Lansdowne Eye Clinic

Patient Registration 
	Title:
	Mr
	Mrs
	Ms
	Miss  
	Sister   
	Master
	Dr   Prof    Fr

	
	
	
	
	
	
	
	


SURNAME:  __________________________________________ 
GIVEN NAMES:_____________________________\
DATE OF BIRTH ____________________________________

RESIDENTAL ADDRESS ____________________________________________________________________________
Postal Address______________________________________________________________________________________
POST CODE:_________________________________ 

HOME (____________________________________________
BUSINESS (______________________________________

MOBILE (___________________________________________
FAX (____________________________________________

EMAIL ADDRESS _____________________________________
OCCUPATION ____________________________________


NEXT OF KIN _______________________________________     RELATIONSHIP ___________________________________
Contact details_________________________________________
Would you like to receive SMS reminder?  ( yes ( no 

BILLING DETAILS: MEDICARE NUMBER: ________________________________  Ref No:______ Exp date _________
Private Health Insurance: _________________________________ M’ship No:_____________________________________

Vet Affairs/Pensioner/Health Care Card(please circle) card number:__________________________________________________

**Workcare/TAC Claim No______________________________Insurance company:____________________________ 

** Please note- The patient will be responsible for the account until Workcover/TAC claim number & Ins comp details are supplied 



 Referring doctor/ Optometrist: 
NAME:_______________________________________________________
ADDRESS:______________________________________________________________________________POST CODE_________

TELEPHONE:___________________________________________ FAX:________________________________________________


Usual doctor/ Family GP NAME:______________________________________________________________________________
ADDRESS: ___________________________________________________________________________POST CODE__________

TELEPHONE: _______________________________________________FAX:_________________________________________



Our standard fees are $150 for an initial consultation only and $80.00 for follow-up appointments. You may require further tests on the day, which will add further charges. We require payment on the day; so if you are worried about the additional costs, please speak with one of our secretaries. If you are on a Pension the fees are reduced. Government HPP legislation now requires your permission to obtain information about you and your condition and to forward relevant details to your referring practitioner and other providers as required. If you require further information, please take one of our Privacy Brochure. 


Signature: ____________________________________________________________ Date: ____________________________________

By signing this form you agree TO PAY IN FULL on the day and have given your permission for us to obtain information about you and your condition and to forward any relevant details to your referring practitioner and other providers as necessary. 
