
 

 

 

REGISTRATION FORM 

 

 

 

Patient Name: _______________________________ 

Date of birth:  /      /     Age  

Address:  

Phone:  

Referring doctor:  

Address.:  

 

Name of GP (If different from referring Dr)...................................................... 

Address:...................................................................... 

 

Who is responsible for account payment? ...................................................................... 

Private Health Insurer ........................................No......................................................... 

Medicare no:..................................................... Ref no:                 Exp. date: .................................. 

 

If valid:  Pension no.....................................................full / part pension 

  Health care card no............................................valid from....................to....................... 
 

Medical History 
 
Medical problem for this referral: ___________________________ 
 
Other medical problems: 
1. 

2. 

3. 

4. 

5. 

6. 

7. 

All current medications (including doses): 


