THE CHADSTONE CLINIC

(CONFIDENTIAL PATIENT INFORMATION)
For verification please provide Medicare Card (if available) or photo ID to reception.
                                                                                                                                  (PLEASE CIRCLE)     DR/MR/MASTER/MRS/MISS/MS 

Given Names _________________________________Known as_____________________
Surname ___________________________________
Date of Birth__________________ 

Medicare No __ __ __ __ __ __ __ __ __ __  Ref No_____ Expiry Date________________
Concessions-Health Care Card No____________________________ Expiry Date_________

                   Pension Card No________________________________ Expiry Date_________

                   Dept. Veterans Affairs No________________________ Expiry Date_________
Do you have Private Health Insurance?  YES/NO       Top Cover/ Intermediate/ Basic

Home Address____________________________________________________________
            _________________________________________   Post Code__________
Phone numbers -Home_____________________________
                          Work___________________________ Mobile____________________________
Email Address ______________________________________________only used at Dr’s discretion
Marital Status _________________________Occupation__________________________

Country of Birth _______________________ Language Spoken_____________________ (other than English)
Aboriginal or Torres Strait Islander   -   Yes      No

                 …………………………………………………………………………………………………………………………………………
Emergency Contact____________________ Next Of Kin (if Different)___________________________
Relationship____________________________________
Phone Numbers - Home____________________________
    Work____________________________ Mobile___________________________
Do you give consent to receive SMS reminders from our clinic         YES

NO
(Any information we collect remains confidential and will not be shared with any third party)

How did you hear about our clinic ______________________________________________
Patients please note; this paper will be destroyed once information is recorded into our computer system.

