
 

PATIENT REGISTRATION

Record No: 

Surname: 

Given Names: 

DOB:                  Sex:
AFFIX PATIENT IDENTIFICATION LABEL HERE

TITLE
MR MRS MS CHILD OTHER

SURNAME: GIVEN NAME: 

MIDDLE NAMES: PREVIOUS SURNAME: 

COUNTRY OF BIRTH: SEX: DATE OF BIRTH: 
MALE: FEMALE: 

MARITAL STATUS: 
MARRIED: DEFACTO: WIDOWED: SEPERATED: SINGLE: 

RESIDENTIAL ADDRESS: SUBURB / TOWN: 

STATE: COUNTRY: POSTCODE: 

HOME PHONE: WORK: MOBILE: 

EMAIL: 

AS ABOVE: 

MAILING ADDRESS: SUBURB / TOWN: 

STATE: COUNTRY: POSTCODE: 

NOT APPLICABLE: 

TEMPORARY ADDRESS: SUBURB / TOWN: 

STATE: COUNTRY: POSTCODE: 

(For Interstate or Overseas Visitors) 

LANGUAGE/S SPOKEN: 
YES: NO: 

DO YOU NEED AN INTERPRETER: 

DO YOU IDENTIFY AS:  
ABORIGINAL: TORRES STRAIT OR AUSTRALIAN SOUTH SEA ISLANDER: NOT INDIGENOUS: 

ADDRESS: SUBURB / TOWN: 

STATE: POSTCODE: RELATIONSHIP TO PATIENT: 

NEXT OF KIN: 
TITLE: GIVEN NAME: SURNAME: 

HOME PHONE: WORK: MOBILE: 

ADDRESS: SUBURB / TOWN: 

STATE: POSTCODE: RELATIONSHIP TO PATIENT: 

EMERGENCY OR 2ND CONTACT: 

TITLE: GIVEN NAME: SURNAME: 

HOME PHONE: WORK: MOBILE: 

RELIGION: OCCUPATION: 

ADMITTING DOCTOR 
(IF KNOWN): 
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PATIENT REGISTRATION

Record No: 

Surname: 

Given Names: 

DOB:                  Sex:
AFFIX PATIENT IDENTIFICATION LABEL HERE

PENSION CARD NUMBER:

YES: NO: 

ADDRESS: SUBURB / TOWN: 

STATE: COUNTRY: 

IF YOU DO NOT HAVE A MEDICARE CARD, PLEASE NOMINATE THE PERSON RESPONSIBLE FOR THE ACCOUNT: 

TITLE: GIVEN NAME: SURNAME: 

PHONE: 

POSTCODE: 

ADDRESS: SUBURB / TOWN: 

STATE: POSTCODE: FAX: 

DOCTOR / GP NAME: 

HAVE YOU BEEN DISCHARGED FROM A HOSPITAL IN THE LAST SEVEN (7) DAYS? : 

ADMISSION DATE: 

PHONE: 

NAME OF HOSPITAL: 

ACKNOWLEDGEMENT 

SDS STAFF NAME: 
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START DATE: EXPIRY DATE:

HEALTHCARE CARD NUMBER: START DATE: EXPIRY DATE:

DEPARTMENT OF VETERANS’ AFFAIRS NUMBER: START DATE: EXPIRY DATE:

SAFETY NET CARD NUMBER: START DATE: EXPIRY DATE:

CARD 
 TYPE GOLD WHITE ORANGE 

NDIS NUMBER: PLAN START DATE: PLAN END DATE:

PRIVATE HEALTH FUND NAME: MEMBERSHIP NO: POLICY TYPE: FUND REFERENCE NO:

HAVE YOU HELD YOUR CURRENT PRIVATE HEALTH INSURANCE POLICY FOR OVER 12 MONTHS?:

DO YOU IDENTIFY AS HAVING SPECIAL NEEDS WHICH REQUIRE SUPPORT?: YES: NO: 

DETAILS (FOR EXAMPLE - REQUIRE WHEELCHAIR ASSISTANCE:)

MEDICARE NUMBER:  REFERENCE NUMBER:  EXPIRY DATE:  

NOT APPLICABLE: 

MOBILE: EMAIL: 

PRACTICE / SURGERY NAME: 

YES: NO: 

DISCHARGE DATE: 

I, THE  

SIGNATURE: 

PATIENT PATIENT’S PARENT PATIENT’S SUBSTITUTE DECISION MAKER 
DECLARE THE INFORMATION SUPPLIED  
ON THIS FORM IS TRUE IN EVERY RESPECT 

NAME: DATE: 

DATE: SDS SIGNATURE: 
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