
TITLE FIRST NAME SURNAME DOB SEX

MEDICARE CARD NO. PATIENT NO.  ____________________ EXPIRY (MM/YY)

CONCESSIONS: CARD NO. CARD TYPE EXP DATE 

ADDRESS: TOWN/SUBURB POSTCODE

PHONE: HOME WORK MOB FAX

EMAIL: ___________________________________   ATSI:     Aboriginal                       Torres Strait Islander

OCCUPATION COUNTRY OF BIRTH

NEXT OF KIN: NAME RELATIONSHIP

PHONE: HOME MOB

HOW YOU CHOSE THIS PRACTICE PHONE BOOK WEBSITE OTHER

PERSONAL RECOMMENDATION BY

YOUR SIGNIFICANT MEDICAL HISTORY

ALLERGIES:

CURRENT MEDICATIONS:

PAST MEDICAL PROBLEMS:

                                                                    

LAST PAP LAST MAMMOGRAM

CIGARETTES (per day)                    ,   ALCOHOL (per week)               .           

SIGNIFICANT FAMILY HISTORY: 

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT AND AUTHORISE THIS 
PRACTICE TO CONTACT MY NOMINATED NEXT OF KIN IF WARRANTED AND SEND ME SMS 
REMINDERS ON MOBILE PHONE SUPPLIED. I TAKE RESPONSIBILITY FOR NOTIFICATION OF ANY 
CHANGE TO CONTACT DETAILS.

SIGNATURE: DATE:

Visit our website: www.platinummedical.com.au / look us up on www.Ozdocsonline.com.au
If you have a complaint that you feel has not been dealt with to your satisfaction please contact 
www.hqcc.qld.gov.au

DR:
                            

CHART NO:

medical centre
Patient Registration Form
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