NEW PATIENT FORM

Healthe _a
TITLE: o Miss oMs oMrs oMr oMast oDr oOther: OFFICE USE (Initial & date):
SURNAME: GIVEN NAMES: Gender:

Pronouns:

PREFERRED NAME: DATE OF BIRTH:
MEDICARE NUMBER: REFERENCE: EXPIRY DATE:
CONCESSION CARD ENTITLEMENT NUMBER: EXPIRY DATE:
0 PENSIONER o HEALTH CARE CARD
DVA CARD: o GOLD o WHITE CARD NUMBER: EXPIRY DATE:
RESIDENTIAL ADDRESS: POSTCODE:
POSTAL ADDRESS (If different): POSTCODE:
HOME PHONE: MOBILE:
EMAIL ADDRESS:
IF THE NEW PATIENT IS A CHILD UNDER 16 PLEASE PROVIDE
PARENTS NAME: PARENTS DATE OF BIRTH:
PARENTS MEDICARE NUMBER & REFERENCE:
OCCUPATION EMPLOYER:
COUNTRY OF BIRTH: IF NOT AUSTRALIA, WHAT YEAR DID YOU ARRIVE:

Do you require the assistance of an interpreter service? If yes, please specify:

LANGUAGE SPOKEN OTHER THAN ENGLISH:

DO YOU IDENTIFY AS BEING ANY OF THE FOLLOWING:
0 ABORIGINAL O TORRES STRAIT ISLANDER 0 ABORIGINAL AND TORRES STRAIT ISLANDER

NEXT OF KIN EMERGENCY CONTACT

NAME: NAME:

RELATIONSHIP TO YOU: RELATIONSHIP TO YOU:

PHONE NUMBER: PHONE NUMBER:

Do you consent to Email or SMS correspondence from Health e Medical Centre for appointments, preventative
care & early detection reminders? o YES o NO

You may opt out of email or SMS communications at any time by notifying us.

Do you consent to Al assisting in documenting your consultation notes within this practice. | understand that Al-
generated notes are reviewed by my healthcare provider and stored securely in compliance with healthcare
privacy laws. o YES o NO

PATIENT PRIVACY INFORMATION:

To provide a high standard of care your basic personal and health information is recorded. This information is treated with the
strictest of confidence and may only be divulged to a third party (eg. insurance company) with your consent, by law when lives
are at risk or through a court order. The health professionals providing independent medical services at Health e Medical
Centre/HEMC and the HEMC staff are subject to strict confidentiality obligations. Misleading or inaccurate information may
affect their ability to provide the best health outcome for you. Your health records may be reviewed as part of the quality
improvement activities of this practice. The health professionals at HEMC use Al for scribing. Please ask the staff for the privacy
policy if required.

BY SIGNING THIS FORM YOU ARE AGREEING TO THE FOLLOWING: The health professionals/GPs and HEMC are private billing
and payment is required at the end of the consultation. Cheques are not accepted. Everyone is required to make an
appointment for ALL INVESTIGATIONS RESULTS including blood tests and imaging. Use of the treatment room or procedures may
incur a facility fee that includes nursing, equipment and dressing costs. The health professionals undertake recalls and reminders
as part of the quality improvement activities.

| have read and understand all the above: Date:




BRIEF MEDICAL HISTORY Healthe

MARITAL STATUS: 0 SINGLE 0 DEFACTO 0 MARRIED 0 DIVORCED o WIDOWED o N/A (Children)

DO YOU SUFFER FROM ANY OF THE FOLLOWING:

0O Heart Disease 0 Thyroid Disease

0O Arthritis O Respiratory Disease

0O Diabetes — Type 1/ Type 2 0 Bowel Problems

0 High Blood Pressure o0 Abnormal Cervical Screening
o Stroke o Tumours / Cancer

O Prostate Problem O High Cholesterol

O Mental lliness O Other:

ALLERGIES / ADVERSE REACTIONS:

CURRENT MEDICATIONS:

SMOKING: o Never Smoked o Ex-Smoker — Year Quit: o Smoker — Number/Day:

ALCOHOL: o Never o Monthlyorless 02-4timesper month 0 2-3times per week 0 4+ times per week
How many standard drinks would you consume each time you drink:

PREVENTATIVE HEALTH:

Have you ever had a Skin Check? oYes oNo Ifyes, date:

Have you ever had a Colonoscopy? oYes oNo Ifyes, date:

Are your immunisations up to date? oYes oNo o NotSure

WOMEN ONLY:

Have you ever had a Cervical Screening: o Yes o No Have you ever had a Breast Screen: o Yes O No
If yes, date of last Cervical Screening: If yes, date of last Breast Screen:

Was it: o0 Normal o Abnormal Wasit: o0 Normal o Abnormal

MEN ONLY:

Have you ever had a PSA/Prostate check blood test: oYes o No
If yes, date of last PSA:
Wasit: o0 Normal o0 Abnormal

IF YOU ARE OVER 65 YEARS OLD:

Have you had the recent Influenza Vaccine: oYes oONo
Have you had the Pneumococcal Vaccine: oYes oONo
Have you ever had a Bone Density Scan: oYes oONo

FAMILY HISTORY (INCL. PARENTS, SIBLINGS, GRANDPARENTS):
O Heart Disease

0 Diabetes — Type 1/ Type 2

0 High Blood Pressure

O Stroke

o Cancer

0 High Cholesterol

O Other:

HOW DID YOU HEAR ABOUT US?
o Family / Friends 0 Online booking 0 Google o Signage 0 Social media o Other:




