	Medicine On Second
50 Second Ave, Maroochydore Q 4558
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New Patient Health Information

	Contact Information



Surname: ____________________ Given Name: _______________ Middle Name: _______________________
Title (Circle One)  Mr / Mrs / Ms / Miss / Master / Dr / Prof / Sir / Lady / Other ________________________
Gender Identity: (Circle One) Female / Male / Non-Binary / Gender Diverse / Transgender / Different Identity
Preferred Pronouns (Please Circle):   She/Her/Hers       He/Him/His      They/Them/Theirs
Date of Birth: _____/_____/_____          
Address: __________________________________________ Suburb: ___________________P/Code: _______
Phone Home: ______________________ Mobile: ____________________ Work: _______________________
Email: _____________________________________________ Occupation:_____________________________
Medicare Card No: _____________________________Ref:__________ Exp Date: _______________________ Dept. of Veterans’ Affairs No: ____________________ Expiry Date: _________  White □	Gold  □
Concession/Health Care Card No: _____________________________ Exp Date: ________________________
Health Insurance Fund: ________________________________ Fund No: ______________________________

	[bookmark: _Hlk99105490]Cultural Identity



Country of Birth: __________________________          Preferred Language: ____________________________

To assist with health initiatives – are you Aboriginal and/or Torres Strait Islander?

|_| No  	|_|  Yes - Aboriginal	|_|  Yes - Torres Strait Islander  |_| Yes - Aboriginal & Torres Strait Islander

As Australia is a genuinely multicultural society, and to tailor appropriate care, encourage understanding and appreciation between people from different nationalities and cultures – do you identify as someone from a culturally and/or linguistic diverse background?	 

|_|  No
|_|  Yes – Please elaborate ____________________________________________________________________
|_|  Do you need Interpreter Services    No □		Yes □	

	[bookmark: _Hlk99105529]Next of Kin Details


[bookmark: _Hlk99105668]
Name: _______________________________________________ Ph: __________________________________

Relationship to Patient: _______________________________________________________________________

	Emergency Contact Details



Name: _______________________________________________ Ph: __________________________________
Relationship to Patient: _______________________________________________________________________

Health Information Collection and Use Consent Form

As a patient of our medical practice we require you to provide us with your personal details and a full medical history, so that we may properly assess, diagnose, treat and be proactive in your health care needs.

We aim to protect the privacy and secure storage of your health information. You can request a copy of our privacy policy, which includes information about the collection, use and disclosure of your health information.

We require your consent to collect personal information about you and to use the information you provide in the following ways. Please read this consent form carefully, and sign where indicated below. 
· Administrative purposes in running our medical practice.
· Billing purposes, including compliance with Medicare and Health Insurance Commission requirements.
· Disclosure to others involved in your healthcare including treating doctors and specialists outside this medical practice. This may occur though referral to other doctors, or for medical tests and in the reports or results returned to us following referrals.
· eHealth – My Health Records for health providers eg: doctors, specialists and hospital staff may be able to see your records online at any time in case of an emergence, accident or when travelling.
· Disclosure to other doctors in the practice, locums etc. attached to the practice for the purpose of patient care and teaching.
· For research and quality assurance activities to improve individual and community health care and practice management.  Usually information that does not identify you is used but should information that will identify you be required you will be informed and given the opportunity to “opt out” of any involvement.
· To comply with any legislative or regulatory requirements eg. notifiable diseases.
· For reminder letters/sms which may be sent to you regarding your health care and management. 
· Some GP’s in the practice use Artificial Intelligence (AI) scribes i.e. Lyrebird and Heidi.  The information is not shared outside of Australia, the audio file is destroyed once transcription is complete and it removes sensitive and personal identifying information.

You can decline to have your health information used in all or some of the ways outlined above but it may influence our ability to manage your health care to provide the best outcome for you. 

                                                                                                                                              Please Tick box
	I have read the information above and understand the reasons why my information must be collected. 
	

	I understand that I am not obliged to provide any information requested of me, but failure to do so may compromise the quality of health care and treatment given to me.
	

	I am aware of my rights to access the information collected about me, except in some circumstances where access may be legitimately withheld. I will be given an explanation in these circumstances.
	

	I understand that if my information is to be used for any other purpose other than set out above, my further consent will be obtained.
	

	I consent to the handling of my information by the practice for the purpose set out above, subject to any limitations on access or disclosure of which I notify this practice.
	

	OR
	

	I am unsure and would like to discuss this further with someone from the medical practice before I sign. 
	



Today’s date: _______________________________

Patient’s Name: ______________________________ Patient’s Signature: _________________________

Date of Birth:  _______________________________

Signed as Guardian for child: ___________________ Name: (printed) _____________________________

Date of birth if child: __________________________  


	Your Health Information


ALLERGY INFORMATION – Do you have any allergies or are you sensitive to drugs or dressings?
□ No	
□ Yes – provide details:
____________________________________________________________________________________________________________________________________________________________________________________

CURRENT MEDICATIONS – Please list all your current medications and doses, including complementary and over-the-counter medicines (e.g. homeopathic medicines such a vitamins and minerals etc.)	
____________________________________________________________________________________________________________________________________________________________________________________			
MEDICAL HISTORY – Do you have or have you had a history of the following:
□ Surgery – provide details: ___________________________________________________________________
□ Asthma _________________________________________________________________________________
□ Diabetes _______________________________________________________________
□ Hypertension ____________________________________________________________
□ Chronic Illness ___________________________________________________________________________
□ Other – provide details: __________________________________________________________________________________________

LIFESTYLE RISK FACTOR INFORMATION
Smoking
□ No
□ If Ceased – date ____________  How many were you smoking?  ____________
□ Yes – how many _____ day / _____ week

Alcohol
□ No
□ Yes – how many _____ day / _____ week / _____ month

Recreational Drug Use
□ No
□ Yes – type _________________ frequency __________________

	Family Health History Information


Have any members of your family have:
□ Heart Disease ____________________________________________________________________________
□ Asthma _________________________________________________________________________________
□ Diabetes ________________________________________________________________________________
□ Hypertension (high blood pressure) ___________________________________________________________
□ Mental Illness ____________________________________________________________________________
□ Cancer – type : ___________________________________________________________________________
□ Other significant – provide details: ___________________________________________________________
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