃝
Next of Kin/Emergency Contact Name_____________________________________________________________________________Phone No_____________________Relationship to Patient__________________________________
Do you live alone? Yes ⃝   No ⃝                       Do you require an interpreter? Yes ⃝     No ⃝   

Smoking Status Never ⃝		          Alcohol 
	
	How often do you have a drink containing Alcohol?

	Ex-Smoker Quit date 
	Never ⃝ Monthly or less ⃝ 2-3 weekly ⃝ 4+ weekly ⃝

	Current Smoker                 /Per Day
	How many standard drinks in a typical day?

	How many years smoking?
	1-2 ⃝ 3-4 ⃝ 5-6 ⃝ 7-9 ⃝ 10+ ⃝

	
	6 drinks or more in one occasion  daily ⃝ weekly ⃝   monthly ⃝


Do you have any Allergies? Yes ⃝ No ⃝ If yes please specify_______________________________
Nature of reaction __________________________________________________________________
Please list any significant medical history/past surgery/previous illness/injuries


Are you currently taking any medication?  Yes  ⃝ No  ⃝
If yes please specify_________________________________________________________________

Does any of your family have a history of? 
Diabetes ⃝ Heart Disease ⃝ Stroke ⃝ Asthma ⃝ Cancer ⃝
Please specify details_________________________________________________________________

Please let us know how you heard of the Clinic.
Friend ⃝      Relative ⃝     Newspaper ⃝      Internet ⃝
 Other please specify ⃝______________________________________________________________

Health Information Collection and Use Consent Form 

As a patient of our medical practice we require you to provide us with your personal details and a full medical history, so that we may properly assess, diagnose, treat and be proactive in your health care needs.
We aim to protect the privacy and secure storage of your health information. You can request a copy of our privacy policy, which includes information about the collection, use and disclosure of your health information.
We require your consent to collect personal information about you and to use the information you provide in the following ways. Please read this consent form carefully, and sign where indicated below. 
· Administrative purposes in running our medical practice.
· Billing purposes, including compliance with Medicare and Health Insurance Commission requirements.
· Disclosure to others involved in your healthcare including treating doctors and specialists outside this medical practice. This may occur though referral to other doctors, or for medical tests and in the reports or results returned to us following referrals.
· Disclosure to other doctors in the practice, locums etc. attached to the practice for the purpose of patient care and teaching.
· For research and quality assurance activities to improve individual and community health care and practice management.  Usually information that does not identify you is used but should information that will identify you be required you will be informed and given the opportunity to “opt out” of any involvement.
· To comply with any legislative or regulatory requirements e.g. notifiable diseases.
· For reminder letters/SMS text which may be sent to you regarding your health care and management. 
You can decline to have your health information used in all or some of the ways outlined above but it may influence our ability to manage your health care to provide the best outcome for you. 

	I have read the information above and understand the reasons why my information must be collected.      
	

	I understand that I am not obliged to provide any information requested of me, but failure to do so may compromise the quality of health care and treatment given to me.   
	

	I am aware of my rights to access the information collected about me, except in some circumstances where access may be legitimately withheld. I will be given an explanation in these circumstances.   
	

	I understand that if my information is to be used for any other purpose other than set out above, my further consent will be obtained.   
	

	I consent to the handling of my information by the practice for the purpose set out above, subject to any limitations on access or disclosure of which I notify this practice.    
	

	OR
	

	I am unsure and would like to discuss this further with someone from the medical practice before I sign. 
	


I agree to pay all consultation fees on the day of consultation. 

Patients Name___________________________ Date_______/________/_______
Patient’s signature________________________
Signed as Guardian for child_________________ Name (printed

Our practice provides our patients with preventative care e.g. immunisations, annual health checks & cervical screening to opt out please notify reception.
SMS reminders for appointments and results are sent to all patients to opt out please notify reception.
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