Middle Road Medical Centre

(The Doctors Who Care)
Ph: 3806 9288
Please Print all details:

Title:  Mr   Mrs    Miss   Master  Other (please specify) __________________ (please circle)

Surname:_________________________Given Name:__________________________________________
Preferred Name:___________________________ Date Of Birth:________________________________

Address:______________________________________________________________________________

Phone Number: Home:__________________Work:_______________ Mobile:______________________

Next of Kin (First name,Surname):__________________________________Ph:____________________

Relationship:__________________________________________________________________________

Emergency Contact (First name,Surname):_____________________________Ph:_________________
Relationship:__________________________________________________________________________

Ethnicity: _____________________________________________________________________________
Aboriginal/ Torres Strait Islander/ Neither/ Both (please circle)

Medicare Number:_________________________Exp Date:___________________Ref No:___________
Dept of Veteran Affairs Number:________________________Expiry Date:________________________
Concession Card Type:  SNRS/HCC/PENS (please circle)

Number:________________________________________Expiry Date:____________________________

Known Allergies:_______________________________________________________________________

Family History (illnesses): Father:___________________________________Mother:______________________________________

Social History: Smoker: Yes/No, Married/Single/Defacto/Other,Occupation:________________________

Alcohol: Yes/No If yes approx how many per day/mth___________________________________________

Dear Patient,

We value your Privacy. All information about you held at this practice is kept in strict confidence. With the introduction of the Privacy Amendment (Private Sector) Act 2001, we remain committed to protecting your privacy and are now requesting express consent for the use and disclosure of your personal health information when necessary to continue the high standard of service you have come to expect from us. Access to this information may be required directly or indirectly by other health care providers such as pathology services, pharmacists, specialists and health care facilities such as hospitals, disease monitoring agencies and Medicare.

Your personal health information will not be sold by this practice to marketing companies and cannot be used for the purpose of promoting non-health related products or services.
I consent to the disclosure of my personal health information by Middle Road Medical Centre  to other health care providers directly involved in my personal health care or medical treatment. 

Signed:________________________Printed Name:____________________Date:____________________

