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DAPTO HEALTHCARE PATIENT REGISTRATION FORM

We are committed to providing our patients with the best care.  To do this it is essential that your health record is kept up to date and accurate.

Could you please assist us by providing the following information:
	Title
	Mr     Mrs     Ms     Miss      Master              

	Surname
	

	First Name
	
	Middle Name

	Date of Birth
	

	Medicare Number
	_ _ _ _ _ _ _ _ _ _ Ref: _
	Expiry Date
	

	DVA 
	Gold                      White
	Expiry Date
	

	Pension Number
	
	Expiry Date
	

	Health Care Card Number
	
	Expiry Date
	

	Private Health Cover
	None           Basic         Intermediate          Top Hospital 

	Street Address
	

	Suburb and Post Code
	

	Home Phone
	

	Work Phone
	                                                    Email
	

	Mobile Phone
	

	Marital Status
	Married                Single                       Defacto        

Widowed             Divorced                   Separated                    Child   

	Occupation
	                                                                    Retired. Previous occupation was:                                                                

	Smoking Status 
	Yes       Never smoked       Ex Smoker  
	Allergies: 

	Country of Birth
	
	Ethnicity:

	Next of Kin
Relationship to patient

	Name:                                                     Telephone:

	Emergency Contact
Relationship to patient
	Name:                                                     Telephone:


To assist with health initiatives - are you Aboriginal or Torres Strait Islander?

 FORMCHECKBOX 
 Yes
- Aboriginal
 FORMCHECKBOX 
 Yes
- Torres Strait Islander
        No
Do you provide consent for the practice to contact you via SMS, Email or Mail for any recalls or reminders  Yes  /   No

PLEASE PROVIDE A COPY OF YOUR PHOTO ID FOR OUR PRACTICE RECORDS THANK YOU
On your next visit can you please bring in your immunisation history to be recorded in your medical records
I confirm that I have received a copy of the practice pamphlet and privacy statement
SIGNATURE ……………………………………………….. DATE ……………………………..
Thank you for your assistance in helping us provide quality care
FOR STAFF USE ONLY:  Name of registered GP: …………………………………………………
Updated 17/8/20 PT

