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Dr Varun Nanda Dr Rajan Parhawk

Dr Vandana Sharma Dr Bronwyn Gock

Dr Uttam Pershad Dr Jagdish Dua

Dr Leilani Seeto Dr Arun Kumar

Medicare Number Exp Ref  Department Of Veteran Affairs Number

      /

Pension / Centrelink Health Care Number Exp Maritial Status

 __/__/__

Single Married

Title:  Mr .  Mrs . Miss . MsMstr . Defacto Other

Surname: Given Name:                  Contact Details

Home:

Work:

Gender: Date Of Birth:

Occupation: Mobile:

__/___/___

Email:

Address:             Emergency Contact:

Full Name:

Relationship to you:

                             Post Code:

Contact number:

To assist with health initiatives  

               Known Allergies:

    What is your nationality?           

___________________

       Are you: Aboriginal or Torres Straight Islander?

YES - Aboriginal  YES - Aboriginal & TSI

            Current Medications:

YES - TSI  No / Neither

Smoker:  Never Ex

Yes X

Per day

Alcohol:  Never Ex

Yes

Std Drinks 

Per Wk

Other Lifestyle Risks: Social History 

Relevant Family History: Current Living Situation

   Alone Family    Other

Patient Consent for use of Personal Health Information

a) Within the Practice: I give permission for my medical records & personal health information to be shared between doctors

of this practice. I understand all doctors & staff of this practice are covered by confidentiality agreements. I also understand 

I also understand that should I not want my medical or personal information disclosed to other doctors or staff of this practice 

I need to inform my usual doctor of this issue.

b) Outside the Practice: Furthermore, I agree to allow my doctor to communicate relevant medical details to specialist doctors, 

Hospital medical staff, Pathology labs & other health care providers that are involved in my medical care.

c) For Dependant: As Parent/Guardian of I Authorise that their health information be also used in th above mentioned manner. 

It is our standard procedure that no Doctor will prescribe any form of Narcotics for first time visitors 

regardless of any letters that the patient may provide. Direct confirmation by previous treating    

Doctor will be required and a follow up appointment. 

Signature: Date:

(If under 18) Parent/Carer full name: 


