
 PATIENT REGISTRATION 
 
TITLE ………. FIRST NAME…………………………….. SURNAME………………………… 

 

KNOWN AS IF DIFFERENT FROM ABOVE……………………………………….. 

 

DATE OF BIRTH ……………    Gender at Birth …………………  Gender ……………………... 

 

            Do you identify as: First Nations or Australian or Other _________ (please circle)  

 

COUNTRY OF BIRTH………………………………………… 

 

ADDRESS (Not PO Box)…………………………………………………………………………. 

 

                  ………………………………………………………………………………………….. 

                    

TELEPHONE HOME ……………………………….WORK ……………………………………… 

 

MOBILE …………………………………………… SEND SMS REMINDERS*     YES           NO 

 (SMS Reminders are sent for appointments, smears, immunizations and other routine health checks) 
 

OCCUPATION ……………………………………………………. 

 

EMAIL:  

 

 

MEDICARE NUMBER ………………………………………..REFERENCE NUMBER …………. 

 

EXPIRY DATE ……………………… 

 

PENSION NUMBER ………………………………  EXPIRY DATE …………………… 

 

HEALTH CARE CARD NUMBER ………………………………… EXPIRY DATE …………. 

 

VETERANS AFFAIRS NUMBER …………………… GOLD / WHITE CARD 

 

NEXT OF KIN NAME ………………………………..  PHONE………………………… 

 

RELATIONSHIP TO PATIENT …………………………………… 

 

EMERGENCY CONTACT NAME ……………………… PHONE ………………… (MUST BE DIFFERENT) 

 

RELATIONSHIP TO PATIENT …………………………………… 

 
 

I have read and agree with the attached Consent and Privacy Statement page. 

 
I am unsure and would like to discuss further with someone from the medical practice before signing  
 

PATIENT / PARENT / GUARDIAN / SIGNATURE ………………………………  DATE ……………  

 



      Consent and Privacy Statement 
 
This practice has an Information on our website which we encourage all our patients to read. Go to our 
website www.gracemeremedical.com.au  
 

Please read our Privacy Statement 
 

As a patient of this medical practice, we require you to provide us with your personal details and a full medical 
history, so that we may properly assess, diagnose, treat and be proactive in your health care needs. We aim to 
protect the privacy of your health information at all times. You can request a copy of our privacy policy, which 
includes information about the collection, use and disclosure of your health information and making a 
complaint about a breach of your privacy.  
 
We require your consent to allow us to collect and use your personal information for the following reasons: 

 Administrative purposes 

 Billing purposes (including compliance with Medicare and the Department of Health and Ageing 

requirements) 

 Disclosure to others involved in your healthcare. This may include allied health professionals, other 

specialists and health practitioners outside of this practice. This may occur through referral to others 

or for medical tests and in the reports or results returned to us following referral. 

 For research and quality improvement purposes to improve individual and community health care and 

practice management (this will only be information that does not identify individual patients) 

 To comply with regulatory or legislative requirements such as notifiable diseases or where the health 

and well-being of you or other/s is at significant risk of harm. 

 For reminders and recalls which may be sent to you SMS or letter or email regarding your healthcare 

and management. Patient education and patient information on changes within health system. 

 
You can decline to have your health information used in all or some of the ways outlined above, but it may 
influence the practice’s ability to manage your healthcare to provide the best outcome. 
 

PLEASE READ EACH STATEMENT CAREFULLY 

I have read the information above and understand the reasons why the information must be collected 

I understand that I am not obliged to provide any information requested of me, but failure to do so may 
compromise the quality of health care and treatment given to me or if I provide information but want to 
put limitations on access or disclosure, I will discuss these with the practice beforehand. 

I am aware of my rights to access information collected about me, except in circumstances where access 
may be legitimately withheld. I understand I will receive an explanation in these circumstances.  

I understand that if my information is to be used for any other purposes other than those set out above, 
my further consent will be obtained. 

I consent to the handling of my information by the practice for the purposes set out on this form.  

I understand that depending on the age of my child, and given my child’s right to privacy, in the clinical 
judgment of the doctor treating my child I may be prevented from access to information regarding my 
child’s healthcare. 

I understand that if I request access to information held about me, I may be charged a fee to cover the 
administrative costs in providing access. 
 

 
17 Lawrie St, GRACEMERE  Q 4702    Tel: 07 4933 1590  Fax: 07 4933 4497 

http://www.gracemeremedical.com.au/

