
 

 

PATIENT REGISTRATION FORM  

PLEASE COMPLETE DETAILS IN BLOCK LETTERS 

 

Mr/ Mrs / Miss / Mst / Dr / Prof: …………………………………………………………………………………………………………… 

       SURNAME              GIVEN NAME 

 

HAVE YOU? (Please tick below)           

 Pension Card            Low Income Health Card                Veteran Affairs Card 

No: __________________________                VX: ________________________ 

EXPIRY DATE: __________________ 

 

DATE OF BIRTH: ______________________________ 

ADDRESS: ______________________________________________________________________________ 

SUBURB: _____________________________________ POSTCODE: ________________________________ 

MOBILE NO: __________________________ HOME NO: _______________ WORK NO: _______________ 

EMAIL: _________________________________________________________________________________ 

OCCUPATION: ___________________________________________________________________________ 

MEDICARE NUMBER: ____________________________ REF #: _______ EXP DATE: ___________________ 

REFERRING DOCTOR: _____________________________________________________________________ 

PERSONAL RESPONSIBLE FOR ACCOUNT (if not patient): ________________________________________ 

ADDRESS: ______________________________________________________________________________ 

 

Privacy Policy: In accordance with Australian Privacy Principles (APPs) under the Privacy Amendment (Enhancing 
Privacy Protection) Act 2012 and the Health Records Act 2001 (VIC) your personal records are securely stored and 
not disclosed to any third party.  
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