PERSONAL MEDICAL HISTORY FORM

Marital Status: ______________________

Name: _____________________________________________________________________________

Home Address: ___________________________________________________________________________________

______________________________________________________Date of Birth__________________


Postal Address: ___________________________________________________________________________________

Home Phone: _______________________ Work Phone: ____________________________________

Mobile: ___________________________ Email: __________________________________________

HEALTH INSURANCE DETAILS

Name of Fund: __________________________________No: ________________________________

Medicare No: _____________________________Reference No.____ Exp____________________

Age Pension
Yes / No 
___________________________________Exp____________

DVA Patient       Yes / No 


Q number: _____________________________________ 

Work cover Patient    Yes / No

 Number: ______________________________________

Next of Kin: _________________________ Relationship to Patient: __________________________

Address: ___________________________________________________________________________

___________________________________________________________________________________

Phone details

___________________________________________________________________________________

CURRENT MEDICATIONS

ARE YOU ALLERGIC TO ANY DRUG, MEDICATION OF FOOD SUBSTANCES

Yes / No   please list below

___________________________________________________________________________________

ANY PREVIOUS SURGERIES

OTHER MEDICAL CONDITIONS

HEALTH INFORMATION CONSENT
I understand that this practice and their team of health care professionals comply with the privacy legislation and that my health information here is regarded as “sensitive health information “and will be dealt with  confidentiality in regards to collection, storage and for me to benefit from my health care, my health information here will be communicated back to my referring Doctor and to members of their health care team and if the team need to obtain further information from any other health care provider.

I CONSENT TO ANY RELEVANT INFORMATION COMMUNICATED BETWEEN MY HEALTH CARE PROFESSIONALS

Please Sign ______________________________________________
Date ______________________________
