Kanwal Village Medical Centre

Shop 1, Kanwal Village Shopping Centre 258 Wallarah Rd., Kanwal NSW 2259
Tel: (02) 4393 6660 Fax: (02) 4393 6615

New Patient Information Form

Personal Information:

Patient Name: ... DOB: ..ccoveieee Lo, [ociiinii.
Title First Mid Last
O Male O Female O Married OSingle OOChild DOOther .........ooovviiiiiiiiiiiein,
Oceupation .......coveiiiiiiii
Cultural Background - please circle:  Torres Strait Islander ~ Aboriginal Australian Other:.....................
Phone (Home).........cocooiviiiiiiiin, (Work): oo (Mobile): ...
L0153 £ L0 o [T
No. Street

....... C |tystatePosthde
Medicare NnUMber: ..o Patient reference number...................
Expiry Date: ............ [oviiiiinann, [oviiinnn.
Healthcare card number: ...............ocooiiiiinns Expiry Date: ........... Lo, [oviiiiinn.

Health Information:

Have you ever had any of the following? Please tick those that apply:

COJAIDS(HIV) OGlaucoma OLiver Disease OStomach Problems
OAnemia COHay Fever [COMental Disorders OStroke
OArthritis COHead Injuries [COOsteoporosis OTaking Warfarin
OArtificial Joints [COHeart Disease OOPacemaker Thyroid O Hyperactive
OAsthma CHeart Murmur OPregnancy [0 Hypoactive
CICancer CHepatitis Due date: .............. OTuberculosis
[CIDiabetes COHigh Blood Pressure  [Radiation Treatment OTumors
CIDizziness Jaundice [CORespiratory Problems Oulcers
CIEpilepsy CKidney Disease CORheumatic Fever [OVenereal Disease
OORheumatism
L T N 1 =T o =3
o Other health ProblEmS: . ... e e e e e

e Are you under the care of a regular GP at present? [ Yes O No
o |[f yes, please list the practice name ..............cc.ocoiiiii i, Doctor'sname:............cccooeieiinnn.n.

e List any medication, pills or drugs being taken:
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Kanwal Village Medical Centre

Shop 1, Kanwal Village Shopping Centre 258 Wallarah Rd., Kanwal NSW 2259
Tel: (02) 4393 6660 Fax: (02) 4393 6615

Referral Information

Whom may we thank for referring you to our practice? [ Another patient, friend or relative
Ovellow Pages [ Newspaper [0School OWork [OOther.............oooooooiiiiiini...

Next of Kin

N A, L
Phone (mobile): ..o Alternative number............oo
AOIESS: ot e e

Street City Post Code
Relationship to Patient: ...

Emergency Contact

To my best of my knowledge, all of the preceding answers and information provided are true and correct.
...................................................... Date: ......cooooidveviiid e

Signature of patient, parent or guardian
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