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NEW PATIENT INFORMATION SHEET

PATIENT PERSONAL DETAILS:
TITLE:  	______	SURNAME:   ______________________________    NAME:  ____________________
ADDRESS:  _________________________________________________________________________
DATE OF BIRTH:  _________________________________
TELEPHONE NUMBER:  _____________________________   MOBILE:  _________________________
OCCUPATION:  _____________________________________________________________________
EMAIL ADDRESS:  ___________________________________________________________________
EMERGENCY CONTACT PERSON:  ______________________________________________________
HOW DID YOU FIND OUT ABOUT US?  ___________________________________________________
MEDICARE NUMBER:  _______________________________________________________________
ANCILLIARY (EXTRA) COVER:  YES [   ]    NO [    ]      HEALTH FUND:  ___________________________
NAME OF GP:  _______________________________   TELEPHONE:  _________________________    
ADDRESS OF CLINIC:  ________________________________________________________________
ACCOUNT DETAILS:  (Please note all accounts are to be settled at the time of consultation unless otherwise agreed prior to your appointment)
[      ]  	I will be paying for my account privately.
[      ]  	This is an approved WorkCover Claim – Complete Section on other side.
[      ]  	This is a TAC approved Claim – Complete Section on other side.
Privacy Policy:  Adaptive Integrated Health Centre respects the privacy of all its clients.  It is our guarantee that we will treat your personal information responsibly and ethically.
I acknowledge that the information provided above to be true and correct as of today’s date.
Signature of Patient:  _____________________________________ Date:  ______/_____/________
(or Guardian if under 18 years old)
[bookmark: _GoBack]Please note a 24 hour cancellation fee applies for any missed appointments or late cancellations.



WorkCover Claim Details:
Claim Number:  ____________________________________________________________________
Date of Accident:  ___________________________________________________________________
Employer Details:  ___________________________________________________________________
Employer Contact Phone Number:  _____________________________________________________
Insurer Details (if known):  ____________________________________________________________



TAC Claim Details:
Claim Number:  _____________________________________________________________________
Date of Accident:  ___________________________________________________________________
Were you admitted to Hospital:  [      ] Yes          [     ] No

I acknowledge that the information provided above to be true and correct as of today’s date.


Signature of Patient:  _________________________________________  Date:  _____/_____/_____
(or Guardian if under 18 years old)
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