
 
 
 
 

 

Patient Registration Form 

 

Welcome to our practice. In order for us to provide the best treatment possible we require the following information.  

All personal information will be handled with strict confidentially.  
 

 

Type of Patient:   New     Existing - please update details if changed 

Title:    Mrs    Ms      Miss    Dr 

Given Name:  

Family Name:  

Preferred Name:  

Address:  

  Postcode:  

Date of Birth:  

Telephone: H: W: M: 

Email address:  

Medicare Card No:  Ref No:  Expiry Date:  

Private Health Insurance:  Yes    Uninsured 

  
 Fund Name: Membership No: 

Pension Card: 
 Yes    No 

Card Number:                                                     Expiry Date: 

Referring Doctor:  

Usual Doctor:  

Marital Status:  Married  Single  Defacto  Same Sex Partner 

 Widowed  Divorced  Separated 

Occupation:  

Emergency contact:  Partner         Father         Mother         Other (Please Specify) 

 Name:                                                                       Telephone:   

 Occupation: 

Spouse: (if different) Name:                                                                         Telephone: 

 Occupation: 

 
Do you consent to having an internal ultrasound if required:   Yes    No 

 
 



 
 
 
 

Name:      D.O.B:          /          /     
 

 

ALLERGIES/REACTIONS: NIL / YES - details below (MEDICINE / ADHESIVE TAPES / FOODS) 

 

 

 

 

 

 

LAST PAP SMEAR:  DATE        /        /                 Normal or Abnormal TREATMENT: 

PAST MEDICAL HISTORY: NIL / YES - details below 
eg. Asthma, Heart Disease, Gastrointestinal problems, Kidney Disease/UTI, Epilepsy, Thyroid Disease, Significant childhood illnesses. 
TREATMENT REQUIRED:  

PAST PSYCHIATRIC HISTORY: NIL / YES - details below 
eg. Depression/Anxiety, Eating/Sleeping Disorders, PND. 
TREATMENT REQUIRED:    

PAST SURGICAL HISTORY: NIL / YES - details below 
Local or General Anesthetic. 

PAST GYNAECOLOGICAL HISTORY: NIL / YES - details below 
eg. Cervix abnormalities, Fertility issues, Investigations, PCO, PID. 

TREATMENT REQUIRED:    

FAMILY HISTORY: NIL / YES - details below 
eg. Diabetes(T1/T2), Thyroid Disease, Heart Disease, Stroke, Blood Pressure problems, Congenital/Genetic Disorders, Psychiatric illness. 

CURRENT MEDICATION: NIL / YES - details below 
eg. Please include any prescription/over the counter/vitamins/folate that you are currently taking. 

DO YOU SMOKE?        NO / YES        Amount: DO YOU DRINK ALCOHOL?        NO / YES        Amount: 

HAVE YOU EVER HAD A BLOOD TRANSFUSION?        NO / YES          Year: Reason: 

WHAT SORT OF DIET DO YOU HAVE?  

DO YOU EXERCISE?                                                            NO / YES          Type: 

WHAT IS YOUR HEIGHT?  WHAT WAS YOUR PRE-PREGNANCY WEIGHT?                       

  

 

PREVIOUS PREGNANCIES (new patients only) Pregnancy 1 Pregnancy 2 Pregnancy 3 Pregnancy 4 

Date     

Place (name of hospital)     

Gestation (weeks)     

Outcome (eg. Live birth/Miscarriage/TOP)     

Labour (eg. Spontaneous/Induced)     

Duration of Labour     

Analgesia (pain relief)     

Birth Type (eg. normal/forceps/caesarean)     

Baby Weight     

Baby Sex     

Baby Name     

Feeding Method     


	checkbox_1zhpc: Off
	checkbox_2vpdn: Off
	checkbox_3fudg: Off
	checkbox_4jdid: Off
	checkbox_5fcwu: Off
	checkbox_6ompf: Off
	text_7dmxr: 
	text_8xozd: 
	text_9leva: 
	text_10vxeb: 
	text_11zliy: 
	text_12: 
	text_13jpkc: 
	text_14xqku: 
	text_15ebrz: 
	text_16chbw: 
	text_17nyzy: 
	text_18bhgm: 
	text_19uenn: 
	text_20fysh: 
	checkbox_21fxce: Off
	checkbox_22wzy: Off
	text_23dpmt: 
	text_24ofnp: 
	checkbox_25mvlf: Off
	checkbox_26ghjx: Off
	text_27vryr: 
	text_28nlpk: 
	text_29jair: 
	text_30ikpg: 
	checkbox_31cvmw: Off
	checkbox_32uldt: Off
	checkbox_33aybi: Off
	checkbox_34dvlk: Off
	checkbox_35usiw: Off
	checkbox_36nmxp: Off
	checkbox_37lzch: Off
	text_38mkxa: 
	checkbox_39abvj: Off
	checkbox_40gahq: Off
	checkbox_41lmrd: Off
	checkbox_42cj: Off
	text_43sxzk: 
	text_44leoi: 
	text_45sveh: 
	text_46beeh: 
	text_47slat: 
	text_48oqcg: 
	checkbox_49zont: Off
	checkbox_50fvhc: Off
	text_51xxic: 
	text_52yqlw: 
	text_53bulk: 
	text_54zepy: 
	text_55huwy: 
	text_56zijf: 
	text_57xazq: 
	text_58xund: 
	textarea_59egmi: 
	textarea_60usdo: 
	textarea_61sihx: 
	textarea_62jsee: 
	textarea_63rmow: 
	textarea_64xirb: 
	radio_group_65qdtt: Off
	radio_group_66onau: Off
	radio_group_67vjkb: Off
	radio_group_68juwy: Off
	text_69zxw: 
	radio_group_70tsjj: Off
	radio_group_71wwvb: Off
	radio_group_72asgc: Off
	radio_group_73gmrv: Off
	radio_group_74nuzf: Off
	radio_group_75hnoh: Off
	radio_group_76xscd: Off
	radio_group_77humz: Off
	radio_group_78ytmi: Off
	radio_group_79cadd: Off
	radio_group_80ciyr: Off
	radio_group_81cdir: Off
	radio_group_82ywvv: Off
	radio_group_83ikbk: Off
	radio_group_84zjyx: Off
	radio_group_85tyad: Off
	radio_group_86oqml: Off
	radio_group_87btzk: Off
	text_88arxf: 
	text_89ppai: 
	text_91eqqy: 
	text_92rloo: 
	text_93citn: 
	text_94mjrf: 
	text_95ihjv: 
	text_96qexg: 
	text_97gnxr: 
	text_98ly: 
	text_99rszd: 
	text_100uorl: 
	text_101jsnw: 
	text_102gvxo: 
	text_103vens: 
	text_104fyqs: 
	text_105quwt: 
	text_106qgyd: 
	text_107biux: 
	text_108vmbz: 
	text_109cxeo: 
	text_110atfa: 
	text_111dcnd: 
	text_112dnvx: 
	text_113rvw: 
	text_114rtfu: 
	text_115xwfg: 
	text_116pcre: 
	text_117ogva: 
	text_118qapk: 
	text_119eljo: 
	text_120sljx: 
	text_121hssu: 
	text_122xgce: 
	text_123lxuh: 
	text_124buzp: 
	text_125lanf: 
	text_126ftep: 
	text_127hiwb: 
	text_128vjol: 
	text_129jxqo: 
	text_130fnbs: 
	text_131mejx: 
	text_132ecna: 
	text_133bpmu: 
	text_134uhwd: 
	text_135hhps: 
	text_136tbay: 
	text_137sgux: 
	text_138ypht: 
	text_139hiqu: 
	text_140tzxf: 
	text_141xvmc: 
	text_142zghv: 
	text_143cwnd: 
	text_144uxyx: 


