
  
 
Please assist us in providing you with the best care by completing the following information. PLEASE WRITE 
CLEARLY IN CAPITAL LETTERS  
 
Title: ________ First Name: ___________________ Surname: ____________________________________ 
 
Preferred Name: ____________________ Date of Birth: ________________ Gender Identity: __________ 
  
Email: ________________________________________ Mobile: __________________________________ 
 
Work No.: __________________ Home No.: _____________________ Medicare No.: ________________ 
 
Address: _______________________________________________________________________________ 
 
______________________________________ State: ____________ Postcode: ______________________ 
 
We value communication with our patients as part of a complete healthcare experience. Please circle your 
priorities:  
 

SMS     Email    Communication re: upcoming  
         appointments  

 
Emergency Contact Information:  

Next of kin/Nominated Emergency Contact: _________________________ Relationship: ______________ 

Contact Number/s: ________________________ and/or _________________________ 

 

General Practitioner Information:  

GP Name: _______________________________ Clinic/Practice: __________________________________ 

Address: _______________________________________________________________________________ 

 

Referrer Information:  

Please tell us who to thank for referring you to our clinic.  

Doctor or clinic (if different from above): _________________________ Clinic: _______________________ 

Address: ________________________________________________________________________________ 

Family / Friends:  _________________________________________________________________________ 

Employer:  ______________________________________________________________________________ 

Social Media / Website:  _______________________________Other:  ______________________________  

Patient Information 
Form 



Department of Veterans Affairs (DVA):  

Number (if applicable): _________________________________ DVA Expiry Date: ____________________ 

DVA Card Colour: _____________________________  

Conditions Covered (for White Card holders): __________________________________________________ 

 

Motor Vehicle Accident:  

Date of injury / accident: _________________________ Claim No.: ________________________________ 

Insurance Company:  ____________________________ Case Manager: ____________________________ 

Has liability for this claim been accepted?  Yes     /      No  

 

Workers Compensation:  

Date of injury / accident: _________________________ Claim No.: ________________________________ 

Insurance Company:  ____________________________ Case Manager: ____________________________ 

Has liability for this claim been accepted?  Yes     /      No  

 

Privacy Statement:  
Your personal health information & records may be collected, used, & disclosed, including but not limited 
to, the following:  

• For communicating relevant information with treating healthcare practitioners such as doctors, 
specialists, and other allied health practitioners 

• For communicating relevant information with insurers in compensable cases  
• For use by all physiotherapists in this group practice when consulting/treating you 
• For research purposes (de-identified information)  

If you have any questions or concerns, or wish to restrict access to your personal health information, 
please discuss this with your treating practitioner  
 
All patients please read & sign:  
DECLARATION: I understand and agree that  

1. I am required to pay on the day for all consultations. Complete Concept Physiotherapy is a cashless 
practice and has EFTPOS and HICAPS facilities on site 

2. Should my account not be paid at the time of consultation, administration fees may be added  
3. In the event my accounts are outstanding longer than 30 days, I will be responsible for all collection 

fees incurred  
4. Should I be unable to attend my appointment, I will give 24 hours’ notice of my cancellation. If I do 

not cancel with notice, I may be charged a Non-Attendance Fee for a missed appointment  
5. For insurance claims both Workers Compensation and MVA, I will be personally responsible for 

payment of all accounts incurred by me if liability has not yet been accepted, is denied, or placed in 
dispute by the insurer  

6. I consent to treatment provided by the physiotherapist  
 
Signature: ______________________________________ Date: ___________________________________ 

Name of parent / guardian (if patient is under 18): ______________________________________________ 

 


