
 
 

  

REGISTRATION FORM 
Date: _____/_____/______ 

First Name 
 

 
 
 

Surname  
 
 

Preferred Name 
 
 

 

Date of Birth 
 

 Pronouns  

Gender Male Female Non-Binary Other (please specify) 
 
 

 
Your Address: 
(please add your postal 
address as well if it is 
different) 
 

 
 
 

Postcode:  

Email address  Can we email 
you? 
 

Yes No 

Mobile Number  Can we leave 
voicemail? 
 

Yes No 

Can we SMS you? 
 

Yes No Preferred 
method of 
contact? 

o Email 
o Phone call 
o SMS 

 
Home Phone 
Number (if needed) 

 Can we leave 
a message for 
you? 
 

Yes No 

Work Phone 
Number (if needed) 

 Can we leave 
a message for 
you? 
 

Yes No 

 
Medicare Card Number: 
 

 

Name on Medicare card: 
 

 

Your reference  
listed on card: 
 

 
 

Expiry date:  
 



 
 

  

 
 

Emergency 
contact: 
 

 
 
 
 

Relationship to 
you? 

 

Address: 
 
 
 

 
 

Can we tell 
them about 
your 
appointments? 

Yes No 

Contact No: 
 
 

 

 
Next of Kin: 
 
 

 
 
 
 

Relationship to 
you? 

 

Address: 
 
 
 

 Can we tell 
them about 
your 
appointments? 

Yes No 

Contact No: 
 
 

 

 
Indigenous 
Identity 
 

Aboriginal Torres Strait Both Neither 

 
Country of Birth 
 

 
 
 

Ethnicity  Language 
spoken at 
home 

 

Interpreter 
needed: 
 

Yes No Language  

 
Do you have any 
allergies? 

 Do you have any 
disabilities and/or 
special needs? 
 

Yes No 
 

If yes, how can we 
make you 
comfortable? 
 

 

 


