Welcome to Acacia Fiori Geriatrics
Patient Information Form

Acacia-Fiori
Geriatrics

Are you filling in the form for

(Please circle) Yourself Someone eise
Title: Full Name:
Home Address: Date of Birth:
Gender:
Postal Address: Post Code
Preferred Phone for all Mobile Phone:

Contact:

Email Address:

Home Phone:

Medicare Number: Expiry Date: Ref No.
HCC/Pension Card Expiry:

Number:

Veterans Affairs/DVA Card White Silver Gold

Number:

Private Health Fund

Name of Fund:

Membership No:

Details: Level of Cover:
GP Details: Name: Phone No.
Address:
Emergency Contact Person: | Name: Phone No.
Relationship to patient: .
Email:
Next Of Kin: Name: Phone No.
Relationship to patient: Email:
Substitute decision maker as | Name: Phone No.
appointed by an Advanced
Care Directive: Address: Email:

(if applicable)

Please Turn Over




Enduring Power of Atorney: | Name:

(If Applicable)
Address:

Phone No.

Is English the patient’s first language?

If English is not the patient’s first language, which
language is spoken?

If English is not the patient’s first language, or another language is spoken at home, an

interpreter will be booked.

Does the patient identify as being of Aboriginal and/ or Torres Strait Islander?

Privacy Statement: | agree to allow Acacia-Fiori Geriatrics to pass on my personal details
and medical information to other doctors, and medical services who will be involved in my
medical management. In the event of surgery/emergency, | allow Acacia-Fiori Geriatrics to
contact my next of kin above to provide information regarding my condition. For details visit

Privacy Policy page.

| agree and acknowledge that | am responsible for payment of medical accounts

| understand there will be out of pocket expenses for this consultation.

| CONFIRM THAT | HAVE READ AND UNDERSTOOD THE PRIVACY STATEMENT.

Signature X

Name

Date

OFFICE USE ONLY

Patient Weight:




