




PATIENT’S NAME:                                                                           NHI: 

Birthdate:             

Dr you wish to enrol with?  (please circle your option)            Dr Ric Coleman              Dr Dan Quistorff 

Dr Aileen Wong               Dr Stephanie Nam              Dr Therese Khella         Dr Alet Stoltz  

 

What is your occupation? _________________________________________________________________ 

Name & address of employer? _____________________________________________________________ 

Are you ALLERGIC to any MEDICATIONS?    NO        or      YES        (If yes, please state the medications) 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

Do you have any of the following medical problems?   ( circle  any that my apply to you ) 

Diabetes |  Heart Disease  | Asthma  |  Joint Disease  |  Arthritis  |  Depression  |  Anxiety  |  High Blood Pressure 

High Cholesterol | Respiratory Disease | Kidney Disease | Liver Disease          or any others not listed above: 

_______________________________________________________________________________________________ 

Have you ever had any operations?   NO | YES   (please list) _____________________________________________ 

_______________________________________________________________________________________________

Family Illness – are there any illnesses in your immediate family? (see list above and cancers) 

Father: _________________________________________________________________________________________ 

Mother: ________________________________________________________________________________________ 

Other Family Members: ___________________________________________________________________________ 

If filling in this form for a child, are their immunisations up to date?      NO      | YES       | Immunisations declined 

 

Patients over 15:     Smoking Status:          Never smoked         or          Current Smoker     or       Past Smoker  

If past smoker – when did you stop smoking? ___________________    (write year) 

If you are current smoker or have recently quit -   we would like to help you to stop smoking to improve your health. 

Would you like help to stop/stay an ex-smoker?       YES          OR     NO  

How often do you have a drink containing alcohol?   Circle option     Never /    Monthly or less   /2-4 times a month 

2-3 times a week   /   4 or more times a week, 

 How many standard drinks with alcohol do you have on a typical day? _____________write number  

 How often do you have 6 + drinks on one occasion?  Never / less than monthly/   Monthly / weekly/   daily   

Are you pregnant? _______________ 

As a patient, you have the right to have a support person with you during your consultation.  Please advise your doctor or nurse if you would like a support 

person with you. We do not operate an accounts/credit system.  Payment is expected at the time of consultation.  If an account is unpaid & no arrangements 

have been made with our practice administrator, the account may be passed on to a debt collection agency & all costs incurred with this are passed on to the 

patient via the debt collection agency  


