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Patient Enrolment Form
	PERSONAL INFORMATION

	TITLE 
	
	PHONE:
	

	FULL NAME: 名
First and Middle Names
	
	 MOBILE:
	

	LAST NAME: 姓
	
	EMAIL:
	

	PREFERRED NAME: 
英文名字
What you like to be known as:
	
	HOME  
ADDRESS 邮寄邮址:
	

	GENDER性别:
	
	NEXT OF KIN:

近亲/朋友
RELATIONSHIP：
PHONE NUMBER:
	

	DATE OF BIRTH生日日期:
OCCUPATION 职业:
	
	
	

	NAME OF GP: 家庭医生
	
	PHONE NUMBER:
	

	MEDICAL PRACTICE:
	
	INSURANCE DETAILS: 医疗保险资料
	

	HOW DID YOU HEAR ABOUT OUR CLINIC?    介绍者
	( Specialist__________________
( GP
	( Friend/Family   (Other …………………………
( Advertising  

	需要中文翻译吗？( YES  ( NO我们提供的翻译是需要经过病人许可的。 虽然提供了这种翻译，但我们的工作人员不是专业的翻译人员，因此可能会有所不同或可能没有完全翻译。 如有疑问，请在诊症后参阅您的诊症信，或与我们联系以进一步咨询。

	SECTION 2 - GENERAL HEALTH QUESTIONNAIRE: 基本健康资料

	( Pregnant

( Physical disability

( Diabetes
	( Heart problems

( Skin condition

( Cancer

( Pacemaker
	( Hearing/sight impaired

( Hep C/HIV

( Other (Specify) ………………….

( Circulation/Vascular Problem
	( Asthma/Respiratory/Breathing

( Artificial Implants

( Allergy (Specify)

…………………………………………

	HAVE YOU USED OR ARE USING STEROIDS(    ANTICOAGULANTS(
OTHER MEDICATIONS:

	SECTION 3 – CONSENTS

	I hereby agree to consent to treatment by an appropriately qualified Specialist Otolaryngologist and Head and Neck Surgeon for the purpose for providing comprehensive services as may be necessary in support of my illness, injury or condition.  I have been given the opportunity to read clinic information prior to treatment.  I understand I have the right to decline part or all of the treatment being offered.  I understand my right to a second opinion. 

	AGREEMENT TO PAY:

	I understand that I am liable to pay for:

· Any private treatment or copayment charges for ACC treatments

· If I fail to attend my appointment or cancel without reasonable notice, I may be charged a fee
· If I fail to pay for my appointment at the time of treatment I may be charged an account administration fee
· Any treatment that is declined by ACC or other funder

· The costs of materials such as orthotics, materials, products etc

I understand that if this service requires to engage a Debt Recovery Service to recover my debt, I will be liable for any recovery fees

	CONSENT TO RELEASE INFORMATION TO A 3rd PARTY

	I consent to the disclosure of my records to any person/organisation necessary for the effective management of my condition. 
I consent to a discharge/update report being sent to my doctor or medical centre.
I consent to such information being transmitted electronically, (by email, fax or digital exchange), or post, as deemed most appropriate.

	I have read and understand the information above.  
SIGNED 签字:                                                                                                                                  DATED:

(If under 16 must be signed by parent/guardian

	Surgeons

Initials


