
 
Mr/Mrs/Ms/Miss/Dr/Other ______________________________________________ 

SURNAME: _________________________________________________________ 

GIVEN NAME: _____________________PREFERRED NAME:_________________ 

DATE OF BIRTH: ___________________MARITAL STATUS: _________________ 

ADDRESS: _________________________________________________________ 

________________________________  STATE  ________POSTCODE: ________ 

HOME PHONE: _____________________MOBILE: _________________________ 

WORK PHONE: ______________________________________________________ 

EMAIL: _____________________________________________________________ 

MEDICARE: ______________________REF # _____EXPIRY DATE: ___/___/____ 

HEALTH INSURANCE FUND: ___________________________________________ 

MEMBERSHIP # ____________________________________ REF #____________ 

NAME OF NEXT OF KIN:_______________________________________________ 

RELATIONSHIP TO YOU:______________________________________________ 

CONTACT #: ________________________________________________________ 

REFERRING DOCTOR: ______________________________________________ 

PHONE: ___________________________________________________________ 

ALLERGIES: _______________________________________________________  
 

 
How did you first hear about us?  

☐ Website ☐ GP ☐ Media ☐ Hospital ☐ Friend ☐ Others  
(specify)___________________________________________ 
 
PATIENT SIGNATURE: _______________________________DATE___________ 
 
PRIVATE SECTOR AMENDMENT ACT 2000  
I give permission for Dr John Jorgensen to collect information from other medical 
practitioners and health providers  
regarding my medical history, if required and to the release of information to other health 
providers, as necessary. 

 

Personal information   


