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Please complete all sections of this form.
All information provided will remain confidential and will only be used for medical purposes.
Personal Details
First Name(s): ______________________________Last Name: ____________________________________
Date of Birth: ____/____/________ 		Identified Gender: ☐ M ☐ F ☐ Other 
Phone: Mobile______________________Home______________________Work_______________________
Address: ____________________________________________________________Postcode: ____________ 
Email:__________________________________Occupation:_______________________________________
Who do you live with? (circle all that apply)   Spouse / Children / Friend(s) / Parent(s)/ Alone / Other
Emergency Contact  Name:______________________________________Phone:_____________________
Medicare Number: ___________________________________________Expiry________________________
Medical Insurance Fund: _____________________________________ Number: _____________________
Veterans Affairs Number:_________________________Pension Card Number:_____________________
GP Name and Suburb:______________________________________________________________________
Medical & Surgical History:________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Medications:_______________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Problems with Anaesthetic: Yes / No _________Allergies: Yes / No_______________________________
Smoker (cigarettes, vapes, marijuana):          Yes / No / Never/ Quit: When did you quit?____________
Alcohol: Yes / No          If yes, number of drinks _______________per day / week / month / year (circle one)
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AI-generated content may be incorrect.]Caffeine: Yes / No        If yes, Cups (tea, coffee, cola, energy drinks)_________per day /week (circle one)
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