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New Patient Registration Form
All information is confidential
Personal Details
Title: 
☐ Mr   ☐ Mrs   ☐ Master   ☐ Miss   ☐ Ms   ☐ Dr   ☐ Prof   ☐ Other: ____________
Date of Birth: ____ / ____ / ______
Surname: __________________________________________
Given Name(s): _____________________________________
Address: ___________________________________________
Suburb: _________________________   Postcode: _______
Email: _____________________________________________
Contact Details
Mobile: __________________   Home: ________________   Work: ________________
Preferred Email: ___________________________________
Next of Kin / Emergency Contact
Name: _____________________________________________ 
Relationship to You:_______________________________
Contact Number: ___________________________________
Claim Details
Medicare Number: ____________________   Ref: ____   Expiry: ____ / ____
Private Health Insurance: ☐ Yes   ☐ No
Fund Name: _________________________   Member Number: ____________________
Concession Card:
☐ Aged Pension   ☐ Disability Pension   Expiry: ____ / ____
☐ DVA White Card   ☐ DVA Gold Card   Expiry: ____ / ____
☐ Health Care Card Number: __________________   Expiry: ____ / ____
Usual GP Details
GP Name: __________________________________________
GP Provider Number: ________________________________
Practice Details: __________________________________
Privacy and Consent
The information collected is used for the primary purpose of providing quality healthcare. This information may also be used for:

• Administrative purposes related to the operation of this practice
• Billing purposes, including compliance with Medicare and private health fund requirements
• Disclosure to healthcare providers involved in your care, including referrals and medical investigations

This practice may use artificial intelligence tools to assist in generating clinic letters for referring doctors. Your consent will be obtained prior to this process.
Consent to use AI-assisted documentation: ☐ Yes   ☐ No
You have the right to access your medical records. Our full privacy policy is available upon request.
I confirm that I have read and understood the information above and consent to the collection and use of my personal and health information as described.
Signature: ________________________________   Date: ____ / ____ / ______
Name (please print): _________________________________________________
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