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New Patient Information Form 
 We are committed to providing our patients with the best care.  To do this, it is essential that your health record contains complete and accurate information. Please assist us by completing your new patient record form: Thank you for your cooperation.

	Contact Information

	Gender:
	                                                                                                 Title:

	Surname:
	

	First Name:
	

	Date of Birth:
	

	Country of Birth:
	                                                                                                 Year of arrival:

	Ethnicity:
	

	Street Address:
	

	Postal Address:
(if different to above)
	

	Home Phone:
	                                                                 Work Phone:

	Mobile Phone:
	

	Email:
	

	Emergency Contact Details

	Name:	Relationship to you:

	Home Phone:

	Mobile Phone:

	Next of Kin

	Name:                                                                                              Relationship to you:

	Home Phone:                                                                                 Mobile Phone:                                                                

	Healthcare Identifiers

	Medicare Number: 		Ref: 		Expiry: ___/_______

	Dept. of Veterans’ Affairs File Number: 		  Gold     White   

	Concession (Pension/Health Care) Card Number: 		Expiry: ___/_______
*Please present to Reception your Photo ID, Medicare card, Bupa & any Concession Cards to scan into your file for patient verification.

	Cultural Identity	

	To assist with health initiatives - are you Aboriginal and/or Torres Strait Islander?
 No 	 Yes – Aboriginal 	 Yes - Torres Strait Islander	 Yes - Aboriginal and Torres Strait Islander

	As Australia is a genuinely multicultural society, and to tailor appropriate care, encourage understanding and appreciation between people from different nationalities and cultures - do you identify as someone from a culturally and/or linguistic diverse background?
 No
 Yes - Please elaborate	
	If yes, do you require an interpreter service?   No    Yes


	RECALL & REMINDER SYSTEM

	Reminder Systems:
Our practice now uses secure mobile messages (SMS) to send recalls / clinical reminders to patients about upcoming health appointments, such as skin checks, cervical tests and blood tests etc. Via HotDoc.
The SMS’ will replace letters sent in the post. For more information, please visit our website or speak to our friendly staff for more information.

P.N. Recall/ Reminder letters will be sent to those patients who do not respond or have opted out of our SMS messenger system

Our practice provides our patients with preventive care and early case detection reminders e.g. immunisations, annual health checks, skin checks and pap smears.
Do you wish to have any relevant health reminders sent to you?
|_| Yes – mail 	|_| Yes – email at this address……………………………………………………………………. |_| Yes – SMS to this phone number ………………………………………………………….|_| No 
If we need to contact you what is your preferred method of contact:
|_| Home phone  |_| Mobile phone	|_| Mail 		|_| Email


	 Your Health Information

	ALLERGY INFORMATION - Do you have any allergies or are you sensitive to drugs or dressings?
 No
 Yes – provide details:


CURRENT MEDICATIONS – Please list all your current medications, including complementary and over-the-counter medicines (e.g. homeopathic medicines such as vitamins and minerals etc.)


MEDICAL HISTORY - Do you have or have you had a history of the following?
 Surgery – provide details: 
 Asthma
 Diabetes
 Hypertension
 Chronic Illness
 Other – provide details: 








LIFESTYLE RISK FACTOR INFORMATION
Smoking  
 No  
 Ceased - date______  
 Yes  - how many ___ day / ___ week   
Alcohol 
 No 	
 Yes  - how many  ___ day / ___ week / ___ month     
Recreational Drug Use 
 No 	
 Yes  - type_______________  frequency _______________  

	Family Health History Information

	Have any members of your family have: 
 Heart Disease 
 Asthma
 Diabetes
 Hypertension (high blood pressure)
 Mental Illness
 Cancer – type:
 Other significant - provide details:




Dapto Medical & Family Practice [DMFP] Acknowledges all obligations regarding confidentiality as stated in the Privacy Amendment (Private Sector) Act 2000. Personal information collected by this practice, either through this form or the consultative process, will be used exclusively to achieve optimal health care for you. We may however be obligated to share this information with other health organisations for statistical or reporting purpose as considered necessary under the relevant legislation- Including but not limited to Medicare, Centrelink, RMS, EHealth (My Health Record), Australian Immunisation Register, Sentinel Practices Data Sourcing (SPDS). If you have any questions regarding privacy a copy of the guidelines is available at reception, or any of our staff would be happy to address any concerns you might have.

Practice Fees: DMFP is a mixed Billing Practice. Out-of-pocket fees may apply for some services. 

Our fees: Our current fee schedule is also displayed in our waiting area and practice website www.dmfp.com.au Please be advised that for longer appointments or those with multiple issues the fee might be higher, and longer appointment must be made. If you have questions, please do not hesitate to ask our friendly staff. 

We ask that all accounts be paid at consultation time. Preferred Method of Payment is EFTPOS [Visa, Mastercard, Credit card and debit card payments]. To facilitate faster processing of rebates from Medicare, please make sure that your bank details are linked with Medicare.

	Consultation Type
	Patient 
Charged
	Medicare 
Rebate
	Out of pocket 

	Less than 5 min [Level A]
	$55.55
	$20.55
	$35.00

	5 -19 min [Level B]
	$90.05
	$45.05
	$45.00

	20 -39 min [Level C]
	$142.10
	$87.10
	$55.00

	40 min and over [Level D]
	$193.35
	$128.35
	$65.00

	Skin check 5 -19 min [Level B]
	$90.05
	$45.05
	$45.00

	Skin check 20 -39 min [Level C]
	$142.10
	$87.10
	$55.00

	Saturday Surcharge [Pension & Children] 5 -19 min [Level B]
	$80.05
	$43.90
	$35.00

	Saturday Surcharge [Pension & Children] 20 -39 min [Level C]
	$132.10
	$87.10
	$45.00

	Telehealth Telephone Consult [Level B]
*Electronic Payments through Hotdoc will incur additional processing fee
	$90.05
	$45.05
	$45.00

	ANTENATAL VISITS
Antenatal visits regardless of concession card holders will be charged private fees due to the complexity of the visits
	$103.00
	$48.00
	$55.00

	Treatment Room Fee
Additional cost added to Procedures when Treatment Room is required. This fee covers the cost of resources involved in providing these treatments.
	$30.00
	non-Medicare rebatable
	$30.00

	Commercial Driver's Licence/ Employment Medical 
5 -19 min [Level B]
	From $175.00 + GST
	non-Medicare rebatable
	From $175.00 + GST

	PLEASE REVIEW WEBSITE FOR ALL FEES [www.dmfp.com.au]



The fees for other skin cancer procedures should be discussed with your doctor. A gap fee will usually apply and this will vary according to the degree of complexity, the site of the lesion and size of the lesion, as well as how the wound is reconstructed.
Please note, there is a daily limit of phone calls a GP can make due to Medicare regulations. 

Cancellation Policy: If you are unable to make it to your appointment, please provide at least 4 hours’ notice so we can offer your appointment to another patient. Where patients do not provide 4 hours’ cancellation notice, they will be charged a cancellation fee of $30.00 which is not claimable on Medicare. If you need to cancel your appointment, please phone us on 42616888 or if you have made your appointment online, please cancel your appointment through HotDoc. Please note this cancellation fee will also apply to all Allied Health.

 We will Continue to Bulk Bill:
Children UNDER 16 years old *Saturday Surcharge applies
Patients with Centrelink issued Pension Card *Depending on Doctor and/ or Procedure charges may still apply & Saturday Surcharge applies
Patients eligible for Veterans affairs *Depending on Doctor and/ or Procedure charges may still apply
Aboriginal and/or Torres Strait Islander Peoples [Patient must have completed an Aboriginal Health Assessment MBS 715 completed within 12months] *Depending on Doctor and/ or Procedure charges may still apply & Saturday Surcharge applies 
Recalled appointments (e.g., results) *Depending on Doctor and/ or Procedure charges may still apply & Saturday Surcharge applies
Chronic disease management plan and reviews 
Annual health assessment for people aged 75 years and older

*Depending on Doctor and/ or Procedure charges may still apply. 

Patient Consent 
Please read this consent form carefully prior to signing.

This general practice collects information from you for the primary purpose of providing quality health care. We require you to provide us with your personal details and a full medical history so that we may properly assess, diagnose and treat illnesses and medical conditions, ensuring we are proactive in your health care. To enable ongoing care, and in keeping with the Privacy Act 1988 and Australian Privacy Principles, we wish to provide you with sufficient information on how your personal information may be used or disclosed and record your consent or restrictions to this consent. 

Your personal information will only be used for the purposes for which it was collected or as otherwise permitted by law, and we respect your right to determine how your information is used or disclosed. 

The information we collect may be collected by a number of different methods and examples may include: medical test results, notes from consultations, Medicare details, data collected from observations and conversations with you, and details obtained from other health care providers (e.g. specialist correspondence). 

By signing below, you (as a patient/parent/guardian) are consenting to the collection of your personal information, and that it may be used or disclosed by the practice for the following purposes:

Administrative purposes in the operation of our general practice.
Billing purposes, including compliance with Medicare requirements.
Follow-up reminder/recall notices for treatment and preventative healthcare, frequently issued by SMS. 
Disclosure to others involved in your health care, including treating doctors and specialists outside this medical practice. This may occur through referral to other doctors, or for medical tests and in the reports or results returned to us following the referrals.
Accreditation and quality assurance activities to improve individual and community health care and practice management. 
For legal related disclosure as required by a court of law.
For the purposes of research only where de-identified information is used.
To allow medical students and staff to participate in medical training/teaching using only de-identified information.
To comply with any legislative or regulatory requirements, e.g. notifiable diseases.
For use when seeking treatment by other doctors in this practice.

At all times we are required to ensure your details are treated with the utmost confidentiality. Your records are very important and we will take all steps necessary to ensure they remain confidential. 
Please complete the form below if you understand and agree to the following statements in relation to our use, collection, privacy and disclosure of your patient information. 



















Patient Consent 
Please ensure you tick all the boxes below. After Reception scans this entire New Patient Form, pages 3-7 will be given to the patient to keep. 

	
	I have read the conditions above and fully understand what is expected of me as a patient of this practice

	
	I understand that if I do not meet the eligibility criteria for Bulk Billing there will be an out-of-pocket cost for all face-to-face consultations.

	
	I agree to pay the applicable cancellation charges if I am unable to provide 4 hours notice

	
	I understand that after issuing a final notice pay, Dapto Medical & Family practice may forward unpaid fees on to a debt collection service



I, ___________________________ have read the information above and understand the reasons why my information must be collected, and the purposes for which my information may be used or disclosed. I understand that if my information is to be used for any purpose other than that set out above, my further consent will be obtained. 

I, ___________________________ give permission for my personal information to be collected, used and disclosed as described above, including contact via SMS to my mobile phone number. I understand only my relevant personal information will be provided to allow the above actions to be undertaken and I am free to withdraw, alter or restrict my consent at any time by notifying this practice in writing.

Patient name: (please print) 	

Signature: 	Date:	

If not patient signing - your name (please print)	

Your relationship to patient (e.g. Mother, Father, guardian)	

PRACTICE USE ONLY:	 
Witnessed by: (staff signature)	
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