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Clinical Information Form (confidential) 
Patient Name:


Reason for Referral:


Occupation:


Are you right or left handed?    Right [     ]     Left [     ]    


Do you have any of the following? (please tick)  Heart Problems [     ]  Epilipsy / Seizures [     ]  


High Blood Pressure [     ] Dizzy Spells [     ] Kidney Problems [     ]  Fainting [     ]


Do you smoke?     Yes [     ]     No [     ]       How much?


Are you an ex-smoker? Yes [     ]     No [     ] 


Do you drink alcohol? Yes [     ]     No [     ]  How much?


Are you taking Asprin? Yes [     ]     No [     ]  Are you taking Warfarin?    Yes [     ]     No [     ] 


Are you taking Clopidogrel / Plavix / Iscover / Zarelto? Yes [     ]     No [     ]


Family member history of similar illness?  Yes [     ]     No [     ]


Previous Illnesses:    Year:      Previous Operations:        Year:


Medications:      Dose:    Times per day:


Allergies?    Yes [     ]     No [     ]


Drug:       Reaction:                             





		Patient Name: 

		Reason for Referral: 

		Occupation: 

		Right Handed: Off

		Left Handed: Off

		Heart problem: Off

		Epilipsy/Seizures: 

		High Blood Pressure: 

		Dizzy Spells: 

		Kidney Problems: 

		Fainting: 

		How much do you smoke?: 

		Yes I smoke: 

		Yes I'm an ex-smoker: 

		Yes I take Clopidogrel/Plavix/Iscover/Zarelto: 

		No I don't smoke: Off

		No I'm not an ex-smoker: Off

		Yes I drink alcohol: 

		Yes I take Asprin: 

		No I don't drink alcohol: Off

		No I don't take Asprin: Off

		No I don't take Clopidogrel/Plavix/Iscover/Zarelto: Off

		Yes I take Warfarin: 

		No I don't take Warfarin: Off

		Yes similiar illness: 

		No similiar illness: Off

		How much alcohol do you drink?: 

		Previous Illness 1: 

		Previous Illness Year 1: 

		Previous Operations 1: 

		Previous Operations Year 1: 

		Previous Illness 2: 

		Previous Illness 3: 

		Previous Illness Year 2: 

		Previous Illness Year 3: 

		Previous Operations 2: 

		Previous Operations 3: 

		Previous Operations Year 2: 

		Previous Operations Year 3: 

		Medications 1: 

		Dose 1: 

		Times per day 1: 

		Medications 2: 

		Dose 2: 

		Times per day: 

		Medications 3: 

		Dose 3: 

		Times per day 3: 

		Yes I have allergies: 

		No I don't have allergies: Off

		Drug: 

		Reaction: 








 


Workers Compensation / Third Party Declaration 


Miss [ Ms [ Mr [ Mrs [ 


Surname---------------- Given Names--------------- 


Address 


Telephone Home ------------- Work ------------------ 


Mobile---------------- Email ------------------ 


Date of Birth -------------- Occupation ---------------- 


Name of General Practitioner----------------------------- 


Referring Doctor--------------------------------- 


Type of Account: Workers Compensation [ ] Third Party Claim [ 


Insurance Company -------------------------------- 


Address 


Date of Accident ------------- Claim No ---------------- 


Employer ___________________________________ _ 


Address 


Solicitor 


Address 


Declaration: 


I agree to take full responsibility in settling my account in the event that it is not paid by my insurer, solicitor or employer. 


Signed ______________________ Date ___________ _



Brad Webb







		Miss: 

		Ms: 

		Mr: Off

		Mrs: 

		Surname: 

		Given Names: 

		Address Line 1: 

		Address Line 2: 

		Telephone Home: 

		Telephone Work: 

		Mobile: 

		Email: 

		Date Of Birth: 

		Occupation: 

		Name Of General Practitioner: 

		Referring Doctor: 

		Workers Compensation: Off

		Third Party Claim: Off

		Solicitor: 

		Solicitor Address: 

		Date: 

		Insurance Company: 

		Insurance Company Address: 

		Insurance Company Address 2: 

		Date Of Accident: 

		Claim No: 

		Employer: 

		Employer Address: 








Privacy Consent and Information 
The Privacy Act 1988 requires medical practitioners to obtain consent from their patients to collect, use and 
disclose a patient’s personal information. Our privacy policy is available on request to all patients.


Collection


We will collect information that is necessary to advise and treat you that may include:


• Medical history
• Family medical history, genetic information, ethnicity
• Contact details
• Billing details / Medicare number / health fund details


Details will be stored in your notes and on our computer system. Information will be collected from you and other 
sources such as your GP, specialist, other health care providers such as physiotherapists, nurses, and hospitals. 
Both our practice staff and medical practitioners will participate in collection of this information. In an emergency 
situation we need to collect information from other sources where we are unable to obtain your prior consent.


Use and Disclosure


With your consent the practice staff use and disclose your information for purposes including;


• Informing your GP and referring specialists on your treatment
• Referral to other doctors, health professionals, ordering tests and hospital admission
• Quality assurance, practice accreditation and complaint handling
• Account keeping and billing e.g. Medicare, health funds, insurance companies
• Practice Management
• To meet our obligations of notification to our medical defence organisation or insurers
• To prevent or lessen a serious threat to an individual’s life health or safety
• Where legally required to do so such as producing personal information that could identify a person
will be removed
• Research. Where information is to be disclosed to another party “de-identification” of information will
be used – that is personal information that could identify a person will be removed


Access


You are entitled to access your own health records. If access is requested we ask that your request be in writing. 
Where you dispute the accuracy of the information you are entitled to correct that information. We will take all 
steps to record any of your corrections and place them with your file but will not erase the original record. Access 
can be denied in some specific cases.


Consent


I provide consent for Dr John Fuller to collect, use and disclose my personal information as outlined above. I 
understand that I may withdraw my consent as to use and disclosure of my personal information except when 
legal obligations must be met.


Patient name


Signed    Date





		Patient name: 

		Signed: 

		Date: 





