PATIENT REGISTRATION CARD

SURNAME: _________________________________________________________ 

GIVEN NAMES: ______________________________________________________

DATE OF BIRTH:          /          /                                   M  □        F □

RESIDENTIAL ADDRESS: _____________________________________________

___________________________________________________________________

POSTAL ADDRESS: __________________________________________________

___________________________________________________________________

HOME PHONE NO: _____________________________________

MOBILE PHONE NO:  ____________________________________

WORK PHONE NO: ______________________________________

MEDICARE NO: ___________________________ Expiry Date :           /           /

ARE YOU HAPPY TO BE SENT AN SMS:              Yes  □        No  □
PERSON RESPONSIBLE FOR ACCOUNT:______________________________

NAME: _____________________________________________________________

NEXT OF KIN NAME: _________________________________________________

RELATIONSHIP OF NEXT TO KIN TO YOU________________________________
[bookmark: _GoBack]
HOME: ___________________________ MOBILE: _________________________

EMERGENCY CONTACT NAME: _______________________________________

HOME:  __________________________ MOBILE: __________________________

CULTURAL BACKGROUND:____________________________________________
Aboriginal                                                               Yes  □        No  □
Torres Strait Islander                                             Yes  □         No  □
____________________________________________________________________
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PROCESSED ON COMPUTER:			              Yes  □        No  □
