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Description automatically generated]PERSONAL DETAILS:								DATE:          /        /

Title:    _______________ (optional)            Gender:    M / F    OR _________________     Date of Birth: __ __/ __ __/ __ __ __ __
Surname:___________________________________   Given names:________________________________________________
Address:_____________________________________ Suburb: ________________________________ Postcode: ___________Shepparton Rooms

75 Wyndham Street, SHEPPARTON, 3630
PH: 5831 1068
FAX: 5822 4999

Main Rooms: Melbourne Specialist and Orthopaedic Clinic
291 Moreland Road, COBURG, 3058
PH: 9384 6931
FAX: 9384 5321
Email: admin@fixbones.com.au


Is above your postal address?   Y   /   N   ( If no, please add below )
Postal address: ________________________________Suburb: ________________________________ Postcode:___________
Mobile: __ __ __ __   __ __ __   __ __ __ 	        Home: __ __ __ __  __ __ __ __    Work: _______________
Email address: ___________________________________________________________________________Collection of Information
This medical practice collects your information from you for primary purpose of providing quality health care. We require you to provide us with your personal details and a full medical history so that we may properly assess, diagnose, treat and be proactive in your health care needs. This means we will use the information you provide in the following ways:

· Administrative purposes in running our medical practice
· Billing purposes, including compliance with Medicare and Health Insurance Commission
· Disclosure to others involved in your healthcare, including treating doctors and specialists outside of this medical practice. This may occur to other doctors, for medical tests and in the reports or results returned to us following referrals

I have read the information above and understand the reasons why my information must be collected.

I am also aware that this practice has a privacy policy on handling patient information. I understand that I am not obliged to provide any information requested of mem but that my failure to do so might compromise the quality of health care and treatment given to me. I am aware of my right to access information collected about me, except in some circumstances where access might legitimately be withheld. I understand I will be given an explanation in these circumstances.

I understand that if my information is to be used for any other purpose than set out above, my further consent will be obtained.


SIGNED: ______________________________________________________

DATE:    ______/______/___________

Emergency contact / Next of Kin: ____________________ Relation: ______________ Contact number: ___________________
MEDICAL HISTORY:

Do you have any allergies or medical conditions? ________________________________________________________________
________________________________________________________________________________________________________
Please list any medications you are currently taking: _____________________________________________________________
________________________________________________________________________________________________________
Have you had surgery before? If yes, please list:_________________________________________________________________
________________________________________________________________________________________________________
PUBLIC INSURANCE DETAILS:

Medicare number: __ __ __ __   __ __ __ __ __   __    Reference number (next to name on card): __   Expiry: ____/____/_______
HCC / Pension (please circle): ____________________________ Expiry: ____/____/________
DVA (if applicable): ____________________________________ Expiry: ____/____/________
PRIVATE HEALTH INSURANCE:

Do you have PRIVATE HEALTH INSURANCE?        Y    /     N	Health Fund: ____________________________________________
Membership/Card number: __________________Ref no:__________ Is your health insurance an overseas fund?         Y    /     N
WORKCOVER OR TAC:

Is your injury a work or traffic related accident?      Y    /    N  Do you have a claim with a WORKCOVER fund or TAC?      Y    /    N
Workcover fund:______________________________________ Claim number: _______________________________________
TAC claim number: ____________________________________
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