HATHERLEY MEDICAL CENTRE - PATIENT REGISTRATION FORM
Hatherley Medical is committed to providing our patients with quality comprehensive health care in a welcoming and
professional environment.

Title: oo, Gender: ...cccvveeeeeeeiciiieeee, Family NQME: ..ottt et e e e e e e aar e e e e e
GIVEN NAME/S: ottt et s ber s e bersae e e Preferred NamME: ...t e
Date of Birth: .....c.coeieeee et (@ 0T18] ] a (o] o N O URTSRRRPN:

RESIAENTIAI GAAIESS: ..vvveviiteieicttetice ettt stesre st sbeebeebesbeeatssessesassasessssaessessessebsesbesbes b s s e e e e e e sansbaseeasesessnsaeseeessessnbasaeeeseesasbaneeeseenian
Postal address if diffEerEnt frOM @DOVE: .......eeiii it ee et e e e e et a et e e e sestbabeeeeeeesesastseaabssseeeeessenssssraneeessennsnrres

Postcode: ......ccoeuvvnrnnnnen. [0 0 = L1 Lo o L =SS

Home / WOIrK NO: oot 1Y o] o 11 L3 1\ Lo Consent to SMS? Yes / No

SMS may be used to notify you of upcoming appointments with the practice which allows you to confirm your appt. YOU
CANNOT CANCEL APPT WITH SMS REPLY. Clinical reminders and communications regarding follow up appointments for
immunisations, mammograms, cervical screenings, care plans etc and request to follow up test results may also be
communicated via SMS.

Medicare Card NO: ......ccece ittt ae e et e e et e e e eaaaeas Expiry Date: ............ [ Your Ref No: ................
Pensioner / Health Care / Commonwealth Seniors Cards. NO: .....c.cucivieeieeeieceeirecee e e s Expiry Date: ............ Y-
Dept of Veteran Affairs NO: ......ccoovveeeneeerenneeee s Expiry Date: ............ Y S Gold / White

Identification - All patients to provide identification. Type of identification: Medicare card / Other

Administration use only — identification sighted. Administration Signature: .........cccceeecieriviee e

Next of Kin

ULV T o TSR Relationship to you: .....ccccccvvvveecieeeineen. PhONE: wooieeeeeee e
Emergency contact

FUITNGME: .. Relationship to you: .......ccccovieeeiiiiiicnnns Phone: ...ccoooeeiiiieeee e,

Australia is a genuinely multicultural society. For us to tailor appropriate care, encourage understanding and appreciation
between people from different nationalities and background, please answer the following:

Do you identify yourself as: (please circle one) Neither Aboriginal Torres Strait Islander Both

What is your Nationality if not Australian? Please State: ... s ssssssssssssssssssssssssssssssssssssanee



How did you hear about us? We would like to know!

O

Previous Patient O Internet O Recommendation

O

Advertising O  Close to home O  Other- Please specify:

Person responsible for payment of account if different from above: (if you are not registered here yourself)

Family Name: ..ot GIven Name: ..o e DOB: ..o
AAIESS: ettt ettt et ettt st e ae st st es st sa e et see e s ea ekt e ae ek neaen ek et et e R See neRRea £ ek et eae ek eeaenbes et eneebe seaen s teneteae et neentn
MEAICArE NO: ...ttt sttt st st s Expiry Date: ............ Y S Ref NO: ...cvvvvneee

Patient Consent and Declaration

Please read below information prior to signing. A copy of our privacy policy, which includes information about the collection,
use and disclosure of your health information can be requested from reception.

| acknowledge that Hatherley Medical Centre is a Private Billing practice and that fees are to be paid on the day of
consultation.

| acknowledge that Hatherley Medical Centre has a policy for patients who DO NOT ATTEND booked appointments and
late cancellations and that a fee of $45.00 may incur.

I have read the Patient Consent and Privacy document and understand the reasons why my information must be collected,
and the purposes for which my information may be used or disclosed.

| give permission for my personal information to be collected, recorded, and disclosed for the purpose of receiving the
best possible medical treatment, to send referrals to specialists, hospitals, or other health providers. | understand that
only my relevant personal information will be provided to allow the above actions to be undertaken, | also understand
that | am free to withdraw my consent at any time by notifying the practice in writing.

| confirm that all the details provided are correct and true.

Signature of Patient / Guardian Date:




Hatherley Medical Centre — Your Health History

NAME: .ot e e s Marital status: ........ccovuneeveinennnneiisnsnnanne
Advance Health Directive: () Yes () No Enduring Guardian: () Yes (O No
Blood Group (if KNnOWN) .....ccceeeceeceeecnrnnnnsenenene Height: .........cccccocene cms Weight ...................... Kgs

Do you smoke: () Yes — when did you start? ..........cocevererernenns How many per day?.......ccccoceeevcveeeeivereennns ONo

If you are an ex-smoker, when did you stop ...........ccccecevvvcererreriene

Do you consume alcohol: () Yes () No () Occasionally - how many standard drinks per day: .......c.cccocerereenn. WEEK ooverrerrrrrereereireenns
How often would you exercise or engage in physical activity? Daily = Weekly Never

If you are over 50 years of age, have you had a test as part of the National Bowel Cancer Screening Program? () Yes (O No

FEMALES: do you know when you last had a: Cervical Screening:  Date: ......... Y Y Not sure / Never

Mammogram / Breast check: Date: ......... Y YA Not sure / Never

FAMILY HISTORY: Are your parents still alive?
Mother (O Yes () No (cause of death if kKnOwn) ............cccocovverrricrininnnns Age of Death: ....ooevevevvvrene,
Father (O Yes (O No (cause of death if KNOWN) .........ccccocvvveeieierccireiinane, Age at Death: .....cccocevvvervennenee.

Do any of your family members have a history of any of the following:

Depression/Anxiety. (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Diabetes. (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Stroke. (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Heart Disease. (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Hypertension. (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Colon Cancer — (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other
Breast Cancer — (O Yes O No Mother / Father / Sibling / Grandmother / Grandfather / Other

Have you had the following immunisations? (list date if known)

Boosterix O Yes. Date: O No O Don’t Know
Influenza O Yes. Date: O No O Don’t Know
Hepatitis A or B (please circle) O VYes. Date: O No O Don’t Know
COVID Vaccinations O VYes. Date: O No O Don’t Know
Pneumococcal O VYes. Date: O No O Don’t Know
Shingrix or Zostavax (Shingles vaccine) | OO Yes. Date: O No O Don’t Know

CHILDRENS IMMUNISATIONS: If completing this form for a child, are their immunisations up to date? OYes(ONo

Signature of Patient / Guardian Date:




