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Confidential Patient Information Form 
 
CONSENT 
We collect information from you for the primary purpose of providing quality health care.  We require you to provide us with your personal details and medical history so that we may properly assess, diagnose and report findings relating to your medical requirements at this time. 
We will use the information you provide in the following ways: 
· Administrative purposes in running our practice 
· Billing purposes, including compliance with Medicare and Health Insurance Commission requirements 
· Disclosure to others involved in your health care, including treating specialists and doctors outside of this practice. This may occur through referral to other doctors or specialists or for medical tests, and in the reports or results returned to us following referral 
· Disclosure for research and quality assurance to improve individual and community health care and practice management. You will be informed when such activities are being conducted and given the opportunity to “opt out” of any involvement 
I have read the information above and understand the reasons why my information is being collected. I am also aware that this practice has a Privacy Policy on handling patient information. 
I understand that I am not obliged to provide any information requested of me, but that my failure to do so might compromise the quality of health care and treatment given to me. 
I am aware of my right to access the information collected about me, except in some circumstances where access might legitimately be withheld. I understand I will be given an explanation in these circumstances. 
I agree that should this account not be paid or paid in full, then my account may be forwarded to a Debt Collection agency for collection. Should this occur, I accept that all debt collection charges will be added to my outstanding account balance, and I will be liable for all debt collection costs incurred.
I agree to provide 24 hours notice for cancellations by contacting the practice during business hours 9am - 5pm, Monday to Friday. I am aware that cancellations made less than 24 hours prior will incur a fee of $70.00 minimum OR 50% of the total service fee, and missed appointments will incur a fee of 100% of the total service fee. I accept that these fees must be paid before any other appointments can be made.



Patient/Guardian Signature: 	 	 	 	 	 	 	 	 Date: 	  
 
Patient Name:  	 	 	 	 	 	 	 	 
 
Guardian Name: 	 	 	 	 	 	 	 	 
(If applicable) 

PERSONAL INFORMATION 
	Title 
	 

	Surname 
	 

	First Name 
	 
	Middle Initial 
	 

	Preferred Name 
	 

	Date of Birth 
	 

	Residential Address 
(if 
	 

	Postal Address 
(if different from above) 
	 

	Phone Number
	 

	Email Address
	

	Preferred Method of 
Contact (circle one) 
	Phone  	       	        Email  	 	            SMS

	Would you like to have appointment reminders sent via SMS? (tick one) 
	Y 
	 
	N 
	 

	 

	Usual Doctor 
	 

	Practice
	

	 

	Medicare Number 
	 

	Medicare Ref #
	 
	Medicare Expiry
	

	 

	Private Health Company 
	                                                            
	Private Health Number
	

	 

	Pension/Health Care Card Number 
	

	Card Type 
(circle one) 
	Pensioner Concession Card 
Health Care Card 
Commonwealth Seniors Health Card
	Expiry Date
	

	 

	DVA Card Number (Department Veteran Affairs)
	 
	DVA Card Colour (circle one)
	Gold            White

	 

	Parent /Guardian Name 
(if under 18 years) 
	 

	Parent/Guardian Phone Number
	 

	 

	Next of Kin 
(if different from above)
	                                       

	Relationship 
	
	Phone Number
	



Please continue next page

 
YOUR HEALTH HISTORY  
	Current Medications (include over the counter medications, vitamins and minerals)  

	 
	 

	
	

	
	

	 

	Operation/s History 

	Details 
	Date 

	Details 
	Date 

	Details 
	Date 

	 

	Do you suffer from any allergies (eg. medications, latex, adhesive plaster, tapes)? (circle one)
	YES
	NO

	If yes, please specify:

	

	 

	Are there any medical conditions you currently have or have had in the past (eg. blood clots, hepatitis, asthma, diabetes, epilepsy or fits)? (circle one)
	YES
	NO

	 If yes, please specify:

	

	 

	Do you smoke?
	YES
	NO

	Do you drink alcohol?
	YES
	NO

	Females - Are you pregnant? 
	YES
	NO

	 

	Is there any other information we should know that may affect or have an influence on the medical treatment/ advice you will be provided with?  

	

	


 
I confirm there is no other information that I am aware of that would influence the medical treatment/advice that may be provided to me. The history I have given is complete and accurate. 


Patient/Guardian Signature 	                           Date 	 	 
How did you hear about Peter Manuel? 	 	 	 
	Friends/Family 
	 
	    Yellow/White Pages Book 
	 
	    Facebook/Social Media 
	 

	Doctors Referral 
	 
	    Yellow/White Pages Online
	 
	    Internet
	 

	Health Practitioner Referral 
	 
	    Newspaper Ad/Article 
	 
	    Other, please specify:
	 

	Driving past 
	 
	    AFHG/Goldfields Podiatry
	 
	    
	 


 										    _____________________________
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