EAST ADELAIDE HEALTHCARE -NEW PATIENT INFORMATION

SURNAME…………………………………….........………Mr/Mrs/Ms/Miss/Mast
FIRST NAME………………………………………..............................................
ADDRESS……………………………………………………………………………
POSTCODE…………………………………        DATE OF BIRTH…../…./……
TELEPHONE:  Home:…………………Work:………………Mobile:…………….
MEDICARE NUMBER………………………Ref:……...Expiry Date .…./…./…..
CENTRELINK CONCESSION CARD…………………  Expiry Date …./…./….
COMMONWEALTH SENIORS CARD   Yes/No         Expiry Date…./…../……
VETERAN AFFAIRS GOLD CARD…………………   Expiry Date…./…../……
PRIVATE HEALTH FUND……………………………   Number………………...
WORKCOVER:  
  Yes / No

Employer Details:  …………………………………………………………………

Claim Number:      …………………………………………………………………

MOTOR VEHICLE CLAIM:   Yes / No
Claim Number ……………………..
ARE YOU ABORIGINAL OR TORRES STRAIT ISLANDER ?
Aboriginal .............................Yes / No
Torres Strait Islander.............Yes / No

Please Note:
East Adelaide Healthcare is a private billing general practice

Bulk-billing is not routine and you will receive an account for your visit

· There will be a gap between the fee charged and the Medicare rebate

· This gap is to be paid at the time of your consultation

· We offer a $10.00 discount for all accounts paid in full on the day of consult

I have read the above fee policy and accept the conditions described
SIGNED………………………………………………………DATE………………..

How did you hear about our Practice :     Yellow Pages .................................................






Friend / Relative .............................................






Website ..........................................................






Other ..............................................................
PERSON RESPONSIBLE FOR THIS ACCOUNT:

SELF

PARENT/GUARDIAN:

Name:……………………………………………...






Address:…………………………………………...






Contact Numbers:………………………………..

The National Privacy Principles in the Privacy Act sets out how this

Practice should collect, use, keep secure and disclose personal information.  (A copy of this is enclosed in your new patient folder)

DISCLOSURE OF PERSONAL INFORMATION
EMERGENCY CONTACT

In case of emergency is there a family member or contact person to whom you authorise the doctor/practice to contact.

Name:………………………………………Relationship…………………

Contact Number:………………………….

SIGNED:……………………………………. DATE:…………………………

PATHOLOGY & RADIOLOGY TEST RESULTS
It is the policy of East Adelaide Health care to only disclose your test results to yourself or to another practitioner who may be involved in your treatment for a specific

Episode of care (Specialist you have been referred to).

If you wish to authorise a specific family member etc. to call on your behalf and receive your pathology or radiology (Test) results please specify below.

Name:…………………………………………….

Relationship:……………………………………..

SIGNED………………………………………..DATE…………………………

THE ABOVE DETAILS WILL BE KEPT IN YOUR FILE.  IF FOR ANY REASON YOU WISH ANY OF THE ABOVE AUTHORISATIONS TO CHANGE; YOU MUST ADVISE YOUR DOCTOR OR THE PRACTICE IN WRITING.
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