
	

 

***PLEASE NOTE OUR PRACTICE DOES NOT PRESCRIBE DRUGS OF DEPENDENCE / 
NARCOTICS TO NEW PATIENTS *** 

 
Smith Brothers Medical Clinic 

 

Patient	Information	Form 

We are committed to providing our patients with the best care.  To do this it is essential that your health record is 
kept up to date and accurate. 
 
Could you please ass ist  us by complet ing the fo l lowing : 	
Tit le o  Dr   o  Mr   o  Mrs  o  Ms   o  Miss 
Surname  
F irst  Name  
Date of B irth  
Country of B irth Language 
  
Street Address  
Suburb and Post Code  
Home Phone  
Work Phone  
Mobi le Phone  
Emai l   

Preferred Contact      o  Emai l           o  Mobi le 
             
Medicare Number & Ref #: Expiry: 
o DVA Gold o  DVA White  
(Please tick which) 

#: Expiry: 

Pens ion Number #: Expiry: 
Health Care Card Number #: Expiry: 
Pr ivate Health Cover Name:                             #: 

  
Next of K in  
(Name and Telephone number) 

 

Emergency Contact 
(Name and Telephone number of the person  
we can contact if needed) 

 

  

Employer Name  
Employer Address  
Employer te lephone no.  
	



	

 

              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
                               
              
              
              

 
Pat ient Background 
 

Australia is a genuinely multicultural society. To tailor appropriate care, encourage understanding and appreciation 
between people from different nationalities and backgrounds. 
 

Do you ident i fy as someone from a cultura l ly  and/or l inguist ic d iverse background? 

o No 
o Yes. Please elaborate: 
 
 
 

	

	

	

To ass ist  with health in it iat ives – are you an Aborig ina l  or Torres Stra it  Is lander? 

o No 
o Yes - Aboriginal 
o Yes - Torres Strait Islander 
o Yes – Aboriginal & Torres Strait Islander        

 
Reminder Systems 

Our practice provides our patients with preventive care and early case detection reminders e.g. immunisations, annual 
health checks, skin checks and pap smears. 
 
Do you wish to have any re levant health reminders sent  to you? 

o Yes  

o No 
 

 

Are there any health concerns that you would l ike to receive informat ion on? 

 
 
 
 
 

How did you hear about our Pract ice?   o   Referred        o  Advertisement     

 
 

Patient	Information	Form...	Cont’d	



	

 

              
              
              
              
              
   
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Your Health History 
Do you suf fer from OR have you suf fered from any of the fo l lowing – ( P lease Tick ) 
o A heart disorder of any kind o Anemia 

o High or low blood pressure o Prolonged bleeding after extractions; nose bleeds etc 

o Swollen ankles o A bleeding disorder 
o Rheumatic fever o HIV/AIDS 

o Shortness of breath o Jaundice 

o Bronchitis o Hepatitis C or B 

o Asthma o Diabetes, blood sugar 

o Epilepsy o Treatment of cancer 

o Frequent dizziness or fainting o Osteoporosis/Osteopenia 

o Chest pain o Rheumatoid arthritis 
oAny other illness or disability ( please specify ):  
 
 
Any Previous Operat ions? 

 

 

 
I f  you smoke, how many c igarettes do you smoke on average ( inc luding recreat ional drugs ) 

o 5 -10      o  10 - 15    o 15 – 20   o 20 – 25   o More the 25 per day 

 

I f  you dr ink ,  how often? 

o 1 – 2 twice a week  o 3 – 4 times a week o 5 – 6 times a week  o More than 6 times a week 

  
I f  complet ing th is form for a ch i ld are their immunisat ions up to date? 

o Yes  o No 

  
Current Medicat ions 
P lease l i s t  a l l  current medicat ions inc luding over the counter medicat ions ,  v i tamins and minera ls :  
 
 
 

 
Fami ly History 
Have any members of your fami ly had: (please elaborate) 
o Heart Disease o Asthma 

o Diabetes o Mental Illness 

o Cancer  

 

Pat ient S ignature :                                                                       Date :   

 
 

Please	take	this	page	to	into	the	Doctor	
Patient	Name:	


