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Patient Information Form
Title _______ Surname ______________________ Given Names_________________________
Date of birth _______/_______/_______   (  Female   ( Male    

Current GP/Medical Clinic _________________________________________________________
Medicare Number _______________________ Reference No (small No next to name) _____ exp ______
Pension (  Health Care Card ( Veterans Affairs (   Number __________________ exp ________ 

Private Health Cover_________________________ Policy Number ________________________
Work cover (  TAC (    Occupation _________________________________________________
Home Address _________________________________________________________________
Postal Address _________________________________________________________________

Phone   (home) ________________ (work) ________________(mob) ______________________
Emergency contact (next of kin)

Name ________________________________________ Relationship to you ________________

Phone (home) ________________ (work) _________________ (mob) _____________________
Are you of Aboriginal or Torres Strait Islander origin?  
( No

( Aboriginal                 ( Torres Strait Islander                ( Aboriginal & Torres Strait Islander

List allergies and intolerances to medications _____________________________________________________________
________________________________________________________________________________________________________

List current medications and doses ______________________________________________________________________
________________________________________________________________________________________________________
I consent to the following and to be part of the National/State/Territory reminder systems/registers.     ( Yes      ( No
	I consent to sharing information about cardiac diagnostic procedures, such as ECGs and echo-cardiograms, through NT Cardiac’s Integrated Network so that this information is readily available for my care, if I attend a NT public hospital or health centre. (I understand that, if I say ‘yes’, I will be issued with a NT Health Hospital Reference Number (HRN) if I do not already have one.)
	( Yes     ( No


The information provided may be used to undertaking research, professional development and quality assurance/improvement activities to improve patient care.  All personnel accessing personal health information for this purpose have signed a written Confidentiality Agreement with our Practice.  The information provided will be used by our Clinicians to communicate with other heath professional regarding your treatment as and when required.  NT Cardiac uses a reminder system to improve the quality of your health care and sends reminders by SMS, email and postal mail.  I consent to being contacted with reminders as part of the quality improvement activities at this Practice.   

Signature of patient or guardian _______________________________ Date _____/_____/_____         

