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              New Patient Registration Form
· Welcome to Moreland General Practice! 
Please complete this form prior to seeing your Doctor. 
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PRINCIPAL DOCTORS PRACTICING DOCTORS

Dr.T.FAhern 01 1884EJ Dr.]. Erlich

Dr. M. Levick 0575756W Dr. l. Bonwick
Dr. C. Stewart
Dr.A. Innes
Dr.S. Muller
Dr.P.Carey

058347GT  Dr.E.Bond 4336606W  Dr. C. Xxxxxx
0417165) Dr.C.Kindred  4326557T Dr.A. Xxxx

047318DY  Dr.J.Lynch 0208594F  Dr. C. Xxxxxx
2429886] Dr.T.Zuccarello 058347GT  Dr.A. Xxxx

296794DH  Dr. . Xxxxxxx 0417165)
058785CX

Practicing doctors are not in partnership in this clinic

047318DY

2429886)
047318DY

2429886)

REGISTRAR DOCTORS

Dr. J. Xxxxxx 058347GT
Dr. |. Xxxxxx 0417165)
Dr.C. Xxxxxx  047318DY
Dr. A, Xxxx 2429886



                                                                                                                                      

Contact details

Family Name (Mr /Mrs/ Ms/ Miss/ Other):.…………………………………………………………………

Given Names …………………………………………. 
Gender:  (cross in box) (  Male    ( Female     ( Other
Date of Birth………………………………………    Marital Status…………………………….
Address…………………………………………………………………………… (Postcode)…………

Telephone (H)………………………… (W)……………………… (M)………………………………

Email address …………………………………………………………………………………..
Emergency contact
Full name: ………………………………………………….......................................................

Relationship to patient:
…………………………Contact numbers.........................................

Account details
Medicare Number:…………. ………………………….    Ref no. ......      Expiry Date…………… 
Private health insurance ( yes    ( no.....Fund Name................... membership no............................ 

Person responsible for paying account………………………………………………...
Are you covered by (cross if yes)
( Pensioner Health Benefits Card 

(Entitlement Number)…………………………….. Expiry  
( Health Care Card                     …………………………….   …………………….
( Dept of Veterans Affairs             …………………………….    ……………………..
( Other (specify e.g. T.A.C.)         …………………………….   ………………………
( None of the above               ( Not sure
Do you consent to receiving (SMS) text and email communication, regarding Appointments, Clinical Communication, Reminders and Health Awareness?    
Consent Options     ( Yes (see below)    ( No
This patient consents to receive the following electronic reminders/messages 
  ( Appointments Reminders                     ( Clinic Communications (results & clinical Messages) 

  ( Clinical Reminders (to contact the practice to arrange appointments for regular checkups)     
  ( Health Awareness (reminders are sent in the best interest of patient care).  
Photo ID:
To assist us with identification and avoiding mistakes, could you please provide a digital photo via email: admin@morelandgp.com.au so that we can attach to your file.
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Additional information

At this Practice, we would be grateful if you could complete your section of the accompanying Patient Health Summary. This will help your doctor understand your physical, emotional, and social settings. 
	
	Patient to complete
	Doctor to complete


	Ongoing medical conditions:

E.g., high blood pressure, depression, arthritis
	
	

	Past medical history:
Eg. Appendix removed
	
	

	Family history of note:

E.g., Cancer, high blood pressure, glaucoma, heart attack, diabetes

	
	

	Allergies proven: 

	
	

	Cigarettes: 

E.g., Never, past-smoker (since) or current (number per day)
	
	

	Alcohol: 

E.g.,  Days per week, number per day, type of drink
	
	

	Immunizations: 

E.g., Last booster, routine childhood immunisations including Tetanus, Hepatitis, Flu, Pneumonia

Parents please bring immunisation record to every visit with your child.
	
	

	Living arrangements:

E.g., live alone, with husband, family/parents
	
	

	Employment/occupation:


	
	

	Any current Claim numbers:

E.g.,TAC/Workcover
	
	




















Please (cross) if you are an Aboriginal or Torres Strait Islander:





Aboriginal (  		Torres Strait Islander  (  		Neither  (





Please indicate your nationality/cultural identity:


Country of birth:             ___________________________________________


Nationality:                     ___________________________________________


Languages spoken:        ___________________________________________








I agree to pay all accounts at the time of my visit. In the event of late payment the Practice reserves the right to charge an accounting fee. Also I have been given a copy of the Practice brochure and Practice Personal Info & Privacy Brochure. 





Signature…………………………………………………date………………














