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Patient’s Given names: _________________________________________             □ Male         □ Female
Patient’s Surname: ______________________________________	 D.O.B: _________________ 
Residential address: _________________________________________________________________
Postal address: _____________________________________________________________________
Medicare no: __________________________________	    IRN ______ 	Expiry: _________________
Pension/Health Care Card no: _________________________________ Expiry: _________________

Parent/Guardian Contact information
Name: ___________________________________________________________________________
Relationship to child: _______________________________________________________________
Contact number: _____________________________________
Email address: ______________________________________________________________________
Consent to receiving SMS reminders for appointments:		YES		NO
Parent 1 details						Parent 2 details
Name: ________________________________		Name: ______________________________
Relationship to child: ____________________		Relationship to child: __________________
D.O.B: ____________________				D.O.B: ______________________________
Contact no: ____________________________		Contact no: __________________________

Person responsible for accounts
First name: ______________________________ 	Last name: ___________________________
Relationship to child: ______________________________________
Medicare number: ____________________________________ Ref no: ____   Expiry: _____________
West Gippsland Paediatric Group is a Private Clinic and by signing this form you acknowledge that there are fees incurred for appointments that are payable on the day of the appointment.

Signature & Date: __________________________________________________________

Alternative contact
Name: ______________________________________________________________________
Contact Number: _____________________________________________
Relationship to child: __________________________________________

GP Details
Clinic/GP name: ____________________________________________________________________
Additional information 
Are there any custody restrictions applicable to this child?		YES		NO
Is your child fully immunised?						YES		NO 

Medications (please list-including pills, syrups, lotions or herbal remedies):
__________________________________________________________________________________
__________________________________________________________________________________

Other Children (brothers, sisters or other children who live in the household):
Name: _______________________________________________________	D.O.B ___________
Name: _______________________________________________________	D.O.B ___________
Name: _______________________________________________________	D.O.B ___________

PRIVACY & CONSENT
West Gippsland Paediatric Group is subject to the Victorian Health Records Act 2001 and the Commonwealth Privacy Act 1988. If you wish to read our Privacy Policy in detail, please inform our staff and a copy will be provided.
West Gippsland Paediatric Group is a Private Clinic and by signing this form you acknowledge that there are fees incurred for appointments that are payable on the day of the appointment.
Limitations on access or disclosure:
_________________________________________________________________________________
________________________________________________________________

I give consent for the Paediatrician to communicate/correspond with:
My child’s School / Teacher (include name of teacher):
School: ___________________________________________________________________________
Teacher’s name: ____________________________________________________________________
Other: ____________________________________________________________________________
My child’s GP (as detailed on form)				YES		NO

Name of patient: _______________________________________________________________
Signed:	_______________________________________		Date: ____________________
Name of person signing consent: __________________________________________________
Relationship to patient: __________________________________________________________
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