
Title	              Mr		  Mrs		  Ms		  Miss		  Dr

First name				     Middle name				     Last name

Address						            Postcode

Postal address       					           Postcode

Phone        Home			      Work				                  Mobile

Date of birth				      Email				        Occupation

Medicare no				         IRN			    	          Exp date

Pension / HCC card number						               Exp date

Material Status				    Country of Birth				   Ethnicity

Language spoken			   Preferred language

Year of arrival in Australia			   Do you require an interpreter?   Yes	 No

Do you have Commonwealth Seniors Card? Yes   	           No 

DVA Number								                 Exp date

Gold card?	    Yes	      No			   White card?  Yes            No	 Why?

Do you identify as Aboriginal &/or Torres Strait Islander?  Yes	  No

Next of kin					     Relationship		                 Phone

Emergency contact				                Phone		                 Or same as next of kin		                 

Are you responsible for paying the account? Yes	           No         (Example parent of a child or Work Place. If NO please include Payer details below)

Name of person / company responsible for account 

Address for account								        Postcode

Phone               Home			      	 Mobile

Date of Birth			   Medicare no			   IRN			    Exp date

Medical History 

Do you smoke?			   Yes	    No 		  If yes, how often?

Do consume alcohol?  		  Yes             No 		  If yes, how often?

Date of last Pap Smear?  				  

Immunisation history?

Allergies?  						    

Current Active Problems?

Past Medical / Surgical History?

Family History?

Current Medications?

PATIENTS PLEASE READ AND SIGN - PATIENT CONSENT

By registering with our Practice you give consent for our doctors and staff to access and use your personal information 
so they can provide you with the best possible healthcare. Only staff who need to see your information will have access 
to it. If we need to use your information for anything else, we will seek additional consent from you to do this. We use 
your information for directly related business activities, such as financial claims and payments, practice audits and ac-
creditation, and business processes (eg staff training). For further information regarding our Privacy Policy please refer 
to our website www.ivanhoefamilydoctors.com.au or ask reception staff for a copy.

I consent to the use of my mobile number so that I may be sent an SMS for my Recalls and Reminders and 
Health Alerts. I will advise Reception or my doctor if I do not want my mobile used for this purpose.

Signature:							       Date:

New patient registration form
*Payment by all patients is required at the time of consultation
*Patients without a medicare card will need to produce photo ID
This information will be kept confidential to protect your privacy.
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