Title First Name Surname

Residential Address

Postal Address

DOB Email

Phone Number Mobile

Medicare Number Ref Number and Expiry.
Private Healthfund Membership Number

Next of Kin Relationship Contact Number

| authorise to leave messages with this person Yes / No
GP Name GP Practice

Other Relevant Specialists

Medical History

Allergies

Medications

Privacy Policy & Consent For the Collection & Use of Personal Information

| have reviewed a copy of Eastern Suburbs Surgical Specialists Privacy policy, which | have read and
understand and give the following authority to Eastern Suburbs Surgical Specialists for the collection, use
and disclosure of my personal information for the purposes of quality health care and associated
administrative purposes. | am also aware that should | require follow-up care, Eastern Suburbs Surgical
Specialists may contact me to advise of future appointments / investigations required.

Name Signhature Date




