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DR PHOEBE HONG

OBSTETRIC AND GYNAECOQLOGY

PATIENT REGISTRATION FORM

1. PATIENT DETAILS

| | Miss | | Ms || Mrs . | Dr | ] Others:

Last Name: First Name:
Date of Birth: / / Occupation:
Residential Address: (H):
Postcode: (W):
Mailing Address: (M):
Postcode: Email:

2. EMERGENCY CONTACT PERSON

Name:
Relationship to you:
Contact Number:
Are we allowed to disclose medical information to this person? | IYes | | No
3. GP's DETAILS

|| Same as referring doctor Name:

|| Different as referring doctor (please give details) Practice:
4. MEDICARE DETAILS

Ref no next to name: Exp: /

5. DVA CARD NUMBER

| Gold || White Exp: /
6. PRIVATE HEALTH FUND | Yes | | No
Name of Fund: Membership Number:

7. HOW DID YOU HEAR ABOUT US?

|| GP/ Specialist | |Friend/ Family | |Internet | | Social Media || Magazines
|| Others:

Have you visited our website www.drphoebehong.com.au? | |Yes | |No

Have you visited our facebook page www.facebook.com/drphoebehong? | |Yes | |No




8. PRIVACY INFORMATION AND CONSENT

We require your consent to collect personal information about you. Please read the
following information carefully and sign where indicated below.

Our practice collect 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 be pro-active in your health care. We will also use the information you provide in the
following ways:

Administrative purposes in running our practice

Billing purposes, including compliance with Medicare and Health Insurance Commission requirements
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. If necessary, we will discuss this with you.

I have read the information above and understand the reasons why my information must be collected. I am also
aware that this practice has a privacy policy on handling patient information.

I understand that I 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.

I am aware of my right to access the information collected about me, except in some circumstances where
access might legitimately be withheld. I understand I will be given an explanation in these circumstances. I
understand that if I requested access to information about me, the practice will be entitled to charge me fees to
cover

e time spent by administrative staff to provide access at the employee's hourly rate of pay
time necessarily spent by a medical practitioner to provide access at the practitioner's ordinary sessional
rate and

¢ for photocopying and other disbursement at cost

I understand that if my information is to be used for any other purpose other than set out above, my further
consent will be obtained.

I consent to the handling of my information by this practice for the purposes set out above, subject to any
limitations on access or disclosure that I notify this practice of.

SIGNATURE

Signed: Name: Date:

DR PHOEBE HONG

OBSTETRIC AND GYNAECOQLOGY






