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THE MEDICAL CLINIC MILLICENT         
Patient Registration and Updated Details Form
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​​​​​​​​​​​​​​​​​​​​​​​​

YOU ARE VERY IMPORTANT TO US
We are committed to providing our patients with the best care; to do this it is essential that your medical records are up to date and accurate. If your circumstances change it is your responsibility to advise us.

	Title
	 FORMCHECKBOX 
 Mr  FORMCHECKBOX 
 Mrs  FORMCHECKBOX 
 Ms  FORMCHECKBOX 
 Miss  FORMCHECKBOX 
 Mast

	Surname
	

	First name
	

	Middle name
	

	Date of Birth:
	

	Street Address

	

	Town or Suburb 
	
	Postcode

	Postal Address

	

	Home Phone
	

	Work Phone
	

	Mobile Phone
	

	Email
	

	Medicare Number
	
	Expiry Date
	
	Patient Number
	

	DVA -  FORMCHECKBOX 
 Gold   FORMCHECKBOX 
White 
	
	Expiry Date
	

	Pension/HCC Number
	
	Expiry Date
	

	Next of Kin
	Name:                                 Phone no:
	Relationship:

	Your Emergency Contact will be the person this clinic calls in the case of an emergency
(This must be different to Next of Kin)

	Emergency Contact 
	Name:                                 Phone no:
	Relationship:

	To assist with health initiatives - Are you of Aboriginal origin?                     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
        Are you of Torres Strait Islander origin?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
        Other cultural background___________________________________

	Do you require a translator/interpreter?                      FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, which language? ________________________________


We use SMS to remind you of appointments and other messages from time to time. 
Do you consent to this?                 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No   (Please tick which box applies)
PLEASE READ AND SIGN OTHER SIDE
PRIVACY POLICY AS PER NATIONAL PRIVACY ACT:
I give consent for the collection and disclosure of information to relevant professionals as necessary for the management of my health. This information is in a computer database. All reasonable steps to protect privacy are taken including secure hardware, passwords and staff confidentiality assurances. 
I understand that my personal health information may be used or disclosed by the practice which may include the following:

· When seeking treatment by other doctors in this practice.

· When referred to another doctor, eg specialist, or referred to a relevant allied health professional.

· Follow up reminder/recall notices for treatment and preventive healthcare. (I can opt out of this by advising the clinic.)

· For accounting procedures and the collection of professional fees.

· Accreditation and Quality Assurance activities.

· For the purposes of research only where unidentified information is used.

· For disclosure as required by a court of law.

· For specific infectious disease notification as required by law. (Communicable diseases)

· I am free to alter or restrict my consent at any time by notifying this practice in writing.
ACCOUNT PAYMENT POLICY TERMS: 
Payment is REQUIRED on the day of consultation.

I agree to pay all costs incurred during my visits to the Medical Clinic Millicent. I acknowledge that, should my account extend beyond the Medical Clinic Millicent’s trading terms, then I will be responsible for all charges, fees, disbursements, legal costs and debt collection agency charges and commissions necessarily incurred in the collection of the overdue account. 

Work Cover/Allianz Accounts: I understand that payment of my account is my responsibility if my claim is rejected under the Work Cover Act or Motor Vehicle Accident (Allianz). I also understand that accounts need to be paid in full on the day until my claim number is approved.
PLEASE STOP AT ACCOUNTS DESK AFTER YOUR CONSULTATION.
	IF THE PATIENT IS A CHILD (15 Years & under)

Both parents’ names are required ​​​​​​________________________  FORMCHECKBOX 
 __________________________  FORMCHECKBOX 

                                               (Tick which parent is responsible for account)

	PLEASE NOTE: 
If payment is not received for Services within 90 days the Medical Clinic Millicent may CEASE providing further Medical Services unless they are considered Life Threatening.

	I _____________________​​​​_______________________ have read and I accept the terms and conditions.
I authorise for __________________________________________________________________________ to arrange appointments, collect scripts, referrals, x-rays or any other medical related documents for me. This request is until further notice.

Signature______________________________________________________ Date: ___________________
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