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AYR MEDICAL GROUP
        REGISTRATION DETAILS
Please fill in our registration form carefully as all these details are extremely important 
for your health care.  Please hand this form to reception on completion.
Title____________ Surname  _________________________________________________
Given Names ______________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________
(Please include second name if you have one)

Preferred Name _____________________________Sex_______________________
( Australian Non Indigenous

            Ethnicity    (Please tick one
    
( Aboriginal but NOT Torres Strait Islander



       Or state other)

( Torres Strait Islander but NOT Aboriginal





                             ( BOTH Aboriginal and Torres Strait Islander







( Other    ___________________________







( Not Provided           

Date of Birth________________________   Home Ph: ________________________

Street Address ________________________________________________________

Postal Address_________________________________________________________

Suburb_______________________________________________________________

Work (  ) __________________________    Mobile __________________________
SMS No if different for SMS communication _________________________________


Preferred Method of Contact:   (please tick preferred option)    
	( PHONE CALL


	( EMAIL



	( SMS


	( LETTER

	( Any of the methods listed above



 Email Address:  _______________________________________________________
Medicare card No:  __ __ __ __  __ __ __ __ __  __   Ref No __
Expiry Date: ____________________________

Please fill out exactly what is on your Medicare card

1. ______________________________________________

2. ______________________________________________

3. ______________________________________________

4. ______________________________________________

5. ______________________________________________
6. ______________________________________________

7. ______________________________________________

8. ______________________________________________

9. ______________________________________________

PENSION_________________________________Expiry______________________

DVA____________________________________  Expiry ______________________

Health Care Card___________________________Expiry_______________________
Private Health Fund____________________________Fund Member No.___________
Head of Family:​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________

Next of Kin 
Name ____________________________Relationship _______________

 
Address  ___________________________________________________

Suburb_____________________________________________________

Phone No.__________________________________________________


Emergency Contact:  Name     _______________________________________________

        Phone contact    _________________________________________________

Occupation________________________________Employer_____________________

Thank you for taking the time to update your health records.
Welcome to           
 [image: image1.png]i




PRIVACY INFORMATION

To enable ongoing care and total quality improvement within this practice, and in keeping with the Privacy Act 1988 and National Privacy Principles, we wish to provide you with sufficient information on how your personal health information may be used or disclosed and record your consent or restrictions to this consent.

Your personal health information will only be used for the purposes for which it was collected, or as otherwise permitted by law and we respect your right to determine how your personal health information is used or disclosed. 

The information we collect may be collected by a number of different methods and examples may include: medical test results, notes from consultations, Medicare and health insurance details, data collected from observations and conversations with you, and details obtained from other health care providers (e.g. specialist correspondence). 

By signing below, you (as a patient/guardian) are consenting, that on obtaining your personal health information it may be used or disclosed by the practice for the following purposes:

· Follow up reminder/recall notices for treatment and preventive healthcare.

· For accounting procedures and the collection of professional fees.

· The diagnosis and treatment of any health condition, including the communication of relevant information only, to practice staff, specialists and other healthcare providers to ensure quality care is provided.

· Accreditation and Quality Assurance activities are conducted by professionally trained non-treating GP’s and other professionally trained and qualified persons eg. General Practice Managers.

· For legal related disclosure as required by a court of law.

· For the purposes of research only where de-identified information is used.

· To allow medical students and staff to participate in medical training/teaching using only de identified information.

· For disease notification as required by law.

· For use when seeking treatment by other doctors in this practice.

At all times, we are required to ensure your details are treated with the utmost confidentiality. Your records are very important and we will take all steps necessary to ensure they remain confidential. 

‘

PRIVACY CONSENT

I, ___________________________________  d.o.b  ______________ give my permission for my personal health information to be collected, used and disclosed as described above. I understand only my relevant personal health information will be provided to allow the above actions to be undertaken and I am free to withdraw, alter or restrict my consent at any time by notifying this practice in writing.

Signature: ________________________________ Date:__________________________________

If you are not the Patient signing -  Your name (Please Print)__________________________________

Your relationship to patient (e.g. Mother, Father, guardian)__________________________________

PRACTICE USE ONLY:
Witnessed by: (Staff Signature)____________________________________

CONSENT to CONTACT
Reminder and Recall System: 

 Our practice provides our patients with preventive care reminders letters  eg, pap smear reminders, annual health checks reminders etc. 

Our practice has a recall system in place for results that need to be followed up with an appointment. A recall SMS or letter is sent.  

When agreeing to be included in the Recall and Reminder system, you should remember that you should always contact your doctor to get the results of a test that has been performed.  We may not always be able to reach you, especially if you have moved and the contact information on your record has not been updated.

SMS Reminders and Notifications 
I consent to the practice contacting me by SMS message for the purpose of health promotion, practice news, appointment reminders, appointment rescheduling and any follow-ups if required. 

I acknowledge that appointment reminders and follow- up reminders by SMS are an additional service and that the responsibility for attending appointments, cancelling them and following up on results rests with me. I understand I can cancel the SMS message facility at any time and that cancellation of this service must be in writing. 
( Yes  (  No     

Phone number for SMS messages  _____________________________

* Your contact details should be kept up to date and the practice advised of any changes. The privacy settings on your mobile devise are your responsibility.

Please sign here so that you give consent for us to contact you:   

Signature                       __________________________

Print Name

__________________________
Date:


__________________________
