PATIENT INFORMATION
PATIENT DETAILS

Mr / Dr / Mrs / Ms / Miss

Surname_________________________________________________________________________________
First Names ___________________________________Preferred Name _____________________________   
Ph:  Home  __________________Work____________________ Mobile _____________________________
Email _________________________________________

Address  _________________________________________________________________________________
 Partner/Next of Kin  _______________________________Phone: _________________________________
_________________________________________________________________________________________
PAYER DETAILS (if different from above)

Surname _____________________________   First Name  ________________________________________
Address __________________________________________________________________________________
_________________________________________________________________________________________
Medicare No.  __ __ __ __    __ __ __ __ __     __    Patient Number  __  (the number next to your name)

Expiry Date  __ __ / __ __          

Name of Private Health Fund __________________________Mem. No ____________________________ 

Date of Joining (if less than 12 months)  __________________
Pensioner or Health Care Card Holder?  -  Yes/No  (Please circle)  

Number ________________________________     Expiry Date  __________________________________
Date of Birth  ______/______/__________  Occupation _________________________________________
Name of Referring Doctor _________________________________________________________________
Address  ________________________________________________________________________________
Name of G.P.  (if different to referring Dr) ___________________________________________________
Address  ________________________________________________________________________________
PLEASE SEE OVER FOR OUR PRIVACY POLICY

THE COVE MEDICAL GROUP                                                   Attadale Hospital
                                                                                                                       21 Hislop Road,

                                                                                                                       ATTADALE, 6156.

                                                                                                                             Telephone: 9330 0855
                                                                                                                              Facsimile:  9330 0851

PATIENT CONSENT TO COLLECT AND DISCLOSE

INFORMATION

In accordance with the National Privacy Policy, this practice will ensure your privacy is protected.

Our practice staff will use and disclose your personal information for purposes including:

· Referral to another health care provider
· Sending of specimens, such as blood samples and biopsies.
· Referral to hospital for treatment
· Advice on treatment options
· To meet our obligations of notification to our medical defence providers
· Where legally required to do so, such as producing records to court
· Account keeping and billing processes
You will have access to your medical records except where it may not be prudent for this access to be given, such as:

· To provide access would create a serious threat to life or health
· There is a legal impediment to access
· The Access would unreasonably impact on the privacy of another
· The information relates to anticipated or actual legal proceeding and you would not be entitled to access the information in those proceedings
Please sign to acknowledge you have understood our Privacy Policy and that you consent to providing medical information to the Cove Medical Group.

SIGNED ……………………………………………….

DATE     ………………………………………………..
