                                                   PATIENT INFORMATION SHEET

NAME………………………………………………………………………………………………………..D.O.B…………………

                              Surname                                                        Given Name

ADDRESS………………………………………………………………………………………………………………………………  

…………………………………………………………………………………………………….POSTCODE……………………..
TELEPHONE (H)…………………………………… (W)…………………………... (M)………………………………………….
EMAIL ……………………………………………………………………. OCCUPATION ………………………………………..

MARITAL STATUS………………………NEXT OF KIN……………………………………CONTACT NO……………………….

MEDICARE NO……………………………………………..……………Exp Date……………………ID No…………………..
VETERAN AFFAIRS NO………………………………………….PENSION NO……………………………………………………

PRIVATE HEALTH INSURANCE      Yes / No          FUND NAME………………………………………………………………..

MEMBERSHIP NO……………………………………MEMBER NAME………………………………….I.D.NO…………………

LOCAL DOCTOR (if different to referring doctor)……………………………………………………………………………

ADDRESS………………………………………………………………………………………………………………………………

WORKERS COMPENSATION:  Yes / No
FOR YOUR TREATMENT IT IS IMPORTANT FOR US TO KNOW YOUR MEDICAL HISTORY

DO YOU HAVE ANY ALLERGIES?………………………………………………………………………………………………… 

OR TAKE ANY MEDICATIONS? (INCLUDING Aspirin or natural products)…………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………

ARE THERE ANY PRESENT OR PAST HEALTH PROBLEMS?………………………………………………………………………

…………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………….

OR ANY PREVIOUS SURGERY?……………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………..

Are you in any risk group for HIV infection(AIDS) or Hepatitis? E.g. any blood transfusions, intravenous drug use or unsafe sexual practices.                                                                                                                        YES / NO

If required I am willing to have a blood test for HIV infection (AIDS) and Hepatitis

                                                                                                                                       ……………………….Signed   











Date: …./…./….                     

