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	Broken Hill Radiology complies with the Privacy Act 1988 and is committed to protecting your privacy. 
By filling out this form you give consent to Broken Hill Radiology to create and/or update your enrolment records.  


	Privacy Note: The information provided will be used to create and/or update enrolment records. Its collection is authorised by provisions of the Health Insurance Act 1973. The information may also be used by Broken Hill Radiology to facilitate proper administration, assess any Medicare benefits payable for services rendered and to facilitate the proper administration of government health programs and may be shared with your treating healthcare providers and My Health Record. The information may be disclosed to the Department of Health and Ageing or to a person in the medical practice associated with the services provided by the clinic, or as authorised/ required by law.

	

	Personal Details
	Entered By
(Office Use Only) 
	Patient ID
(Office Use Only)

	Title (please tick)
	☐ Mr
	☐ Mrs
	☐ Ms
	☐ Miss
	☐ Master
	☐ Dr
	☐ Other:  Please Specify 

	Surname: Enter Text
	Given Name/s: Enter Text

	Date of Birth: Click or tap to enter a date.
	Preferred Name: Enter Text

	Sex: ☐ Male   ☐ Female  ☐ Intersex 
☐ Prefer Not to Disclose
	Preferred Gender: ☐ Male     ☐ Female   ☐ Non-binary
☐ Other:  Please Specify         ☐ Prefer Not to Disclose

	Cultural Background:

	☐ Aboriginal         ☐ Torres Straight Islander              ☐ Both Aboriginal & Torres Straight Islander
☐ Neither Aboriginal nor Torres Straight Islander   ☐ Other:  Please Specify

	Language/s spoken other than English:      ☐ No   ☐ Yes

	Do you require an interpreter / translator: ☐ No   ☐ Yes*
	(if yes, please specify language) Please Specify

	Permanent/ Current Residential Address:

	Address Line 1
	Enter Text

	Address Line 2
	Enter Text
	Town/Suburb
	Enter Text

	State
	Enter Text
	Postcode
	Enter Text

	Contact Details:

	Mobile: 
	Enter Number
	Work:
	(Area Code) Number
	Home:
	(Area Code) Number

	Broken Hill Radiology sends SMS appointment reminders, please tick to opt OUT  ☐

	Postal Address (if different from permanent/current Residential Address):

	Address Line 1
	Enter Text

	Address Line 2
	Enter Text
	Town/Suburb
	Enter Text

	State
	Enter Text
	Postcode
	Enter Text

	Emergency Contact Person

	Name: Enter Text
	Relationship to Client: Enter Text

	Is this person also the client’s Next of Kin? ☐ Yes   ☐ No (please also fill in the Next of Kin section)

	Address
	Enter Text
	Town/Suburb
	Enter Text
	State & Postcode
	Enter Text

	Is the contact a carer? ☐ Yes   ☐ No
	Best Contact Number:
	(Area Code) Phone Number

	Next of Kin (if different to your Emergency Contact Person)

	Name: Enter Text
	Relationship to Client: Enter Text

	Address
	Enter Text
	Town/Suburb
	Enter Text
	State & Postcode
	Enter Text

	Best Contact Number:
	(Area Code) Phone Number
	Other Number: 
	(Area Code) Phone Number

	Other Client Information

	Medicare Number: 
	Enter Text
	Position No.
	#
	Exp Date:
	Date

	Pension Card Number: 
	Enter Text
	Exp Date:
	Date

	Health Care Card Number:
	Enter Text
	Exp Date:
	Date

	Veteran’s Affairs Number:
	Enter Text
	Exp Date:
	Date

	Veteran’s Affairs Card Colour:
	☐ Gold     ☐ White    ☐ Orange    ☐ Unknown

	Current General Practitioner Details

	Name of GP:
	Enter Text
	Name of Practice:
	Enter Text

	Address:
	Enter Text
	Town:
	Enter Text
	State & Postcode
	Enter Text

	Patient Consent

	I agree to the collection, use and sharing of my personal and medical information by Broken Hill Radiology as outlined in this form. 

	Signature:

	Date: Date
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