
MR PETER GARD
Patient Data Form

.

**Please note: WorkCover and TAC patients are responsible for their own account unless the relevant information is provided.**

PLEASE SEE RECEPTION FOR MR GARD’S FEE POLICY AND PRIVACY POLICY

I……………………………………(name) have read, understood and agree to comply with the fee policy, payment requirements and 
understand the outline of the privacy policy.

Signature:……………………………………………………………………Date:………………………………………….

(If guardian, signature, please note relationship to patient)

NAME:  Mr/Mrs/Miss/Ms/Dr  ……………………………………………………………………………………………………….
First Name Initial Surname

ADDRESS:  ……………………………………………………………………………….. DATE OF BIRTH: …………………….

……………………………………………………………………. P/CODE : ………….. PHONE:  (H) ……………………………

PARENT/GUARDIAN:  Name & Address (if different from above) for accounts.
(If applicable)

(W) ……………………………

……………………………………………………………………………………………… (M) ……………………………

……………………………………………………………………………………………… EMAIL:

NEXT OF KIN: ………………………………………………………………………. ! PHONE: …………………………………

MEDICARE CARD NO: ………………………………………Ref #:………………! MEDICARE CARD EXPIRY: …….….…

PRIVATE HEALTH INS:   YES / NO   FUND: ……………………………………..! FUND MEMBER NO: ..…………………

DEPARTMENT OF VETERANS AFFAIRS CARD No.: ……..……………………. ! D.V.A. CARD COLOUR: ………………

REFERRING DOCTOR: …..………………………………………………………………………………………………………………

FAMILY DOCTOR (If different from Referring Doctor): ……………………………………………………….
………………….
ADDRESS: ……………………………………………………………………………………………..
…………………………………..
WORKCOVER PATIENTS ONLY - EMPLOYER: ……………………………..
……………………………………………………..
EMPLOYER ADDRESS: ………………………………………………………………… POST CODE: ………………………….

WORKSAFE CLAIM NUMBER: ………………………………………………………… DATE OF ACCIDENT: ……………….

CONTACT PERSON: …………………………………………………………………… PHONE:  ………………………………..

EMPLOYERS INSURANCE COMPANY: 
…………………………………………………………………………………………………
TAC PATIENTS ONLY – TAC CLAIM NUMBER: …………………………………… DATE OF ACCIDENT: ………………...

PLACE OF ACCIDENT: ………………………………………………………………….. CASE MANAGER: ……………………..



MR PETER GARD
Patient Data Form

Patient Medical History

Have you had or do you have any of the following illnesses or complaints?  
Please tick and detail any occurrences.

! High Blood Pressure
! Heart Attack/ Angina
! Heart surgery
! Heart murmur
! Pacemaker
! Stroke
! Epilepsy
! Depression
! Eye Problems
! Asthma
! Pneumonia
! Recent Cold/Flu
! Tendency to bleed or bruise
! Blood clots in legs/lungs
! Diabetes (Type 1/2)
! Thyroid problems
! Liver Disease
! Hepatitis (A, B, C)
! Gastric Ulcers
! Bowel Problems
! Anaemia
! Kidney Disease
! Bladder Problems
! Cancer
! Infectious Diseases
! Increased risk of HIV/Hepatitis
! Smoking
! Heavy Drinking
! Previous Joint Replacement Surgery – Hip/ Shoulder/ Knee
! Family History of Medical Conditions

………………………………………………………………………………...
………………………………………………………………………………...

! Other Medical History and/or Operations, comments 
or special requests
………………………………………………………………………………...
………………………………………………………………………………...




