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Moruya Medical Centre

New Patient Information Record

--Confidential—

Dear Patient,

In the interests of comprehensive and effective patient care it is extremely important that the information we hold in your medical record is as accurate as possible. Our Practice collects this information for the primary purpose of providing quality health care. We require you to provide us with your personal details and a full medical history to allow us to properly access, diagnose, treat and advise on your health care needs.

Please be reassured that all information given on this document becomes part of your medical record and therefore is kept strictly confidential and only accessible by your doctor and/or appropriately authorised clinical staff members.

Moruya Medical Centre requires your consent to collect information about you. Please tick the applicable boxes and sign for consent at the end of this form.

Please complete the sections that you believe to be relevant to your health care. Filling out this document is purely optional and you are under no obligation to fully complete. On completion please hand to your doctor.
Title:   Mr  (          Mrs  (          Ms  (          Miss  (          Other  (     _____________________
Given Names: 




____    Surname:  _____





Preferred Name, if different from above: ___________________________________________________
Date of Birth: 


            Gender:   M  (   F  (           Place of Birth: ______________________   
Are you of Aboriginal or Torres Strait Islander origin?   Aboriginal  (     Torres Strait Islander  (
Address: 














Home Phone: 



 Work: _______________ Mobile: 


_______


Are you happy to received SMS reminders for appointments?    Yes  (     No  (
Email: _______________________________________________________________________________
Medicare Card Number: 
   


 Ref Number: 
____ Medicare Expiry Date: 
______
Pension or Health Care Card Number: 



_   Expiry Date: 



Veterans Affairs Card Number: 


____ Expiry Date: 
___ Card Type: 


Next of Kin: 





____ Phone Number:  

____________
Relationship to you: 





Who can we contact in case of an emergency: 



_________  
Phone: 


   Relationship to you: 

________________
Occupation: 







    Retired?   Yes  (     No  (


I give consent for my personal health information to be used for administrative purposes to assist in the running of Moruya Medical Centre, including disclosure to others involved in my healthcare, such as Doctors/Specialists within and outside of this Practice.  This may occur through referral to other Doctors, for medical tests and in the reports/results returned to my GP following referral.
For example: Sending a health summary to a hospital or a referral to a specialist.
Yes  (                             No  (
I give consent for disclosure for research and quality assurance activities to help gain information that will provide better health outcomes and care for our patients. This may occur where the Practice is involved in a quality improvement project, and may involve de-identified patient information to be transferred to a third party.

Yes  (                             No  (
I give my consent to be part of the Practice’s National, State and Territory Reminder Systems.

For example: National Bowel Cancer Screening, Cervical Cancer Screening & Breast Cancer Screening

Yes  (                             No  (
I am aware that Moruya Medical Centre is a teaching practice and therefore I consent to the presence of a nurse, medical student, or senior doctor during my consultation.
Yes  (                             No  (
Once you have signed below the consent will be noted in your clinical record.  The consent continues indefinitely unless you choose to withdraw it.  If at any time you want to withdraw this consent you have the right to do so. Withdrawal of consent is available for you to sign, please ask the Admin team about the forms.

I acknowledge and understand that the phone numbers I have provided may have voice messages left on them, and that my name will be called in the waiting room.

Signed: …………………………………………………...…………………      Dated:    ……………………………………...

Marital Status:   Married (     Defacto  (     Single  (     Widowed  (

Sexual Orientation (answering optional):    Heterosexual  (     Homosexual  (     Bisexual  (

Do you have any Children?     Name:  




  Age: 






Name:  




  Age: 






Name:  




  Age: 







Name:  




  Age: 




Recreational Hobbies:  










Do you have any pets? 








______
Please list all known allergies and their effect
	Name of Medication / Drugs
	Describe your reaction

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Please list all medication that you are currently taking, including all non-prescription medications
	Name of Medication
	Describe your reaction

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Past Medical History:

( Cervical Screening (Pap Smear) Year: 

 
( Unknown

( Breast Examination

       Year: 


( Unknown

( Prostate Examination
       Year: 


( Unknown

Please list your Past Medical & Surgical History
	Past Medical & Surgical History (i.e Diabetes, Stroke, Heart Disease & any operations performed)
	Year

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Do you have an Advance Care Directive for end of life care? 

( Yes                (  No 

For more information talk to your GP

Family & Social History

                                                                     Age at Death

Cause of Death


Mother Alive?   Yes  (         No  (            

     

____

_______  
Father Alive?     Yes  (         No  (
    





_______
Mother:
( Diabetes

( Hypertension
( Heart disease
( Stroke



( Colon Cancer
( Depression

( Breast Cancer
( Other: 

__
Father:

( Diabetes

( Hypertension
( Heart disease
( Stroke



( Colon Cancer
( Depression

( Other 




( Unknown (e.g. Adopted)
Current Alcohol Intake

( Non drinker
Days per week: 



Standard drinks per day: 


Description:  e.g.: Scotch, Beer, Whisky: 







Past Alcohol Intake

( Nil

( Occasional

( Moderate

( Heavy

Year Started:




Year Stopped: 



Additional information: 










Current Smoking History

( Non Smoker

( Ex Smoker

( Smoker

Description:
e.g.: Cigarettes, Cigars:  







Past Smoking History

Quantity per day:
( Unknown

( <1    ( 1-9    ( 10-19    ( 20-39    ( 40+

Year Started:





Year Stopped: 



Would you like advice/support regarding cessation:

( Yes       ( No

Answering this question is optional

Do you use Marijuana?       ( Yes     ( No

If yes, how often and what amounts?   




Do you, or have you ever injected drugs?  ( Yes     ( No          

If yes, how often and what amounts?  



