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PF01 New Patient Form


PF01 New Patient Form


	YOUR DETAILS

	Title:


Surname:                                        First Name:

	Middle Name:                                             
          Preferred Name:

	Date of Birth:

	Sex:                         ( Male             ( Female

	Ethnicity:

	Are you of Aboriginal or Torres Strait Islander descent?     ( Yes     ( No
If yes, are you?     ( Aboriginal     ( Torres Strait Islander     ( ATSI

	Are you registered for the Closing the Gap Co-Payment?     ( Yes     ( No

	Address Postal:

	Address Residential:

	Home Phone:                                       Work Phone:               

	Mobile Phone:

	Email:

	Medicare Number:                                                        Line No:

	Medicare Expiry Date:

	Concessions:     ( Pensioner Card     ( Health Care Card     ( Seniors Card

	Card Number:                                                              Expiry date:

	Department of Veterans Affairs Number:

	DVA Card Type:     ( Gold     ( White     ( Lilac     ( Orange

	ALLERGIES

	( No      ( Yes   If yes, please comment ___________________________________________________________
_________________________________________________________________________________________________



	NEXT OF KIN

	First Name:                                       Surname:

	Contact Phone:                                  Relationship:

	EMERGENCY CONTACT  (Who should we contact in the event of an emergency)

	First Name:                                       Surname:

	Contact Phone:                                  Relationship:


Privacy Notice for Patients

To enable ongoing care & continuity of total quality improvement within this practice and in keeping with the Privacy Act 1988 and National Privacy Principles, we wish to provide you with sufficient information on how your personal health information and Medical Record maybe used or disclosed  to a third party and record your consent or restrictions to the consent.

Your personal health information and Medical Record will only be used for the purpose for which it was collected or as otherwise permitted by law and we respect your right to determine how your personal health information and Medical Record is used or disclosed. The information we collect may be collected by a number of different methods and examples may include: medical tests, notes from consultations, Medicare and health insurance details, data collected from observations and conversations with you and details obtained from other health care providers (eg. Specialist correspondence).
By signing below you as a patient/guardian are consenting that on obtaining your personal health information and Medical Record it may be used or disclosed by the practice for the following purposes:
· For communicating relevant information with other treating doctors, specialists or allied health professionals

· For follow up reminder/recall notices by mail and/or telephone (SMS when technology is available to this practice)

· For National/State or territory registers (eg. Immunisation data)

· For State/Territory reminder systems (eg. Cervical screening – pap smear reminders or familiar cancer registries)
· Accounting/Medicare/Health Insurance procedures and collection of professional fees

· Quality Assurance activities such as accreditation

· For disease notification as required by law (eg. Infectious diseases)

· For use by all doctors/nurses/ allied health professionals in this group practice when consulting with you

· For legal related disclosure as required by a court of law (eg. Subpoena, court order, suspected child abuse)

· For research purposes (de-identified, meaning you are not able to be identified from the information given)

If you have any concerns or wish to restrict access to your personal health information please discuss these with your doctor or receptionist.
This practice adheres to principles of the Royal Australian College of General Practice (RACGP) Handbook for the Management of Health Information in Private Medical Practice and has a written policy, which is available to all patients for inspection.
	Patient Name:

	Signature:

	Date:

	If signing for the patient please print your name:

	Relationship to Patient: (eg. Mother, Father, Guardian)
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