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WOMEN'S SPECIALISTS




Patient Information Sheet 
Surname: _____________________________________________________

Miss/Mrs/Ms/Mr/Dr
Given Names:  _________________________________________________

DOB: _____________
Address: _______________________________________________________________________________
                 _______________________________________________________________________________
Phone:    __________________________________        Mobile: __________________________________   
Email:    ____________________________________________________________________ (please print)  


             Tick this box if you do not agree to Dr Warren Kennedy’s newsletter to be emailed to you.

Occupation:  ________________________________Employer: ________________________________________
Name of Spouse (if applicable):  _________________________________Phone: __________________________
Emergency contact: _________________________ Phone: _________________ Relationship:_______________
MEDICARE DETAILS
Number:        ___________________________________ Ref Number_________      Expiry Date:  ______/______
PRIVATE HEALTH INSURANCE 
Name of Fund: _________________________________________   Member Number: _____________________

Type of Cover (please circle)         Hospital           Extras          Hospital & Extras
Commencement Date of Cover: ____________________________________
DEPARTMENT OF VET AFFAIRS
Gold Card Number TX:    __________________________________________
HEALTH CARD or PENSION CARD
Card Number: __________________________________________   
Expiry Date: _________________________
CONSENT TO COLLECT PATIENT INFORMATION
Medical care requires full knowledge of patient health information by all members of a medical team. To ensure quality and continuity of patient care, a patient’s health information has to be shared with other health care providers/diagnostic facilities from time to time. Some information about patients is also provided to Medicare and private health funds if relevant, for billing and medical rebate purposes.
I  _______________________________________________________   consent to the above.
                              Signature _________________________________________________ Date: ______________
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WOMEN'S SPECIALISTS




Patient Health Questionnaire
Please answer as many questions as you can, giving as much detail as possible. Circle YES/NO, write in the spaces provided.
	Have you ever had any operation in the past?                  YES/NO
If yes, please could you supply the following details:

	Type of operation:
	Year (approximate):
	Surgeon:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Have you had any other illnesses?                                      YES/NO
If yes, please supply the details:

	Type of Illness:
	Year of Diagnosis:
	Have you ever been admitted to hospital with this condition?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Do you take any regular medications?                               YES/NO
If yes, please list them below:

	Name of medication:
	What dosage?
	         How many times a day?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Have you ever taken steroids?                                             YES/NO
If yes, what dose and when?

	Do you have any allergies?                                                   YES/NO

     If yes, please list them below:

	Allergy
	Reaction

	
	

	
	

	
	

	
	

	
	

	Do you smoke?                               YES/NO                     Have you ever smoked?             YES/NO
If yes, how many per day?

	What is the name of your family practitioner and the clinic you see them in?



Patient name:..................................       DOB:.............................

