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	TITLE      

	SURNAME
	GIVEN NAME(S)
	DATE OF BIRTH

	ADDRESS
	SUBURB
	POSTCODE

	HOME PHONE
WORK PHONE


	MOBILE PHONE


	EMAIL ADDRESS



	MEDICARE NO. :
REF NO. : (number before patient name)
EXP DATE :
	NAME OF PRIVATE HEALTH FUND:
MEMBERSHIP & REF  NO:

	PRESENTING PROBLEM      (REASON FOR COMING TO SEE THE SPECIALIST)


	PATIENT’S OCCUPATION
	REFERRING DOCTOR


If the patient is under 17 years, please provide us with the following information in this box for BILLING purposes
MOTHER’S NAME _____________________________________  D.O.B __________ Medicare REF # _____
FATHER’S NAME ____________________________________   D.O.B ____________Medicare REF # ____
Past History – Please answer the following questions by circling YES or NO
1. Do you suffer from allergies such as hay fever, asthma, eczema or food allergies?

YES
NO
If Yes, Please list _____________________________________________________________________

2. Are you allergic to any medicine or have you had a bad reaction to any medicine?

YES
NO
If Yes, Please give details ______________________________________________________________

3. Do you smoke?









YES
NO
4. Do you drink alcohol?








YES
NO
5. Have you in your job or hobbies been exposed to loud noise levels?



YES
NO
6. Have you taken any medications known to be damaging to your ears?


YES
NO
7. Have you ever suffered a severe head injury?





YES
NO
8. Any known Infectious Risk? 








YES
NO
9. Please list the current drugs & medicines, which you take?





___________________________________________________________________________________
___________________________________________________________________________________
10. Please list any relevant surgical procedures which you have undergone and any medical conditions?


(This  information is for our records only and is strictly private and confidential)









