H I G H L A N D S Highlands General Practice Bowral Street

ABN 17 279 139 682
1/70 Bowral Street Bowral NSW 2576
Phone 02 4861 3183 Fax 02 4862 2920

General’ractice |

ABN 40 367 441 612
1/41 Willow Drive Moss Vale NSW 2577
Phone 02 4862 7333 Fax 02 4862 7334

NEW PATIENT FORM

Welcome to our practice

We are committed to providing you with the best quality of care. To do this, it is essential
that your personal information is up to date and accurate.

DocCtor....ceieii e

Title Given Names Surname

Date of Birth / / o Male o Female
Ethnicity

o Australian, not Indigenous o Both Aboriginal & Torres Strait Islander
o Aboriginal but not Torres Strait Islander o Torres Strait Islander but not Aboriginal
o Other - Please Specify o Do not wish to provide

Do you require an interpreter service? o No o Yes

Home Address

Postal Address

Phone: (h) (w) (m)

Preferred contact Number —(h) (w) (m) — Please circle

Email Address

Medicare Number Ref NO.(no. beside name) Expiry Date

Do you have a o Pension Card o Government Health Care Card

Veteran Affairs Card o Gold o Orange or o White (Specify condition)

Card Number Expiry Date

Occupation Previous GP

Next of Kin

Name: : Relationship to Patient

Address:

Phone Number(h) (m)

Emergency Contact Same as Next of Kin o Yes o No Complete below information
Name: : Relationship to Patient

Address:

Phone Number (h) (m)

How did you hear about us?
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NEW PATIENT FORM
Reminder System
| consent to receiving the following electronic reminders/messages:

SMS appointment reminders oYes oNo

Receiving clinical health reminders oYes oNo

Clinical Communication (Results & Clinical Messages) oYes oNo

Health Awareness & preventative care information oYes oNo
Signature of patient/guardian: Date:

Please hand page 1 & 2 to reception.

Give page 3 & 4 to your Doctor at your appointment.

If you have filled this form out electronically please email it
back to our practice at:

admin@highlandsgp.com.au
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NEW PATIENT FORM
Health Information Collection and Use Consent Form

As a patient of our medical practice we require you to provide us with your personal details and a full
medical history, so that we may properly assess, diagnose, treat and be proactive in your health care
needs.

We aim to protect the privacy and secure storage of your health information. You can request a copy
of our privacy policy, which includes information about the collection, use and disclosure of your health
information.

We require your consent to collect personal information about you and to use the information you
provide in the following ways. Please read this consent form carefully, and sign where indicated below.
e Administrative purposes in running our medical practice.

¢ Billing purposes, including compliance with Medicare and Health Insurance Commission
requirements.

¢ Disclosure to others involved in your healthcare including treating doctors and specialists outside
this medical practice. This may occur though referral to other doctors, or for medical tests and in
the reports or results returned to us following referrals.

¢ Disclosure to other doctors in the practice, locums etc. attached to the practice for the purpose of
patient care and teaching.

e Forresearch and quality assurance activities to improve individual and community health care and
practice management. Usually information that does not identify you is used but should information
that will identify you be required you will be informed and given the opportunity to “opt out” of any
involvement.

e To comply with any legislative or regulatory requirements e.g. notifiable diseases.

¢ For reminders, which may be sent to you regarding your health care and management.

You can decline to have your health information used in all or some of the ways outlined above but it
may influence our ability to manage your health care to provide the best outcome for you.

| have read the information above and understand the reasons why my information

must be collected. L
I understand that | am not obliged to provide any information requested of me, but
failure to do so may compromise the quality of health care and treatment given to me. -
| am aware of my rights to access the information collected about me, except in some
circumstances where access may be legitimately withheld. | will be given an ]
explanation in these circumstances.
I understand that if my information is to be used for any other purpose other than set ]
out above, my further consent will be obtained.
I consent to the handling of my information by the practice for the purpose set out ]
above, subject to any limitations on access or disclosure of which | notify this
practice.
OR
| am unsure and would like to discuss this further with someone from the medical ]
practice before | sign.
Patients Name: ............ccoiiiiiiiiiiiiiinene. D F- | £
Patients signature: .............cccooiiiiiiiiiiic
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HIGHLANDS GENERAL PRACTICE

MEDICAL HISTORY FORM - Please give this page to your Dr. today.
Date:

Patient Name: DOB:

Current / Past Medical History

Do you, or have you ever had any of No Yes Describe Date/Year
the following?
1. Anxiety, depression or mental O O

illness

Diabetes

High blood pressure

High cholesterol or triglycerides

Stroke or TIA

Heart conditions

Skin Cancer

OO o|ooo)|-
oo o|ooio|d

Medical Devices

© | N o g kW

Have you ever been

hospitalised? [ O]
10.Have you had any serious injuries U
and/or broken bones?
11.Have you had any operations? U O
12.Current Covid Vaccination Cert O O

13.0ther current/past medical issues  [J O

Social
Have you used any of the following substances?
Substance Currently Previously Amount Days per How long? If stopped,
Use? Used? per day? week? (Years) when?
(Year)
Tobacco ONo O LONo [Yes
Yes
Alcohol ONo O LONo [Yes
Yes
Medications

Are you currently taking any prescriptions and/or non-prescription medications, including vitamins,
nutritional supplements, oral contraceptives, pain relievers, diuretics, laxatives, herbal remedies, and
cold medications? [ No [ Yes (list medications below and over the page if more room is required))

Name of Medication Dose How Often Taken

Allergies

Have you had hives, skin rash, breathing problems, or other allergic reactions to medications?
OONo OVYes

Name of Medication Describe Allergic Reaction

Patient Signature:
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