

	

	

	














































































































































































































































































































































































































































































































































































































































































































































































































































































































































Drouin Family Medical Centre


Patient Information Form





We are committed to providing our patients with the best care.  To do this it is essential that your health record is kept up to date and accurate.





Please assist us by completing the following:�
�
Title�
(  Dr   (  Mr   (  Mrs  (  Ms   (  Miss�
�
Surname�
�
�
First Name�
�
�
Date of Birth�
�
�
Gender�
(  Male  (  Female   (  Other___________�
�
Street Address�






�
�
Suburb and Post Code�
�
�
Home Phone�
�
�
Work Phone�
�
�
Mobile Phone�
�
�
Email�
�
�
�
�
�
Medicare Number & Ref�
#:�
Expiry:�
�
( DVA Gold (  DVA White �(Please tick which)�
#:�
Expiry:�
�
Pension Number�
#:�
Expiry:�
�
Health Care Card Number�
#:�
Expiry:�
�
Private Health Cover�
Name:                             #:�
�
�
�
�
Next of Kin �(Name and Telephone number)�






�
�
Emergency Contact�(Name and Telephone number of the person �we can contact if needed)�
�
�
�
�
�
Occupation�
�
�
�
�
�
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�Patient Background��We ask these next questions to tailor appropriate care for you.��
�
Do you identify as someone from a culturally and/or linguistic diverse background?�
�
( No


( Yes. Please elaborate:


�
�
To assist with health initiatives – are you an Aboriginal or Torres Strait Islander?�
�
( No


( Yes - Aboriginal


( Yes - Torres Strait Islander


( Yes – Aboriginal & Torres Strait Islander�
�
What is your marital status�
�
( Single


( Married


( Defacto


( Separated


( Divorced


( Widowed











�
�
Your Health History�


Do you have or have you had a history of the following? (please elaborate)�
�
( Operations (Major)�
�
( Asthma�
�
( Diabetes (Type 1 or 2)�
�
( Hypertension�
�
( Chronic Illness (Please state what it is)�
�
( Other (Please state what it is)�
�
Do you have any allergies or are you sensitive to drugs or dressings? 


Please tick one of the boxes. This is essential information.�
�
( No


( Yes. (Please state clearly what you are allergic to and the reaction(s)).


�
�






             Patient Information Form
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          Patient Information Form





Immunisations�
�
Have you had the following immunisations? (please list the year)�
�
Tetanus Booster�
( Yes. Date:�
( No�
( Don’t Know�
�
Hepatitis A�
( Yes. Date:�
( No�
( Don’t Know�
�
Hepatitis B�
( Yes. Date:�
( No�
( Don’t Know�
�
Influenza�
( Yes. Date:�
( No�
( Don’t Know�
�
Pneumococcal      �
( Yes. Date:�
( No�
( Don’t Know�
�
Shingles�
( Yes. Date:�
( No�
( Don’t Know�
�
Children’s Immunisations�
�
If completing this form for a child, are their immunizations up to date?�
�
( Yes 


( No


( I’m not sure�
�
Current Medications�
�
Please list all current medications including over the counter medications, vitamins and minerals:�
�



















































�
�
    Family History�


Have any members of your family had: (state which family member e.g. maternal grandfather)�
�
( Heart Disease�
�
( Asthma�
�
( Diabetes�
�
( Mental Illness (please state type, e.g. depression )�
�
( Cancer  (please state type if you know)�
�
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Social History��
�
Do you use any of the following: (list amount where appropriate)�
�
Tobacco   


�
( No.


( Yes.  Number  ____ day  OR    ____ week �( Ceased smoking     Year you ceased? _____________�
�
Alcohol�
( No.


( Yes.  Number  ____ day  OR  ____ week     �
�
Drug Use�
( No.


( Yes.  Type __________________  / Frequency __________________�
�



Measurements�
�
Height�
_________ cm�
�
Weight�
_________ kg�
�
�


Females�
�
When did you last have?�
�
Pap Smear (due 2yrly)/


Cervical Screen Test (due 5yrly)�
Date : �
( Not sure�
( Never�
�
Result





�
�
( Unknown�
�
�
              Consent





I consent to being contacted by this practice by post, email, telephone or SMS with reminders to help me maintain my health, for example preventative care and early case detection reminders (i.e. vaccinations, Pap tests), appointment reminders and practice updates.





This practice sends information to the Australian Childhood Immunisation Register and Pap Smear Register. I consent to being contacted with reminders from these registers.





I certify that I have completed this form completely and accurately to the best of my knowledge.





Signature:_________________     Date:___________________�
�









