[image: ]                     New Patient Form
                         ID Check: ............


Title: .........  Surname: ...................................  Given Name/s: ....................................
 
Preferred Name: ........................................  Date of Birth: ..........................................
 
For Children under 18: Parent Full Name & D.O.B: ……………………………………………..

Birth Sex: ....................................................  Gender Identity: ....................................

Ethnicity (e.g. Aust) .....................  Aboriginal/Torres Strait Islander/Neither (circle)

Address: ........................................................................................................................

Suburb: .................................................................................... Postcode: ...................

Postal Address: ..................................................... Suburb: .........................................

Mobile: .......................................   Email: .....................................................................

Medicare No. ..............................................  Ref#........ Expiry Date: ...........................

Concession Card # ........................... Pension/HCC (circle) Expiry Date: ...................

DVA #: ..................... Gold/White (circle) Condition/s (if applies): ..............................

Occupation....................................................................................................................

Next of Kin: ...................................................... Relationship: .....................................

Phone.............................................................................................................................

Emergency Contact.............................................  Phone.............................................


I hereby consent to the medical team discussing my medical history with allied health & other doctors as clinically appropriate, and agree to observe all practice policies.   Consent to receive documents electronically, disclose information to Health Engine for appointments.  We discourage communication via email due to privacy and security.  
Do you consent   Yes  or   No.

Personal Declaration - I have read and understood the information provided above

.......................................................          AND/OR   ......................................................
Signature Patient/Parent/Guardian                         Print Full Name Patient/Parent 
Date....................../...................../......................       Guardian
NAME ......................................................... DATE OF BIRTH........................................

CONFIDENTIAL MEDICAL HISTORY

Any medical conditions.................................................................................................

Current Medications......................................................................................................

Have you had any operations in the Past?

Describe type ................................................................  What year............................

Do you suffer from any of the following (please circle):

*Diabetes   *Blood Pressure  *Heart Disease  *Asthma  *Other …………………………

Do you have any allergies:   Yes/No  

Allergies: ....................................................................  Reaction: Mild/Severe

Have any member of your family (please circle):

*Diabetes 		Father/Mother/Brothers/Sisters/Others.

*Blood Pressure 	Father/Mother/Brothers/Sisters/Others.

*Heart Disease 	Father/Mother/Brothers/Sisters/Others.

*Asthma 		Father/Mother/Brothers/Sisters/Others.

*Cancer (type)...............................................Father/Mother/Brothers/Sisters/Others.

*Mental Illness        Father/Mother/Brothers/Sisters/Others.
__________________________________________________________________________________________

Social History:

Tobacco:  Yes/No   How Many Per Day ................  Ex-smoker:  Yes/No  Year…………

Alcohol:    Yes/No   How Many Per Day ...................  

Up to Date Immunisations: (Under 16) Fully Immunised?     Yes      No      Unsure
                                             (Over 70) Shingles Vaccine?     Yes      No      Unsure
                                             Flu Vaccine                                Yes      No      Unsure
                                             Covid Vaccine                            Yes      No      Unsure

Females:   Last Pap Smear.............................. Mammogram...................................... 

Males:  Prostate exam or blood test ...........................................................................
image1.png
Nambour Heights




