MOOLOOLABA SURGERY

Shop 2, 23-25 Brisbane Road, Mooloolaba QLD 4557

Title: |:| Mr |:| Mrs |:| Ms |:| Miss |:| Master |:| Dr

Last NGmME: ......coooviviiiiiieieeereeeeee et Given Names: .........cceceeveeecreenennenns Middle Name...........cccvvveerenn.n.
Date of Birth: .........cooovviiiiiiiiiiiei e (=] 1Yo [=T SR OURRRPRRRRRRRRRN
IVIAEIEAl STATUS: .. ..ovviiiiiiiiiiiieeee et eeeebe e e e e e e et ab e e e e eeeees bbb e e e s eeeeessssbaaaaeeeeesassbasaaaeeeesasbabeaeseeesasbsbasesesesessataseeeeesesssrarereeees

The following information will assist us in the planning and provision of the best possible care:
Are you of Aboriginal or Torres Strait Islander origin?

[ INo [_]Yes, Aboriginal [ ] Yes, Torres Strait Islander [_] Both, Aboriginal and Torres Strait Islander

Country of Birth.......cccccueuveee. Ethnicity....cocoevrerecce e Is English your first language? [ ] Yes [ |No

If English is not your first language, do you require an interpreter? []Yes[ INo

Are you registered for Closing the Gap (CTG)? [ ]Yes [ ]No

SEFEET ALUIESS: .ttt sttt et et st st h ettt sa e R e Rt et et Rt e Rt e Rt e Rt e r e s en e s an e s reenreene e et eneeene
SUBUID: ettt et et e bt e b e s bt e s b e e e bt s bt e s bt e s bt e e be e e neesaree s Postcode: ......ccceevveerieennnnne
Home Phone NO: ..co.eiiiiiiiieeeeeece e WOrk Phone NO: ..o
1Y/ oY o T L=1 N\ o RPN 100 =11 @ oo ————————

Do you have Private Health Insurance: [ JYes [ INo

How would you like us to contact you? [_] Home Phone [_] Work Phone [ _] Mobile [ ] Email [_] Post

We will only contact you by email if you fail to respond to two phone calls for follow up of non urgent results. Any other email
contact for information is at the request of the patient and the patient or parent/carer/guardian accepts full responsibility for
any misuse or breach of data which may occur.

Can we SMS or leave a message on your message-bank regarding an appointment? [ ]Yes [ ]No
Are we able to discuss your medical information with another member of your family or friend? [_] Yes [ ]No
If yes — please state their name and relatioNShip t0 YOU: ......oo it esne e
Can we put your name on a formal reminder system for preventive care? [ ]Yes [ ]No
PLEASE SIGN HERE IF YOU CONSENT TO THE ABOVE: ........coooiiiiiiitiiee ettt e e e e ettt e e e s e sttt e e e e e s seaas e e e e e e e ssassbaaaeeeesesannbnnaeeeens
L 711U =1 o o o PPN

Medicare Card No: ][ ]TJOICIOICIOIE] Ref: [ EXpiry Date: ......coocveveevvenann.

[ ] Health Care Card or [_JPension Card NO: .........ccueevrueeeeueeeseesieeesseieseseseesesessesesss s sessenessaees Expiry Date: ....covvevvcvveninennnen,
[ ] DVA Card NO: oot EXpiry Date: ...ccccvveveeeiiiinieciec e [ ] Gold [ ] white
NEXT-0F-KiN: woiiieiiei e Relationship:.....cccceeviieiiiieeccieene, PRINO: oo
Emergency Contact: .....ccoccvvevivcieee e Relationship:.....ccceceivevceeecieenn, PR INO: oo

How did you hear about this practice? (OK to tick more than one box)
(] Radio (] Facebook ] Magazine Ad [] Google [] other health provider

[] Family/Friend [] Local [] Pharmacy [] Walked past [] Instagram
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MOOLOOLABA SURGERY - USE OF PERSONAL INFORMATION CONSENT FORM
Amendments to the Privacy Act 1988has brought the introduction of the Australian Privacy Principles (APPs) These amendments redefine how
healthcare services can manage your information.

If your child is subject to a Family Court Order which allows information to be shared with another person please provide the
following:

1. WHAT INFORMATION DO WE COLLECT ABOUT YOU?

Mooloolaba Surgery doctors and staff collect information from patients primarily to provide the best quality and continuity of care. This may

include other medical specialists, nurses, pathologists, healthcare providers and health administration services so that your health care is not

compromised. We require you to provide us with your personal details and full medical history so that we may properly assess, diagnose, treat

and be proactive in your health care. This includes your name, contact details, Medicare and health fund details. All personal information in

relation to your visit is kept safely and securely within the Centre.

2. WHY AND HOW DO WE COLLECT THIS DATA?

We are required to obtain your consent to collect personal information about you. The information we collect about you helps us to keep up-

to-date details about your needs, so we can care for you in the best possible way. We also use the information to better manage and plan this

service. We will collect this information directly through you and will use the information you provide in the following ways:

= Administrative purposes in running our medical practice;

= Billing Purposes;

=  Disclosure to others involved in your healthcare, including treating doctors and specialists outside the medical practice/day surgery. This
may occur through referral to other doctors, or for medical tests and in reports or results returned to us through the referrals;

=  Disclosure for research and quality assurance activities to improve individual and community health care and practice management; and,

=  Emergency situations whereby medical officers/hospitals require access to patient notes for treatment purposes.

3. HOW CAN MY PERSONAL INFORMATION BE ACCESSED?

If you have changes to your personal information or wish to review your personal information, please ask one of our friendly staff or speak

directly with the Practice Manager.

Please Note:
This consent form is written in accordance with Mooloolaba Surgery Privacy Policy (May 2022). If you wish to read this document in full
prior to signing, we can provide you with a hard copy. Please ask a receptionist for more information.

PATIENT PRIVACY CONSENT

| have read the information above and understand the reasons why my information must be collected. | am aware that Mooloolaba Surgery has
a privacy policy on handling patient information. | understand that | am not obliged to provide any information requested of me, but that my
failure to do so might compromise the quality of the health care and treatment given to me. | am aware of my right to access the information
by this practice for the purposes set out above, subject to any limitations on access or disclosure that | notify this practice of.

Patient Name: Date of Birth:

Signature: Date:
Patient Signature/Guardian/Responsible Person/Statutory Health Attorney

An authorised person/power of attorney to be contacted in emergency circumstances:

Name: Phone No:
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NAM: Dateof Birth: ............cooooviiiii

Do you have any known allergies? [ ]No []Yes: coeeiee, [ ] Nil Known

Have you ever had an allergic reaction? [ ] No L YOS et

Do you have any significant family history?|:| Don't know |:| No |:| Yes - please complete details below:

[ ] Diabetes []Typel [[]Type2 Family MEMDEr: ..ot
|:| Cancer Type of Cancer: .....cocceeeccveeeeccvieeeenee, Family member: ...,
[ ] Heart Disease Family MEMDEI: ......o.ciieeeceeeeeeeeeeeeeeee et e s s s s s es s s ee s een s enesseseeneseneenen
|:| Hypertension Family MEMDEI: ... e e e e e e e e e e ettt e e e e e e e e e e anbateeeeeeeessnstatanaeaeeaans
[ ] stroke Family MEMBDEI et e e st e e e st e e e e seabeeeesaabeeeesanbeeeesanbaeeesane
|:| Depression T 0 V| AV 41T 0 o1 oY= USSR

Smoking: [ ] Non-smoker  [_] Smoker - how many/day: .. [ ] Ex-smoker - year stopped: .........
Alcohol: [ ] Non-drinker [ ] Drinker - how many days/week: ... How many std drinks/day: .........
Past Drinker: [ ]No [ ]Yes: [ ] Occasional [ ] Moderate [ ] Heavy
Year started (if KNOWN): .....coooviiiiiiiieiiiieeee e Year stopped (if known): .....cccovveviiiieeiiciiieecciee e,
What is your weight: What is your height:

Please list any medications that you are currently taking (including vitamins and herbal medicines):

Name of Medication: ....ccoccevei e Strength: ...cccoeevinnnneen, Daily Dose: ....ccovveeeennnn.
Name of Medication: ......ccccceeieiei e Strength: ...cccovveeennnnn. Daily Dose: ....cccvvveeenneen.
Name of Medication: .......ccccceiecieie i Strength: .....cccovvveeennneen. Daily Dose: ....cccoveeeeneen.
Name of Medication: ......cccccvevee e Strength: ...oocvveiiinnnn. Daily Dose: ...ccoeevveeernnnen.

Have you had any immunisations recently? [ | Flu Vaccine [ ] Pneumococcal Vaccine [_] Other - please state:
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CANCELLATION POLICY

Mooloolaba Surgery requests patients to cancel or rebook their appointments if they are
unable to attend for any reason with no less than 4 hours’ notice.

Your appointment time has been booked just for you. If you fail to cancel or rebook your
appointment it causes issues for our doctors, allied health professionals and our other
patients. It delays your treatment and prevents other patients from being offered an
appointment.

Cancelled and missed appointment with less than 4 hours notice:

On any occasion will be charged with a 5S40 fee on their next visit or an invoice will be sent
out.

Mooloolaba Surgery is not responsible for any reminder calls, except in certain circumstances.
It is the patient’s responsibility to remember and attend their appointment.

I have read and understood the Mooloolaba Surgery cancellation policy

NAME Of PAtI@NL: ..o ceeeieiriceeireeesseeeressesarane e asssesesssssssassssssssassssssssasesessnsnseses

D 1] 1 SN
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