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Budja Budja Aboriginal Cooperative  
 

REGISTRATION FORM 

YOUR INFORMATION 

Title Miss -  Ms  - Mrs -  Mr -  Mst   Gender 

Gender at Birth 

 

Surname  Given name  

Preferred name  Date of Birth  

Home Address  

 Email Address 

Postal Address         Same as above  

Phone  (option 1) Preferred Contact            Phone          Email          SMS 

Phone (option 2) Consent to SMS appointment reminders                        No            Yes 

HEALTHCARE IDENTIFIERS 

Medicare Number _  _  _  _  _  _  _  _  _  _   IRN  _     Exp: 

DVA File Number _  _  _  _  _  _  _  _ Exp: 

Concession Card Number        Pension      HCC _  _  _  _  _  _  _  _  _  _  _ Exp:  

Seniors Card Number                                                  _  _  _  _  _  _  _  _  _  _  _ Exp Exp: 

 CULTURAL IDENTITY 

     Aboriginal                     Torres Strait Islander            Both                  Neither 

Mob:    

Country of Birth                 Australia           Other, specify:  

Ethnicity/Nationality         Australian         Other, specify: 

Spoken Languages       

Preferred 
Language                                           

English        Other, specify:    

EMERGENCY CONTACT 

Name Contact Number  

Relationship to you  

 

Do you intend on becoming a regular patient at this clinic?   Yes  No  Unsure 

       

       

   

  

a 
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NAME:        DOB: 

YOUR HEALTH INFORMATION 

FAMILY MEDICAL HISTORY 

PLEASE LIST FAMILY MEMBERS AND MEDICAL PAST HISTORY (Cancer, Respiratory conditions, Cardiac conditions, Other): 

 

 

 

No significant family history  

PAST AND CURRENT MEDICAL HISTORY 

RELEVANT PAST MEDICAL, MENTAL HEALTH OR SURGICAL HISTORY:                                                                   

 

Nil significant  

CURRENT MEDICAL CONDITIONS: 

 

Nil Medical conditions 

CURRENT MEDICATIONS: 

 

Nil current medications  

SOCIAL HISTORY 

Who do you live with? (please list:)  

Occupation:                                                                               Place of Work: 

Do you have your own transport?          Yes        No   Do you feel safe in your own home?            Yes         No 

Smoking:      Non-smoker 

     Ex Smoker: Ceased:…………………….. 

     Current Smoker……..………….Per day 

Year commenced smoking:……………… 

Vaping: 

          Yes               No 

Details: 

  Recreational drug use: 

          Yes            No 

Details: 

Alcohol:       Non drinker 

      Monthly or less 

      2-4 days per month 

     2-4 days per week 

     4+ days per week          

How many drinks do you consume in a single sitting?..................................................... 

How often do you consume more than 6 standard drinks per day?............................. 

Do you have any concerns about your drinking?       Yes         No 

Height (CM):  Weight: 

(KG): 
 

DO YOU HAVE ANY ALLERGIES:          Yes  No Please list: 
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YOUR PRIVACY and CONFIDENTIALITY  

In order to provide the best possible care, we need this information to complete our files. ALL 

information provided will be handled with full privacy and confidentiality and will only be used in 

the delivery of medical and wellbeing care to you. 

We may use the information you have provided in the following ways: 

• Administrative purposes in running our medical practice 

• Billing purposes, including compliance with Medicare 
• Disclosure to others involved in your healthcare, including treating doctors, counsellors, and 

specialists outside this practice. This may occur through referral to other providers or for 

medical tests where reports are returned to us after the referrals 

• Disclosure to other doctors, allied health workers and nurses who may work in the practice, 

including Locums and Accreditation Surveyors, for the purpose of patient care, teaching 

and accreditation 

CONSENT 

• I have read the information above and understand the reasons why my information must 

be collected, and I am aware that Budja Budja has a privacy policy on handling my 

information 

• I understand that payment of my account is my responsibility, including any nominated 

costs declined from a liability injury claim. I am responsible for any further costs that might 

be incurred including Debt Collection.  

• I understand that I am not obliged to provide any information requested of me, but this 

may compromise the quality of the health care and treatment given to me 

• 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 or decline as indicated to receive SMS messages regarding future appointments 

and recalls 

• I understand that by signing this form I consent to Budja Budja handling my information for 

the purposes set out above, subject to any limitation on access of disclosure that I notify 

the practice of 

• I consent to Budja Budja staff accessing the National Cancer Screening Register when 

relevant to my care 

• I consent to the upload of shared health summaries to My Health Record  
 

 

By signing below, I consent to all of the above; 
 

Name:  Signature:  

  Date:  

Signing on behalf of someone else? 

Your Name:  Signature:  

Relationship:  Date:  

 


