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Patient Registration Form
	Patient information

Surname:(Mr/Miss/Ms/Dr)_____________________________________________________

Given names: _______________________________________________________________

Date of birth: (dd/mm/yyyy)_______________Occupation: ___________________________

Address:____________________________________________________________________

Telephone(Home)______________(Work)_______________(mobile)___________________
 

	Medicare and Insurance

Medicare #:_____________________________(____) Expiry:_________________________

Private Health funds:_______________________ Membership #:______________________

Veterans’ Affairs #:___________________________________________________________

Workcover Claim #: ______________________________ Insurer: _____________________

TAC Claim #: ________________________________________________________________

	Emergency Contact

Next of Kin:____________________________________Relationship:___________________

Contact #:__________________________________________________________________



[bookmark: _GoBack]Privacy statement: 
I authorise doctors at Rutland Specialist Clinic to release or retrieve my personal and medical information from other parties for the necessary care and management of my medical condition.  In case of a medical emergency, my next of kin can be contacted if required.
Signature:__________________________________________ Date: ___________________
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