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All information on this form is strictly confidential

Date: Time:

Title:
 Dr   Mr   Mrs   Ms   Master   Miss

[Alias] previous family name (if applicable):

Family name: Given name(s):

Date of birth:

       /      /
 Estimated date of  birth

Sex:
 Male   Female

Country of birth: Marital status:
 Never married / child	  Separated	  De facto
 Widowed	  Married	  Divorced

Religion: Preferred language:	
Interpreter required?

	
 Yes   No

Are you of Aboriginal or Torres Strait Islander origin? (for clients of both Aboriginal and Torres Strait Islander origin, tick both ‘Yes’ boxes):

 Yes, Aboriginal   Yes, Torres Strait Islander   No

Are you of Australian South Sea Islander ancestry:	  Yes   No 

Community of origin, language, knowledge of and respect for lore, cultural strengths:

Permanent residential address:
Suburb / town: Postcode:

Phone (home): Phone (work): Phone (mobile):

Mailing address (if different from above):
Suburb / town: Postcode:

Phone (home): Phone (work): Phone (mobile):

Temporary address (for country / interstate / overseas visitors):
Suburb / town: Postcode:

Phone (home): Phone (work): Phone (mobile):

Email address: Occupation (current or last):

Primary next of kin:
Name:

Address: Suburb / town: Postcode:

Phone (home): Phone (work): Phone (mobile):

Relationship to patient:
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Consumer Demographic 

 

Information

URN:

Family name:

Given name(s):

Address:

Date of birth:	 Sex:     M     F     I

Sessions: /____/____/____/____/____/____/____/____/____/____/____/____/



Other contact person:
Name:

Address: Suburb / town: Postcode:

Phone (home): Phone (work): Phone (mobile):

Relationship to patient:

General Practitioner (GP):
Name: Organisation / practice:

Address: Suburb / town: Postcode:

Phone (work): Phone (mobile): Fax:

Email: Provider no.:

Other doctor (e.g. private psychiatrist, psychologist):
Name: Organisation / practice:

Address: Suburb / town: Postcode:

Phone (work): Phone (mobile): Fax:

Email: Provider no.:

	
 Card ID: Expiry date:

/

	    No
Worker’s compensation patients must present on admission written authorisation for payment of hospitalisation from the relevant insurer (e.g. WorkCover Queensland).
Do you have Private Health Insurance? Health fund: Membership number:

       Both)
 No

Health Care card / Pension card number: Expiry date:

/

PBS Safety Net card number:

 

      Orange

If discharged from a hospital in the last seven (7) days, 
please indicate which hospital and date:
Hospital name: Date:

        /       /

	    No

	    No

	    No

YOUR PRIVACY: Our Clinic is required to manage your personal information in accordance with the Information Privacy Act 2009 and the 
Health Services Act 1991. Our Clinic is collecting your personal information for the purpose of providing care and treatment to you and 
managing your clinical record and as such, your information will be accessed by our staff. Some of your personal information may be given 
to carers, guardians or other government departments who provide associated services that require your information for the purpose of 
providing a health care service. Your information may be disclosed without your consent, if authorised or required by law. 

Office use only Date:
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