New Patient Details - Please complete prior to seeing Dr Graze

th i
Mr/Mrs/Miss/Dr Or opoedm:s
SUMNQAME...ooeeeeeeeeeeeeeeeeeeeee e GIVEN NAMES....vvvvvvvveeiiieeeeenes Middle NOmMe......cccceevveeeeernrenen.
AQAIESS ittt eeerrrre e e e e e e e ersrrrrre e e e e e e e e e enennns SUBUIMD e, Postcode.......ccovveeeeennnn.
Date of Birth ......... [oveeennns [oveeenns Home PRONE ....uvveeeeeieeieeeeeeeee, Work PhoN€.....cccovveeeeiiieeecieee e
MODIIE ... BNl e e et e e
| Consent to receving SMS reminders & notfifications Y / N

| Consent to receving Email reminders& notifications Y / N

Emergency ContacCt..............ooiiiiiiiiiiii e RelationShip ...,
Emergency Contact HOMe PhONE.......coooeeiiiiiiiiiieee e, MODII ..ot
Medicare Number................ccooevviiiiiiiie, Ref{No. in front of your namey.............. ExpiryDate .
IF PATIENT UNDER 18: Parent/Guardian NOME ... i e e e ettt
Parent/Guardian D.O.B. .............. [oviiiiinini Y S Medicare Ref No. (in front of your name} ........c.................
Are you a member of a Private Health Fund -Y / N HospitalCover - Y / N

Private Health FUN........eeveeeeeieeeeeeeeeee e Member Number ......cccceeeveiviiieeeeees
Dept of Veterans Affair NUMDETr ...............coovieeeeeeeeeeeeeee e DVA Card Colour ......eeeeeeeeeeennnee.
Pension NUMDET .............coooiieeeeeeeeeeeeeeeeeee e EXPINY DAt e,
NamMe Of REfEITING DOCTON .........ooooiiiiiie e ettt e et e e e b e e e e eata e e e esaaaeee e assaeeennssseeesnaseeeas
NAME Of USUQL GENEIAI PrOCHONET ... eeeveeiiiee et e e e e e e e e e e e e et eeeeeeeeeeentasreeeeeeeereeeens

Are you a Work Cover Patient ? Yes / No

WOrk Cover INSUrEr DETAIIS ..uuueiiiiiiiieee e Claim NUMBET ... e

Privacy Policy - Your Consent is required for this practice to disclose information to others involved in your health care
management, including treating doctors and specialists outside of this practice, any medical tests or reports that are
relevant to your ongoing treatment.

Patient/Guardian Signature ................ccccooveeiiieoiiieicee e DAte.iiiiieeeeeee e
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Please complete page 2 overleaf for advisement of your Medical History...pg 72



PAST MEDICAL HISTORY - It is important to list relevant current or past conditions

CONDITION

Y/N

DETAILS

Heart/Vascular System

Lungs

Digestive

Urinary

DVT/Pulmonary Embolus

Specific ongoing joints,
muscles or bone issues

Brain/Nervous

Previous
Hospitalisation/surgeries

Diabetes

Are you a smoker 2 If so...

How many per day ¢

Medications ? Do you have a current list of medications on your referral 2 If not, please list

APIXABAN (Eliquis) Y / N_

ASPIRIN Y / N

Family list of Medical Issues

WARFARIN Y / N

RIVAROXABAN (Xarelto) Y / N

CLOPIDOGREL (Plavic/Iscover) Y / N

TURMERIC Y /N

FISHOIL Y /N

AL GIES .t euttentte sttt ettt ettt ettt sttt e et e s bt e bt et te s et e e bt e bt e e a b e en bt eat e e bt e eateea bt en b aeeateea bt ea bt e eateea bt en bt e nbeeabeen bt et teehbeea bt e heeeateenbeenseenaseenbeeaeennreens

Do you have any religious beliefs that affect the use of a blood product 2 Y/ N

OCCUPATION L.ttt
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