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DONNYBROOK MEDICAL SERVICES
    NEW PATIENT REGISTRATION FORM
Please complete the following form, please ensure all spaces are completed and return to the receptionists for updating before your consultation.
PATIENT INFORMATION
	Title:   □ Mr    □ Mrs   □ Ms   □ Master    □ Dr     □ Other ___________ 

	Surname:
	____________
	Given Names:
	___________
	Preferred Name:
	____________

	DOB:
	____/____/____
	Birth Sex:______________
	Gender Identity:______________________

	
	
	
	

	Mobile:
	_______________
	Home Phone:
	_____________
	Work Phone:
	_____________

	Residential Address:
	_________________________________________________
_________________________________________________
	State:
	_______

	Suburb
	_________________________________________
	Postcode:
	________

	Are you happy to receive an SMS for reminders?
	Yes/No
	

	Do you identify as Aboriginal or Torres Strait Islander?

	(Please tick if appropriate)   □ Aboriginal    □ Torres Strait Islander   □ Both  □ Neither

	Ethnicity:

(e,g Australian, Italian, American etc)
	______________
	Country of Birth:
	_____________________

	NEXT OF KIN
	
	

	
	(Only complete both if different)
	
	

	Next of Kin:
	______________________________
	Phone:
	______________________________

	Relationship:
	______________________________
	
	

	If same as above:         □ (please tick)

	Emergency Contact:
	_______________________
	Phone:
	______________________________

	Relationship:
	______________________________
	
	

	Medicare Card Details
	
	

	Card Number
	     _ _ _ _ _ _ _ _ _ _
	Ref #
	_______
	Exp Date
	

	Concessions Card Details
	
	
	

	□ None    □ Health Care Card   □ Pension Card  □ Veterans (if yes specify) □ White  □ Gold

	Card Number
	_____________________
	Expiry Date: ____/____/____

	Please present any of the above cards to reception when returning this form

	The information you give us about yourself is essential for administration, investigations and the management of your health. The information will be kept confidential and will not be released to any individual or organisation without your consent, except when we are obliged by law to notify the Department of Health and Ageing for disease notification as per the Privacy Policy displayed.

	Signed:
	______________________
	(Patient or parent/legal guardian if under the age of 18 years)

	Date:
	_____/______/_____
	
	


PLEASE FILL IN THE SECOND PAGE ALSO
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NEW PATIENT MEDICAL HISTORY PGE 2

Previous GP/Surgery: ____________________________________________________
Medications (including natural/ alternative therapies):
_______________________________________________________________________

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Allergies to medications: _________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Other Allergies: _________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

_______________________________________________________________________
Any significant family history: (eg. Heart Disease, Diabetes, Cancers etc.)

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Are you a smoker or have you been in the last 2 years? Yes / No
If so, how many per day? _______________
Do you consume alcohol? Yes / No
If so, approximately how many standard drinks per day/week? ______________________
Have you travelled overseas in the past 2 years? Yes / No
If yes, where to? ____________________
Have you had a GP Management Plan, Team Care Arrangement Plan or a Mental Health Care Plan done for you by a doctor in the past? Yes / No
Name:_____________________ Date:____/____/_______
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