Martin Sullivan

Foot & Ankle Surgeon

St Vincent’s Clinic & North Shore Private Hospital

PATIENT REGISTRATION

Mr
 FORMCHECKBOX 

Mrs
 FORMCHECKBOX 

Ms
 FORMCHECKBOX 

Miss
 FORMCHECKBOX 


Other: 


First Names 
Middle Name 



Last Name 

Male   FORMCHECKBOX 
       Female  
 FORMCHECKBOX 

Address  


Postal Address (If different) 


State
Postcode



Date of Birth   ___/___/
  Email  



Telephone:  Home:  
    Work:  


Mobile:  
  Fax:  


If the practice needs to contact you and leave a message may we use your:

Home: 
Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

Work:  
Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 
  

Mobile:  
Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 
  
Email:  
Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	
	
	
	
	
	
	
	
	
	
	
	
	
	No.
	
	
	Valid To
	     /


Medicare No.

Department of Veterans Affairs File No. 
​
  Gold   FORMCHECKBOX 

White  
 FORMCHECKBOX 

What is the name of your Private Health Insurance Fund?  
               Number:


What is your occupation?  




Is this consultation as a result of an insurance claim?    No   FORMCHECKBOX 

Yes   FORMCHECKBOX 
  


If YES is this a Third Party Claim   FORMCHECKBOX 
   Workers Compensation Claim  FORMCHECKBOX 
  



What is the name of the person who recommended you to Dr Sullivan?  

Name:  




Physiotherapist  FORMCHECKBOX 
  Podiatrist  FORMCHECKBOX 
  Solicitor  FORMCHECKBOX 
  Patient  FORMCHECKBOX 
  Doctor  FORMCHECKBOX 
  Other  FORMCHECKBOX 

Have you previously consulted an orthopaedic surgeon for this problem? No   FORMCHECKBOX 

Yes   FORMCHECKBOX 
  


If YES what is the name of the surgeon?  ​





Please turn over

Martin Sullivan
Foot & Ankle Surgeon

St Vincent’s Clinic & North Shore Private Hospital

PATIENT CONSENT

In line with the provisions of the Commonwealth Privacy Act (1988) and the National Privacy Principles, you are asked to give your consent to Dr Sullivan for the collection and storage of your personal and health information. The information you provide will form part of your medical record and be stored in our computer system.  

It is necessary for us to collect personal information from our patients (and sometimes others associated with their health care) in order look after their health needs and for associated administrative purposes.   

No access to your health or other personal information, in any form, will be provided to any unauthorized person or to any person or organization outside of this practice without your express, written permission.  

	1.
	I consent to Dr Martin Sullivan recording and storing the information I have provided on this form.  I understand that this information will form part of a paper record and also a computerized database.
	Yes     FORMCHECKBOX 

No    FORMCHECKBOX 


	
	
	

	2.
	In the event that I need to be referred for further tests and/or investigations, I give my consent to Dr Martin Sullivan disclosing essential personal and health information for that purpose.
	Yes     FORMCHECKBOX 

No     FORMCHECKBOX 


	
	
	

	3.
	I understand that I am responsible for payment of the full amount of the fees resulting from any consultations and/or procedures.  Failure to pay invoices may result in complaint being lodged with CRA
	Yes     FORMCHECKBOX 

No     FORMCHECKBOX 



NAME:   



SIGNATURE:  



DATE:  


If you would like more information regarding our Privacy Policy, please ask our receptionist.






P.T.O.







Place ID Label hre














