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New Patient Registration Form

Welcome and thank you for choosing City Health Geraldton.
Please take a moment to read through this registration form, which includes important information about our billing policy and privacy policy.
Kindly complete all sections as accurately as possible to help us provide you with the best care.
Billing Policy
Please note City Health Geraldton does not offer bulk billing for most of our services. Fees are to be paid at the end of each consultation. If you are experiencing financial hardship, please discuss this with your chosen GP. 
All consultations and medical services will be charged according to our standard fee schedule. Payment is required at the end of your consultation. Please do not hesitate to ask our reception staff if you have any questions regarding our fees or billing policies. Thank you for your understanding.

Personal Details
Please complete this form for the patient requiring the appointment. If you complete this form on behalf of a patient, please place your details under Next of Kin or Emergency Contact.

	Demographics

	Title
	

	First name *
	

	Middle name
	

	Last name *
	

	Preferred name
	

	Gender * as recorded on Medicare card
	Male | Female | non-binary| Other | Prefer not to say

	Gender Identity
	Male | Female | non-binary| Other | Prefer not to say

	Preferred pronouns
	

	Date of birth* (DD MM YYYY)
	__/__/____

	Occupation
	

	Street address *
	

	Suburb *
	

	Postcode *
	

	Mobile phone *
	

	Home phone
	

	Email address: 
		

	Medicare / Concession Cards

	Do you have a Medicare card? * 
Yes |  No

	_________________________________ IRN: __
Expiry: __________________

	Do you have a DVA card?

	YES | NO 


	DVA card number

	


	Pension/Health Care Card

	

	Do you have a Pension/Health Care card?
	YES | NO 
Number: ____________________________________________
Expiry: ______________________________________

	Do you have a regular pharmacy that you go to? 

If yes, who? ______________________________________________________________________________



	Emergency Contact Information
We collect this information in case of an emergency

	Next of kin

	First name *

	Last name *

	Relationship *

	Contact number *

	Emergency contact (preferably different to your next of kin)

	· Same as Next of kin 

	First name

	Last name

	Relationship

	Contact number

	Family and Social History

	Diabetes *
	YES | NO

TYPE 1 | TYPE 2


	Asthma *
	YES | NO 

	Heart Disease
	YES | NO 

	Cancer
	YES | NO 

	Mental Health Issues

	YES | NO 


	Any other significant medical diagnoses?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Are you taking any medications? YES | NO 
If yes, what are they?

	Health Initiatives

City Health Geraldton participates in a range of health initiatives to promote wellness, prevent illness, and support early detection and management of
health conditions. These may include immunisations, health checks, chronic disease management, and preventive screening. The following questions will
help us to tailor your health initiatives to your specific health requirements.


	Do you identify as Aboriginal or Torres Strait Islander? * YES | NO

	What is your country of birth? 

	Do you have any allergies or are you sensitive to drugs or dressings *  YES | NO 
If yes, what are they and what is your reaction? 




	Do you smoke?  YES | NO 
If yes, how many per day? 



	Do you drink alcohol? *

Never | monthly or less | 2-4 times a month | 2-3 times a week | 4+ times a week


	Alcohol intake per day *
1-2 | 3-4 | 5-6 | 7-9 | 10 or more


	How often do you have 6 or more drinks on one occasion?
Never | Less than monthly | Monthly | Weekly | Daily

	Height in cm


	
Weight in kg


Communication 
	I consent to receive SMS reminders, messages, and emails:

	YES | NO

Sign: _______________________________


	Privacy and Terms
We are committed to protecting the confidentiality of your personal information and health records. In submitting this form, you;
1. acknowledge that we, and our service providers, will collect your personal and health information to enable us to provide you with our health services and any related communications (for example, to manage your appointment bookings); and
2. consent to our handling of your personal information in accordance with our Privacy Policy (you can access our Privacy Policy on our website, or by asking us for a copy).


	Do you agree with the terms?

	I agree | I disagree

Sign: _______________________________________________


	Prescribing of Opiates/Schedule 8 medicines
It may take time to get accurate medical information about your condition. Until such information is available, your GP may choose not to prescribe any medication. It is our policy that GPs do not prescribe drugs of dependence until they have a full clinical picture. So, generally, you will not receive any prescriptions for opiate medications on your first appointment as a new patient to our clinic. 


	Do you agree with the terms? * l

	I agree | I disagree 

Sign: _______________________________________________


	Complaints and Concerns
We value your feedback and are committed to improving our services.
If you have any concerns or complaints, you can:
· Email us at admin@cityhealthgeraldton.com.au
· Submit a form via our Feedback and Complaints page on our website. 
If your concern relates to your clinical care and you feel it has not been adequately resolved by our team, you may contact the Health and Disability Services Complaints Office (HADSCO) on (08) 6551 7600 or visit www.hadsco.wa.gov.au.




I confirm that all the information contained in this registration form to be true and correct. 
Patient/Caregiver Signature: _____________________________________ Date: ________________
















Request for Medical Records 
The mentioned now attends this practice. To assist in their future medical management would you kindly forward any clinical records or an accurate health summary.
	DATE OF BIRTH 
	FIRST NAME 
	SURNAME 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Place where records are held. 
	PRACTICE 
	DOCTOR
	CONTACT 

	
	
	

	
	
	

	
	
	



Please provide any details of any care plans completed for this patient.
	Team Care Assessment
	Item Number:
	Date:

	GP Management Plan / ATSI
	Item Number:
	Date:

	Health Assessment
	Item Number:
	Date:

	Mental Health Care Plan
	Item Number:
	Date:

	Diabetes Cycle of Care
	Item Number:
	Date:



Please forward records via email in XML format if from Medical Director or in PDF format for other software 
or alternatively via fax
E: admin@cityhealthgeraldton.com.au
F: 08 99655380
Patient sign: _____________________________________
(If under 18 years Guardian please sign
Date: __________________________
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