
 

New Patient Registration Form 

Patient Details 

Title: ☐ Mr ☐ Mrs ☐ Ms ☐ Miss ☐ Master ☐ Other ………………………………………….………….………………..… 

Surname: …………………………………………………………………………………………….……….………….…..….. 
Given Name(s): ………………………………………………………………………….……………………...…….………… 

DOB: ……/……/…… Sex: ☐ Male ☐ Female ☐ Indeterminate / Intersex ☐ Not stated 

Address: …………………………………………………………………………………………............................................... 
Suburb: ………………………………………………….……………….……. State: ……………….. Postcode: ……….….. 

Mobile: ………………………………………………………….………….  Home: …………………………………………. 
Email: ………………………………………………………………………………….……………………………………….. 
Do you consent to SMS reminders? Yes/No (Please Circle) 

Occupation: …………………………………………………………………………………………………………………….. 
Medicare & Concession Details 

Medicare Number: ………………………………………………………….….. Reference Number: …… Expiry: ……/…… 

Concession Card Type: ☐ Pension ☐ Health Care Card ☐ DVA ☐ None 

Card Number: ………………………………………………………………………………..…………….. Expiry: ……/…… 

Emergency Contact: 

Name: ………………………………………………….…….. 
Relationship: ………………………………………………… 

Phone Number: ……………………………………………… 

Next Of Kin: 

Name: ……………………………………………….……... 
Relationship: ……………………………………….……… 

Phone Number: …………………………...……………….. 
Allergies or adverse reactions: 

☐ None known 

☐ Yes (please specify):………………………………………. 
………………………………………………………………… 

Preventive Health Screening for females: 
When was your last pap smear? ……/……/…… 

Result (if known): ☐ Normal ☐ Abnormal ☐ Unsure 

Would you like to be added to our recall list? Yes/No 

Cultural Information: 

Country of Birth: ………………………………………..…… 

Aboriginal or Torres Strait Islander status: 

☐ No 

☐ Aboriginal 

☐ Torres Strait Islander 

☐ Both Aboriginal and Torres Strait Islander 

Social History:  

Smoking / Vaping status: 

☐ Never ☐ Current ☐ Former 

Alcohol consumption: 

☐ None ☐ Occasional ☐ Regular 

Clinical measurements: 

Height: …………………cm    Weight: ……….………. kg 

Medical Information: 

Current medical conditions (tick all that apply): 

☐ Asthma                                       ☐ Heart Disease                        ☐ Diabetes                             

☐ High Blood Pressure                  ☐ Mental Health Condition      ☐ Other: ………………………………………………… 

Current medications (including supplements): ……………………………………………………………………………. 
………………………………………………………………………………………………………………….……………… 

…………………………………………………………………………………………………………………………………. 
Do you have a Family medical history of:  

☐ Heart Disease                                                               Which family member: ……………………………………………. 
☐ Diabetes                                                                       Which family member: ……………………………………………. 
☐ Cancer                                                                          Which family member: ……………………………………………. 
☐ Mental Health Conditions                                            Which family member: ……………………………………………. 
☐ Other: ………………………………………….         Which family member: ……………………………………………. 
Privacy & Consent: 
This practice complies with the Australian Privacy Principles under the Privacy Act 1988. I consent to the collection, use, and disclosure of my personal health information 

for the purpose of providing medical care, billing, and practice operations. 

Patient / Guardian Name: ……………………………………………….……………………………………………………… 

Signature: …………………………………………..………………………………………………….. Date: ……/……/…… 
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