
PLEASE COMPLETE THE DETAILS BELOW 

 

TITLE: ………. SURNAME………………………… GIVEN NAMES…………………………………………… 

DATE OF BIRTH ………………………   SEX: M  /  F    GENDER IDENTIFIER:………………………………. 

OCCUPATION………………………………………….    COUNTRY OF BIRTH:………………………………..  

ARE YOU ABORIGINAL BUT NOT TORRES STRAIT ISLANDER ORIGIN?         YES / NO 

ARE YOU TORRES STRAIT ISLANDER BUT NOT ABORIGINAL ORIGIN?         YES / NO 

ARE YOU BOTH ABORIGINAL AND TORRES STRAIT ISLANDER ORIGIN?     YES / NO 

 

HOME ADDRESS……………………………………………………………………………………………………… 

……………………………………………………………………………………………. POSTCODE………………. 

POSTAL ADDRESS (If different from above) ………………………………………………………….……………… 

TELEPHONE:  

Home………………………………..Mobile……………………………..………..........Work…………………………. 

MEDICARE NUMBER…………………………… Line number on card……..….. Expiry Date……………………… 

DO YOU HAVE A HEALTH CARD OR PENSION CARD? YES / NO 

If so, NUMBER ON CARD…………………….. .……………  Type of Card ………………… Expiry Date…………. 

DO YOU HAVE A VETERAN”S AFFAIRS CARD?   YES / NO 

If so, NUMBER ON CARD……………………………………………………………COLOUR………………………. 

PRIVATE HEALTH FUND (please Circle) YES / NO     If yes, name of Fund…………………………………………. 

NEXT OF KIN (Full Name)……………………………………………..………………………………………………… 

RELATIONSHIP………………………………….CONTACT PHONE NUMBER…………………………………….. 

EMERGENCY CONTACT (if different from above) (Name)……………………………………………………………. 

RELATIONSHIP………………………………….CONTACT PHONE NUMBER…………………………………….. 

TRANSFER OF HEALTH INFORMATION 

 
You may have consistently consulted with a GP at another practice. The health information held by the GP 

may assist us with your future health care needs. You may wish to have a copy or a summary of your health 

records transferred to this practice. Please ask the receptionist for information about how this can take place. 
 

 

CANCELLATION POLICY 

 

Two Hours minimum notice is required for cancellation of all appointments. A fee may be charge if 

you fail to notify us with a sufficient amount of time. Failure to turn up to your appointment without 

notification may also result in a Standard Consult Fee + GST, which is not refundable from 

Medicare. 

Please sign to acknowledge you have read and agree to our cancellation policy. 

 
SIGNATURE OF PATIENT OR GUARDIAN…………………………………………………………………………….. 

 

                

 

 

 ….. PTO 



 

 

PRIVACY CONSENT 
 

I, ……………………………………………………………………………………………………………………………. 
 

give consent to Pasadena Medical to access my medical file and personal details, for doctors, 

practice staff and other healthcare providers who are directly involved with my care regarding my 

health and medical wellbeing.                                                                                                   

 

I consent to my medical file being reviewed and de-identified data used as a part of the quality 

improvement activities at this practice. 

 

As a quality service to our patients, our Practice uses mail, phone and/or SMS for communications 

to you. 
 

I hereby consent to these communications via SMS from this Practice as indicated below. 
 

1. Appointment Reminders                                                Yes   No 

 

2. Clinical reminders   - e.g. regular check-ups, procedures & immunisations, 

and quality improvement activities                          

                                                                                       Yes                 No 

3. Clinical communications - such as test results or instructions from your 

Medical Practitioner                                                  

                                                                                        Yes   No 

 

Patient authority to email 

I hereby give my consent to personal information being emailed to me or other provider 

assisting in my personal health care from my GP via the Practice email function. 

  Yes          No 

I understand that this method of communication is not always secure or confidential, and the 

Practice cannot guarantee its privacy or security.   

I understand that this function is purely a way of sending information normally given at a face 

to face consult.  It is a “do not reply” email and return emails are not monitored by staff.  If 

there is a query, I must contact the Practice by phone.     

 

Email address: ………………………………………………………………………. 
 

Please advise us if your contact details or Medicare information change in the future. 
 
THIS PRACTICE PROVIDES HIGH QUALITY CONTINUING CARE FOR YOU, AND IS CONSISTENT WITH 

MAINTAINING CONFIDENTIALITY AND TRUST WITH YOUR DOCTOR AND THIS PRACTICE. 
 

ALL INFORMATION IS CONFIDENTIAL AND ANY STAFF MEMBER OR DOCTOR IS NOT ALLOWED TO 

DISCUSS THE INFORMATION WITH ANYONE EXCEPT HEALTHCARE PROVIDERS INVOLVED IN YOUR 

CARE AND HAVE SIGNED CONFIDENTIALITY AGREEMENTS. 
 

IF YOU WOULD LIKE A COPY OF OUR PRIVACY BROCHURE OR POLICY PLEASE ASK AT RECEPTION.   
 

I HAVE ALSO BEEN OFFERED INFORMATION RELATING TO FEES AT THIS PRACTICE. 
 

SIGNATURE OF PATIENT OR GUARDIAN………………………………………………………………………….. 
 

 



DATE………………………………………………………………………………………………………………………. 

New Patient Health Details 
Please complete and give to Doctor/ Nurse 

 
Patient‘s Name:……………………………       DOB ……………………………… 

 
MEDICAL HISTORY 

 

Allergies: 

 □ No      □ Nil known □ Yes, details…………………………………… 

Adverse Drug Reactions:  

 □ No      □ Nil known □ Yes, details…………………………………… 

 

Smoking 
non smoker?    □      Ex-smoker?  □      Smoker?  □        If yes, how many ……….per day 
  
Alcohol 
Non Drinker? □  
Current alcohol Intake- ……….. days per week         Standard drinks………. per day? 

 

Medical conditions – Patient (past or current) 

□ Asthma □ Diabetes □ Hypertension (High Blood Pressure) □ Mental Health  
 
□ Operations/surgical procedures □ Other…………………………………………… 

 
Have you had any Care Plan done within the last 12 months?  □ Yes □ No  

 

Current observations: (if known) 

Weight: ……………….….... (kg)                            Blood Pressure: ……………..(if known) 

Height: …………………..… (cm)                                       

 

Significant Family History: 

Mother:  □ Diabetes   □ Hypertension  □ Heart disease               
□ Colon Cancer  □ Depression  □ Breast Cancer                              
              □ Stroke                          □ Other 
 
Father:  □ Diabetes   □ Hypertension  □ Heart disease  
 □ Colon Cancer  □ Depression  □ Breast Cancer                              
              □  Stroke                         □ Other 

 

Current medications (including over the counter medications & vitamins): 

- …………………….            - …………………….       - ……………………… 

- …………………….            - …………………….       - ………………………. 

- …………………….            - …………………….       - ……………………… 

- …………………….            - …………………….       - ………………………. 

 
Immunisations 

Childhood immunisations  □ Yes  □ No   

Influenza    Year    □ not sure □ never 
Pneumococcal pneumonia (over 65) Year    □ not sure □ never 
Covid-19 Vaccinations        □ dose 1 □ dose 2 □ dose 3 □ dose 4 (date)………………  

 

If relevant: (up to date)  
Cervical screening:      □ No           □ Yes, date………… 
Bowel screening:           □ No           □ Yes, date………… 
Mammogram:                □ No           □ Yes, date………… 
Bone density scan:        □ No           □ Yes, date………… 
 

 
Our Practice supports “My Health Record”– Are you Registered?   □ Yes □ No 

 


