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NEW PATIENT REGISTRA     New Patient Registration Form 

STAFF USE ONLY:  DATE SEEN:_________________________DR SEEN:____________
	PATIENT INFORMATION AND CONSENT

	SURNAME
	
	TITLE:
	Miss    Mast    Mrs    Mr    Ms    Dr

	FIRST NAME
	
	MIDDLE NAME
	

	PREFERRED NAME
	
	DOB:
	
	GENDER: 
	

	SEXUALITY          
	HETEROSEXUAL                        
	L    G     B     OTHER     _____ 
	PRONOUNS 
	

	ADDRESS
	

	MOBILE
	
	HOME:
	
	WORK:
	

	RELATIONSHIP STATUS 
Please circle
	Single    De Facto    Married    Divorced    Widow    Partnered

	MEDICARE NUMBER
	
	Ref No:
	Exp:
      ___/_____

	CONCESSION CARD

	
	Exp:

	DVA FILE NUMBER
	
	GOLD / WHITE
	Exp:

	
	
	

	[bookmark: _Hlk2597653] NEXT OF KIN / EMERGENCY CONTACT DETAILS -  SEE PARENT/GUARDIAN SECTION BELOW IF PATIENT UNDER 18

	 SURNAME
	
	FIRST NAME
	

	RELATIONSHIP TO PATIENT  
please circle
	Mother    Father    Child    Spouse    Friend    Relative

	[bookmark: _Hlk532998549]MOBILE:
	
	HOME:
	
	WORK:
	



	PARENT/GUARDIAN DETAILS IF PATIENT UNDER 18 -  PLEASE SUPPLY DETAILS OF 2 GUARDIANS

	[bookmark: _Hlk2598819]NAME PARENT/GUARDIAN 1:
	
	DOB:

	PHONE:
	
	RELATIONSHIP TO PATIENT:
	

	NAME PARENT/GUARDIAN 2:
	
	DOB:

	PHONE:
	
	RELATIONSHIP TO PATIENT:
	



	ABORIGINAL / TORRES STRAIT ISLANDER
	YES / NO                   Details:______________________________

	ETHNICITY:
	

	RELIGION:
	



	ALLERGIES:
	



	BY SIGNING BELOW YOU AGREE TO AND GIVE CONSENT TO EQUILIBRIUM HEALTHCARE TO OBTAIN MEDICAL RECORDS AND INFORMATION FROM OTHER HEALTH PROFESSIONALS

SIGNATURE:_____________________________________________  DATE:  ____________________


******** PLEASE COMPLETE IMPORTANT MEDICAL INFORMATION OVER THE PAGE*******
	CONTAGIOUS ILLNESS

	DO YOU HAVE A CHRONIC CONTAGIOUS / NOTIFIABLE ILLNESS 
eg HIV, Hepatitis, TB
	YES   please specify ____________________________________
NO

	SMOKING

	YES  /  EX-SMOKER  /  NEVER    if you answered yes or you are an ex-smoker please complete the following questions

	CURRENT SMOKER:
	HOW MANY CIGARETTES PER DAY:
	
	DO YOU WANT TO QUIT?
	Y / N

	EX-SMOKER:
	APPROX QUIT DATE:
	
	HOW MANY CIGARETTES PER DAY:
	

	ALCOHOL

	DO YOU DRINK ALCOHOL?
	  YES    /  EX-DRINKER  /   NO
	HOW MANY DAYS A WEEK TO YOU DRINK ALCOHOL?
	

	NUMBER OF ALCOHOLIC DRINKS EACH DAY
	
	EX DRINKER; QUIT DATE:
	

	RECREATIONAL DRUG USE:
	YES   /   NO
	If Yes, Type:                                               
	Frequency:

	
	
	
	

	CURRENT MEDICATIONS

	MEDICATION NAME:
	DOSE:
	REASON / TREATMENT FOR?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	MEDICAL HISTORY: EG Heart Disease, Asthma, Diabetes, Hypertension, Mental Illness, Cancer

	

	

	

	

	

	PREVIOUS SURGERY
	DATE
	REASON / TREATMENT FOR?

	
	
	

	
	
	

	
	
	

	
	
	

	
	

	FAMILY HISTORY: EG Heart Disease, Asthma, Diabetes, Hypertension, Mental Illness, Cancer
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