New Patient Registration Form 
TITLE:  

Mr            
Mrs            Ms            
Mx            Dr            Master            Miss

SURNAME:  __________________________________________ 
GIVEN NAMES:_______________________________________

DATE OF BIRTH ______________________________________

ADDRESS ______________________________________________________________________________________________________

SUBURB______________________________________________________________________    POST CODE:_________________________________
POSTAL ADDRESS____________________________________________________________________________________________________________
HOME (_________________________________________________
BUSINESS (________________________________________________

MOBILE (________________________________________________
OCCUPATION ______________________________________________
EMAIL ADDRESS _____________________________________________________________________________________________________________


NEXT OF KIN _____________________________________________     RELATIONSHIP _________________________________________________
CONTACT PHONE NUMBER__________________________________________________________________________________________________
WOULD YOU LIKE TO RECEIVE AN SMS REMINDER?      (  YES     (   NO 

BILLING DETAILS: 
MEDICARE NUMBER: _______________________________________________  REF N0:__________   EXPIRY ____________________
Private Health Insurance: _________________________________________ M’ship No:_____________________________________

Vet Affairs/Pensioner/Health Care Card Number:___________________________________________________________________

WorkCover/TAC Claim No__________________________________      Insurance company:________________________________ 

**The patient will be responsible for the account until Workcover/TAC claim number & Insurance Company details are
    supplied 



 REFFERING DOCTOR / OPTOMETRIST: 
NAME:______________________________________________________________________________________
ADDRESS:______________________________________________________________________________________________________

TELEPHONE:___________________________________________

USUAL DOCTOR OR OPTOMETRIST IF NOT THE SAME AS ABOVE:
NAME:________________________________________________________________________________________________________
ADDRESS: ____________________________________________________________________________________________________

TELEPHONE: ___________________________________________
Please note there will be an out of pocket expense for your consultation.  If you are a concession card holder you will receive a discounted fee.  You may require additional testing on the day, which will add further charges. We require payment on the same day as your consultation so if you are concerned about the additional costs, please speak with one of our secretaries. 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. By signing this form you have given your permission for us to obtain and send any relevant information, as well as agreeing to PAY IN FULL the relevant fees. 
Signature: ____________________________________________________________ Date: ____________________________________

