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Phone: (02) 4955 8044 
Fax: (02) 4955 8055 

 

Patient Registration 

Title  Mr / Mrs / Miss / Mast / Dr DOB:   

First Name:  Surname:   

Address:  

 

Suburb:  State:   Postcode:  

Home Phone:  Mobile:  

Work Phone:  Email:   

Next of Kin:  NOK Contact No:  

 

Medicare No:   Reference # on card:   Expiry:  

Private Health 
Fund: 

 Membership No:  Ref No:  

Health Care Card Number:   Expiry:  

Pension Card Number:  Expiry:  

DVA Card Number:   Gold / White  (circle one) 

 

GP  GP Location  

If any of your family members have attended our clinic please write their name:  

 
If patient is a child: 

 
I live with (circle one):     Mother       Father           Both            Shared care 
 

Mothers Name:  Fathers Name:  

One parents FULL 
name:  
(for medicare claiming) 

  DOB of 
parent: 

 

Medicare No:  Reference No:  Expiry:  

 
Payment 

 
I understand that full payment is required on the day for my consultation and any associated procedures 

 

Signed: __________________________________  (patient/parent/guardian) 

 



 

 

Dr Niall Jefferson 
Suite 1, 67 William Street 

Jesmond NSW 2299 

admin@entnewcastle.com.au 

www.entnewcastle.com.au 

Phone: (02) 4955 8044 
Fax: (02) 4955 8055 

 

Patient Consent Form 

 

We require your consent to collect personal information about you.  Please read this information 
carefully, and sign where indicated below. 
 

This medical practice collects information from you for the primary purpose of providing quality 
health care.  We require you to provide us with your personal details and a full medical history so 
that we may properly assess, diagnose, treat and be proactive in your health care needs.  This 
means we will use the information you provide in the following ways: 
 

1. Administrative purposes in running our medical practice.   
 

2. Billing purposes, including compliance with Medicare and Health Insurance Commission 
requirements. 
 

3. Disclosure to others involved in your health care, including treating doctors and specialists outside 
this medical practice. This may occur through referral to other doctors, or for medical tests and in 
the reports or results returned to us following the referrals.  
 

I have read the information above and understand the reasons why my information must be 
collected.  I am also aware that this practice has a privacy policy on handling patient information. 
 

I understand that I am not obliged to provide any information requested of me, but that my failure to 
do so might compromise the quality of the health care and treatment given to me.  
 

I am aware of my right to access the information collected about me, except in some circumstances 
where access might legitimately be withheld.  I understand I will be given an explanation in these 
circumstances.   
 

I understand that if my information is to be used for any other purpose other than set out above, my 
further consent will be obtained. 
 

I consent to the handling of my information by this practice for the purposes set out above, subject 
to any limitations on access or disclosure of which I may notify this practice. 
 
Medical photography: Medical photographs may be taken of the patient by Dr Jefferson. I consent 
for these photographs and/or videos to be used in medical publications, including medical journals, 
textbooks, and electronic publications.    Opt out    
 
 
 

Signed _______________________________________________  Date:  ___________ 
 
 

Patient Name:  __________________________________________________________  
 

Guardian’s Name (if applicable): ____________________________________________ 

 

Witness Name: _____________________  Witness Signature: ___________________ 


