

NEW PATIENT FORM
Your Doctor is committed to providing you with with the best care. To do this it is essential that your personal information is correct and up to date.
DR: 	             				    DATE:   			

ID Checked: 	 Yes    No    type:               							   
                                                                                                               
 PATIENT’S INFORMATION (please print) 
                                                                                                                                                                                                                             
Title:   (circle) Mr Mrs  Ms  Miss  Dr  Other:_____________
First Name:  __________________Surname:__________________________Preferred name: _____________
Address:__________________________________________________________________________________
Suburb:__________________________ Postcode:___________ Phone number:________________________
Mobile Phone number:__________________Email:_________________________________
Date of Birth:  _____/____/_____         Marital Status:  (circle) Married  Divorced Widowed Single Defacto
Birth Sex:  Male   Female     Gender Identity:   _______________Preferred Pronoun: ___________________
Occupation: _________________________     Religion: (if applicable) ________________       _____
Do you identify as being of:  Aboriginal descent?: Yes     No    Torres Strait Islander descent?  Yes     No      
Ethnicity/ Country of Origin: _______________________        _____        (e.g. Irish, Chinese, English, Tongan)
Is English your second language?: Yes    No                 Do you require an interpreter? Yes     No       
PATIENT’S NEXT OF KIN 
Name:  ______________________________ Relationship to Patient: ________________________
Phone:  ___________________  	Mobile:  ____________________  		Work: _________________
 EMERGENCY CONTACT 
Name:  ______________________________                 Phone:  ___________________  	
Mobile:  ____________________  		                 Work: _________________
BILLING
Medicare No:  ___________________________  Line No:  _______  Expiry: ________________
Do you have a DVA Gold or White Card?: Yes    No     Card no:_________________________
Pension / Health Card #: _______________________   Expiry: ___________________________
ALLERGIES
Do you have any allergies or are you sensitive to drugs or dressings? Yes    No     (if yes please list below) ________________________________________________________________________________________
YOUR HEALTH HISTORY 
Do you have or have you had a history of? 
 Asthma                               Diabetes           	 Hypertension 		 Cancer 
  Chronic Disease or major illness (list)
_________________________________________________________________________________________
MEDICATIONS 
Please list all medications including vitamins and herbal medicines: ________________________________________________________________________________________
PREVENTATIVE HEALTH CHECKS
Last Pap/cervical screen: _______________   Last mammogram: ____________ 
Breast Check: _____________ Last prostate check: _____________  Bowel cancer screening: ____________
SMOKING/VAPING HISTORY  (please tick/circle) 
  I have never smoked or vaped
  Former smoker/vaper – Quit date: ______________ Number of years smoking: ________________
  Current smoker/vaper - number per day/week: __________ Number of years smoking/vaping: ________

ALCOHOL HISTORY  (please tick) 
  I do not drink alcohol                              
  I do drink alcohol: Days per week: _______________ Standard drinks per day: ___________                       

SIGNIFICANT FAMILY HEALTH HISTORY (please tick) 
Mother :   Diabetes  Hypertension  Heart disease / Stroke    Cancer    Depression   Osteoporosis
Father :     Diabetes  Hypertension  Heart disease/Stroke    Cancer    Depression  Osteoporosis

Your privacy is our concern 
In accordance with section 6.1 of the Privacy Act 1988 (Cth), all information collected in this practice is treated as “sensitive information”. To protect your privacy, this practice operates in accordance with the Privacy Act and our Privacy Policy. A copy of our Privacy Policy is available free of charge from reception or on our website at cottagesugery.com.au
Your doctor uses this information you provide to manage your health care which may include using the information for the following purposes (including instructing this practice to use the information for the following purposes on your doctor’s behalf):
a. Collect, record and store my personal and health information that will form part of an individualised comprised medical record.
b. Issue reminders for specific health checks I may require, if any, as part of my consultation with my doctor and/or Nurse.
c. Provide me with health information updates, general medical updates and provide my personal and health information to undertake administrative tasks involved in the running for the practice, and for my doctor, billing tasks which includes compliance with Medicare, Health Insurance Commission and other relevant Australian Government requirements. 
You can assist in maintaining the accuracy of your information by advising your doctor or reception staff of changes in your contact details.
Selected information may be disclosed to various other health services involved in supporting your health care management (e.g. pathology, specialists, immunisation registers). You hereby acknowledge and consent to the disclosure and/or use of your personal health information by The Cottage Surgery, your doctor and persons directly or indirectly involved in your personal health care or medical treatment for that purpose including:
a. Sending specimens obtained from your doctor to the necessary pathology provider for analysis. As a result, I understand that I may incur an out-of-pocket expense, by which a separate invoice will be issues by the relevant pathology provider. I understand that I will be liable for all expenses incurred.
b. Disclosing my personal and health information to the relevant medical and allied health service providers involved in my care.
c. Disclosing de-identified personal and health information for research and quality assurance purposes undertaken by my doctor to improve the quality of both individual and community health care needs and practice management. The Cottage Surgery will inform me when such activities are being conducted and give me the opportunity to ‘opt-out’ of any involvement at any time. 
d. Using my personal and health information by my doctor and other authorised individuals involved in my medical care and treatment, both directly and indirectly.
If you have any questions or concerns how we handle your personal health information or need to arrange access to your records, please ask the staff or you doctor, as appropriate. 
I am not obliged to provide information requested of me, but that my failure to do so may compromise the quality of care provided to me by my doctor. 
I understand my right to access both my personal and health information held by The Cottage Surgery, except in circumstances where access is legitimately withheld. If my personal and health information is to be used for any other purpose, other than what is set above, further consent will be obtained.
I understand it is my responsibility to inform The Cottage Surgery as soon as I can of any changes to my personal and health information. If any information health about me is inaccurate, I may request to have this altered accordingly.
APPOINTMENTS AND FEES 
I understand there may be additional charges incurred beyond the standard consultation fee if any additional tests and/or procedures are required.
I understand my doctor requires payment on the day for services provided. Failure to make payment on the day and before close of business will incur additional administration fee as set by my doctor for the time and resources taken to recover full payment.
I understand a non-attendance fee as set by my doctor will be applicable for any missed appointments.
I understand a late cancellation fee as set by my doctor will be applicable for any appointments cancelled with less than 2 (two) hours’ notice.
If I am experiencing financial hardship, I will notify the Practice manager in writing prior to my appointment so that an appropriate payment pan can be devised and agreed between me and my doctor.
If I have any questions or concerns about any of the information on this form, I will request to speak to the Practice Manager or notify the Practice Manager in writing.
Please sign this form as confirmation that you have read, understood the appointment and fee information and consent to the use of your personal and health information as stated above. 
You hereby acknowledge and consent to the disclosure and/or use of your personal health information by THE COTTAGE SURGERY PTY LTD ACN 093 271 393 and persons directly or indirectly involved in your personal health care or medical treatment for the purposes set out above.
If you have any questions regarding the management of your personal health information or need to arrange to access your records, please ask reception or your doctor/
Name: ______________________________________  Date of Birth: __________________
Signed: ______________________ Date: ____________________
If you do not wish for this to occur, please advise reception or your GP.



REMINDER SYSTEMS
The Cottage Surgery supports your doctor by providing you with preventative care and early case detection reminders e.g. immunisation, annual health checks, cervical screening on your doctor’s behalf.
Please let us know below if you do not wish to have relevant health reminders sent to you.     
WHICH IS THE BEST WAY FOR US TO CONTACT YOU FOR URGENT OR ROUTINE RECALLS?

By home phone              2.    By mobile phone              3. By work phone    
DO YOU CONSENT TO RECEIVING APPOINTMENT REMINDERS AND RELEVANT HEALTH REMINDERS BY SMS?   

Please tick the appropriate answer:   Yes             No                


Patients signature or Parent/Guardian (if child is a minor) 

_________________________________________________________

Name: _________________		____    		Date: _____________


PRIVACY COLLECTION STATEMENT
THE COTTAGE SURGERY PTY LTD ACN 093 271 393 collects your personal information for purposes related to (or in the case of sensitive information, directly related to) our functions or activities, including facilitating the delivery of health services to you from your health practitioner, informing you of services which may be relevant to you and to communication with you on behalf of your health practitioner. We may not be able to facilitate the delivery of health services from your health practitioner to you if you do not provide this information. Your personal information may be disclosed to our related bodies corporate, health practitioner and third-party services providers. Your personal information is kept private and secure, as required by federal and stat privacy laws. 
Please refer to our Privacy Policy for full details of how we handle your personal information, including how you may access and seek correction of your personal information, complain about a privacy breach, and how we will deal with that complaint.
Thank you for your cooperation and please return your completed form to reception.
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