
CONFIDENTIAL

Patient Registration Form

Surname Given Name(s)

Date & Place of Birth   Male   Female

 Aboriginal  Torres Strait Islander  Neither

Do you require an interpreter?  Yes  No Language required

 Never Married  Married  De Facto  Separated  Divorced  Widowed

Home Address Postal Address

Home Telephone Home Fax

Work Telephone Work Fax

Mobile Telephone E-Mail

Occupation

Family Doctor  Suburb

Medicare Number Health Fund

Ref No: Expiry Membership Number

Next of Kin’s Full Name Relationship

Next of Kin’s Address Home Telephone

Work Telephone

Mobile Telephone

Is this consultation in regard to a worker’s compensation claim?  Yes  No

Name & Address of Employer

Contact Person Telephone

Insurance Company Claim Number

I have read the Southern Cross Specialists Privacy Statement, and give permission for my medical records to be used, 
released and/or sought accordingly for the purposes of my treatment.
I give permission for information about me to be released appropriately for clinical research and audit purposes.
I give permission for clinical photographs to be taken appropriately as part of my clinical record.
I agree to settle consultation accounts on the date of attendance.
I  undertake to  pay for  my treatment  within 30  days  of  invoice,  and understand that  should my account  become 
overdue, it will be passed on to a collection agency with my contact details, incurring a 20% service fee (plus GST).

Signature Date


