

PATIENT INFORMATION SHEET
CONFIDENTIAL
Personal details:
Title: …………… First name: …………………………. Surname: …………………………..
Preferred name: …………………………………………………………………………………
Date of Birth: .............................................................................................................
Street Address: ..................................................................................................................
Suburb: ………………………………………… State: ………………… Postcode: …………
Home phone: …………………………….. Mobile: …………………………………………….
Please tick this box if you agree to receive communication via email:  
Email Address: ..............................................................................................................
[bookmark: _GoBack]Health fund details:
Medicare No: .................................... Ref No: ...............  Expiry Date: ..............................
Pension No: .......................................... DVA No: .............................................................
Are you in a private health fund? Please circle:    Yes /  No
Health Fund: ................................................  Membership No: .........................................
Clinical details:
Referring Doctor: ...............................................................................................................
General Practitioner (including address if known): …………………………………………...
……………………………………………………………………………………………………..
……………………………………………………………………………………………………...
[image: :Letter_HeaderGeneric.jpg]

[image: :Letter_FooterGeneric.jpg]
Allergies: ............................................................................................................................
Medications: ......................................................................................................................
……………………………………………………………………………………………………...

I declare that I am NOT currently involved in or seeking a Workers Compensation/Insurance or Third Party Claim in any matter that related to my appointment.

Signature: …………………………………………………………………………………………

CONSENT TO RELEASE INFORMATION
It may be necessary for us to obtain additional information such as X-rays, pathology, and correspondence from other Health Professionals, or to confer with Specialist Colleagues or your GP regarding your treatment. 
In accordance to the Health Records and Information Privacy Act, a written consent is needed from each patient in our Practice in order to obtain additional information. Please note that record cannot be release without your consent, except as required by law, such as a subpoena.  
I ..................................................... give permission for the staff and clinicians of CLI-NES (Chung & Lim Neurology and Endocrinology Services) to release and collect information necessary in the course of my medical treatment. I agree that my details can be collected and used in communication with other health professionals involved in my care as well as ancillary services. 

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

In the event if a spokesperson is required on your behalf, to obtain details of your medical condition in relation to your care with our practice, it is necessary for you to provide us with the name of your nominated person and sign the following declaration.

Name of spokesperson: ……………………………….. Signature: ………………………….
Relationship to you: ……………………………………………………………………………... 
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