. - - - . . CARLINGFORD
Welcome to Carlingford Medical Clinic. We are committed to providing our patients
with quality care. To do this it is essential that your health record is kept up to date and accurate. Y MEDICAL CLINIC

Patient RegistrationForm ?

YOUR PERSONAL DETAILS {EIAN1E B
First name: %? Title: Mr. Mrs. Ms. Miss Other:
Middle name: Preferred name:

Last name: ﬁ_&._ Date of birth: H:;' £ H ,Hﬂ

Gender ID: Male Female Non-Binary Trans Gender Diverse Birth Sex: Female Male Other

YOUR RESIDENTIAL ADDRESS T8 BE{¥ 11t

Street / no.: ’ﬁﬁg% éﬁi%ﬁﬁ% City/Suburb: E: ﬁl‘ﬁﬁﬁﬁ%
YOUR POSTAL ADDRESS (IF DIFFERENT FROM RESIDENTIAL ADDRESS)
Street name & no.: City/Suburb: P/code:
YOUR CONTACT DETAILS
Mobile: =& H: work: T1E SEhE: Home: 1FFoEHE:
Email: BEFE
Would you like to receive clinical reminders via text messaging? 1B B B R W EZ FTAYESIREE? Ll v LI N Preferred contact: Mail Email
YOUR occuPATION BaZE
Occupation: Unemployed 333{\¥ Retired J\Eﬁi
YOUR RELATION TO HEALTH INITIATIVES — DO YOU IDENTIFY YOURSELF AS ABORIGINAL OR TORRES STRAIT ISLANDER?
No Aboriginal Torres Strait Islander Aboriginal and Torres Strait Islander
If no, what is your cultural background? 1&5&@“35{@%7
YOUR MEDICARE INFORMATION {&RYEEE{RE &
i 17 ; 7 .
Medicare No.: SEAE: Line No.: HHT: Expiry: BEE: - / /

YOUR PENSION INFORMATION (iF APPLICABLE)

Pension/HCC No.: Ref No.: Expiry: / /

Card type:

DVA No.:

YOUR NEXT OF KIN: {Z0 3R E

Name: Relation: B{% Phone: i3
YOUR EMERGENCY CONTACT I:l please tick box if same as Next of Kin

Name: &= Relation: @& Phone: Bf4&EaE

YOUR PRIVACY & CONFIDENTIALITY fREIFEFARIIRER

Carlingford Medical Clinic BEEEHNERNTEENE RS HEFENEERY. EENE, FErERmErE8E o iRtERNEN.
EAEORNFREDERANNGRS, WERESRSEGERNEMERERE A B LAEERIHRESEN. NREHEAENSHA DB IREEEE
f, EMERFERSRYEE4ETi. A Carlingford Medical Clinic FIEEIIZREAEEERTER, MRSEERURELITHE:

AR Carlingford Medical Clinic flAsH()2 BN B RAIIREN B BB RMEIRME ERRNEARREN. RERES8 DIAEREE kS aR
BEA SR e SR H b B R B E BRI EAA B REEN. (FREEMNRHATEHRERIREN S, EEERMSETE TS
HiRREFNZE.,

YOUR SIGNATURE fH9%#& DATE HZf

* SEENENISEREREE /PLEASE TURN OVER AND COMPLETE THE OTHER SIDE OF THIS FORM  **



YOUR HEALTH HISTORY {ZH#ES R ERERSNEREREE LEERFAHEERG?

Do you consent to Carlingford Medical Clinic GPs accessing your ‘My Health Record’ for the purpose of ongoing medical care?

O Yes EHE O No AER O | have ‘Opted Out’ for My Health Record
Do you have any allergies or are sensitive to drugs or dressings? O Yes — Please list below O No &
BREEHIESEREEEE SRR B- FH
%?:T %E B BB MHIT—E5RmR? =0- FE
o you or have you ever had any of the following conditions? O Yes - Please tick below O No&
O Diabetes #EFRIE Typel O O Asthma g O Heart Problem /MiERIZE O Anxiety EEERE
Type 20O
O Kidney Disease B3Ef5<f’d = O Epilepsy E&H O High Blood Pressure =[iIE O Depression {NESRE
O Colon Cancer 28 O Breast Cancer ZLIRE O Stroke & O Other Efth
YOUR BLOOD GROUP fZ&RYIMAY BRI MBS ?
Do you know your blood group? O Yes, my blood groupis O No
2/, FRIMmMEIE FARNE

FOR YOUR CHILD (TO BE COMPLETED IF THIS FORM IS FOR YOUR CHILD) ¥iiXIEIF L (WNRIEER TIENFL, BER)

Is your child up to date with his / her immunisations? O Yes O No
BT RECEERRE

Please provide a copy of your child’s most recent immunization history / satet S F LRI IEERE mACER

YOUR RELATION TO TOBACCO RJE42E%

AR FRIRIE FAUE T (FUERFE)
O | have never smoked O | smoke O | ceased smoking (please advise date) I S S
YOUR RELATION TO ALCOHOL ERE4CE%
EEns? = a BF
Do you drink alcohol? O Yes O No O Socially
FOR FEMALE PATIENTS {ZfRZ 4R ABIZ AR =R E R B ER?
Please provide the date of your last Cervical Screening Test R S S

REFERRAL SOURCE - How did you hear about this medical practice?
O Word of mouth O Drive / walk past O Leaflet/ Flyer O Website O Google

OFFICE USE ONLY

Admin 1. PATIENT ID HAS BEEN SIGHTED (i.e. Medicare card or DIL) O INTIALS: ___ DATE: Il
Admin 2. ALL ADMINISTRATIVE INFORMATION HAS BEEN ENTERED O INTIALS: ___ DATE: I
Nurse 3. ALL CLINICAL INFORAMTION HAS BEEN ENTERED O INTIALS: __ DATE: I

Admin 4. FORM HAS BEEN SCANNED TO PATIENT FILE O INTIALS: __ _ DATE: [ 1



