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GEORGE

Please complete the following forms and send to the
hospital as soon as possible.

Consent Form

(Specialist to complete and sign Part A)

(Patient to complete and sign Part B section)

Patient Registration Form

(Patient to complete and sign)

Patient Health History

(Patient to complete and sign)

®

BINDING MARGIN - DO NOT WRITE IN THIS AREA

O,

Print Media Group Version 04/23

GEORGE

PATIENT HEALTH HISTORY -
ADDITIONAL OBSTETRIC INFORMATION

It is preferable that this form is received by the hospital as soon
as possible, or no later than 48 hours prior to admission.

Attach patient identification label

UR NUMDBE: .ot

TO BE COMPLETED BY MATERNITY PATIENT ONLY

ur: ..........................................................................................................

LPatient Details4|

Grey shaded areas to be completed by nursing staff and initial all actions. Document as necessary WV

OBSTETRIC ADMISSION DETAILS

Expected date of delivery:

When was your last menstrual period?

Name of your Obstetrician:

How many weeks pregnant were you at your first antenatal visit?

What municipality / council area do you live in?

PREVIOUS PREGNANCIES (including miscarriages and terminations)

No. Delivery | Duration of | Birth Baby’s
Date Pregnancy | Weight Sex

Any Pain |Hours in| Type of Breast
Relief Labour | Delivery or Bottle

Where Born
ie. hospital name

Eg.| 30.05.93 39 weeks | 36409 Male

Epidural 9hrs | Forceps | Breast 3 months

Sunnybank

NO

YES Specify details below

Nursing Staff Use ONLY

Is this pregnancy a result of assisted conception?

[ clomid [ pregnyl LJAI LI Mod U1
(1| Embryo Transfer LI FET
(] other:

Has anyone in your or your partner’s family had
Diabetes, Heart Disease, Twins or Congenital
Abnormalities? (eg. Down’s Syndrome, Cleft Palate)

[
[

Were you induced in previous pregnancies?
(if applicable)

Did you have any problems or complications after the
birth of your previous baby / babies? (if applicable)

Were your previous baby / babies admitted to Special
Care Nursery? (if applicable)

NOILYWHOANI J1d13L580 1¥NOILIQQY - AJOLSIH HLTY3H IN31LYd

Have you had any problems with this pregnancy?

(I N R O
I R R

IMPORTANT INFORMATION

YES Specify details below

Nursing Staff Use ONLY

Do you have a Birth Plan?

[
[

Please attach

asvdINdIL

Have you discussed your Birth Plan with your
Doctor?

L]

Do you have any support person other than your
partner? Have you discussed this with your Doctor?
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Attach patient identification label

’TVIRN NUMDEL: ..o
G EOR E SUMAME: ..o

Attach patient identification label

|TVIRN NUMDEI: ..
G EOR E SUMAME: ...t .

u’atient Detalls;l

NAMIE: oot b e b b ane s
Date of Birth:........cccoooevviieeicccee (CT:1 0o (-] SO
PATIENT HEALTH HISTORY DAte OF Bith:.........oeeeeeeeeeeeeccerercersersesns GENABT:. oo CONSENT FOR MEDICAL AND/OR Mobile Number......
Br: .......................................................................................................... SURGICAL TREATMENT
DISCHARGE PLANNING NO | YES DETAILS INSURANCE TYPE
Do you live: I with Family CJAlone [ High Care [ Low Care | [J | CJ R — ‘ ! (] Private [ ]DVA [JADF [] Workcover [] Third Party / Motor Vehicle (TAC) [] Self-Funded [] Other:
— — : T PART A: PROVISION OF INFORMATION TO PATIENT (1o be completed by Medical Practitioner)
Do you anticipate any difficulties returning to your place of residence?| [L] | [ | SPECIfY: ........oooooovvovovvoeeeeeecceseeseee e
Do you have a responsible adult to collect you from hospital and 010 ! ! I, Doctor have discussed with
to remain with you for 24 hours post anaesthetic? a surgical & procedural patients SPECITY: v } f _ o _ (insert name of patient / parent / guardiar)
Soecify / . ' ! ! the nature, likely results, and material risks of the recommended operation / procedure and/or treatment. | have also discussed the
Are you the sole or designated carer of someone? ] | [ | Specify / Alternative arrangements: 3 i alternative treatments / procedures which are available.
................................................................................ : The agreed operation / procedure / treatment is:
Are you already receiving assistance at home? I el
Do you require additonal service adjustments during / for ulils
your admission? SPECHTY: .ottt 5
Understand the importance of following the instructions Ol O @ ! ! @ (fnsert name of operation / procedure / treatment)
regarding your ongoing care. SPECITY: .ottt 3 i MBS ltem Number(s):
Be aware of the danger to yourself / others and not drive a : :
motor vehicle or operate machinery for 24 hours following OO _ [ Left Side Will this procedure have a cosmetic portion? [ Yes [ No
any sedation, Anaesthetic or strong pain medication. SPECITY: ..ottt ] Right Side :
Do you attend a day centre or recieve assistance from a O O Please advise your service of your intended (] Not apolicable Interpreter required? [ 1 Yes [ No
community service for meals, home help or personal care? absence. pp |
Is there any other information that would help us to support 010 Estimated Theatre Time: Hrs Mins ’ ;
you for dishcharge? SPECITY: oo WG

have given a verbal translation of this form to consent to the

TO THE BEST OF MY KNOWLEDGE, THE ABOVE DETAILS ARE TRUE AND CORRECT treatment in the language that the patient understands,

Patient / carer / relative / guardian signature: Please print name:

NURSES TO COMPLETE ON ADMISSION
HANDOVER OF CARE: Nursing staff to check and complete this form and initiate referrals if considered appropriate

Medical Practitioner Signature

T / / which is:

V34V SIHL NI 3LI4M LON Od - NIDdVIN DNIANIF
BINDING MARGIN - DO NOT WRITE IN THIS AREA

Admission Date Time

Interpreter’s Signature

Al alerts / allergies documented and communicated on Alert Sheet TGCMR000 LJYES LIN/A Operation Date / / Date / /

PART B: PATIENT CONSENT (1o be completed by Patient)

_ _ ] ] ! ! The treating doctor, whose name appears in Part A (above), and | have discussed my / my child’s / my charge’s present condition and
Valuables stored according to local policy / sent home with relatives / carers? LJYES [INO [INA 3 5 the various ways in which it might be treated. The doctor has told me that:

* The operation / procedure / treatment carries some risks and complications may occur.

ID Band/s and identity confirmed (as per Site policy) [ 1YES

©
O

PCIHINDIL  INJWLIYIEL TYII9UNS HO/ANY TYOIQ3W Y0 LNISNOD

The VMO, Surgeon and Anaethetist have been notified of any clinical or medication issues. [IYES [INO [INA e Anaesthetics, medicines, and/or blood transfusion may be needed and these carry some risks.
e Additional procedures or treatment may be needed if the doctor finds something unexpected.
'NFE_CT'ON SCREENING _ _ o ! !  The procedure / treatment may not give the expected results even though the procedure / treatment
Confirm the COVID-19 Patient Screening Questionnaire has been completed LIYES [INO 3 ; will be performed with due professional care.
Have you had a fever, cough, cold or acute respiratory infection in the last 2 days? [JYES [INO 3 : | d. ‘tNhig':ha'ter’t‘ativeft;ﬁatme“tsd/ prc;ctedutres atre aﬁua?e'd - ture | teatment caries risks. | have had
. . . o 3 ; understand the nature of the procedure / treatment and that undergoing the procedure / treatment carries risks. | have had the
Have you had a fever associated W'th_? rash in the. last Wee.k. LIves  [LINO ! ! opportunity to ask questions and | am satisfied with the explanation and the answers to my questions. | understand that | may
Have you had a sudden onset of vomiting and/or diarrhoea in the past 2 days? LIYES [INO 3 5 withdraw my consent at any time prior to the procedure / treatment.
Do you meet the current COVID-19 Public Health criteria for self-isolation or quarantine? LIYES [INO | request, understand and consent to the procedure / treatment as outlined in Part A. | agree to additional anaesthetics,
3 ; medicines or procedures / treatments being carried out if required, provided they are related to the procedure / treatment
INTERSTATE / OVERSEAS HEALTHCARE / TRAVEL 3 | outlined in Part A. | also consent to the taking of a blood sample for appropriate testing of communicable diseases
Have you returned from any interstate / overseas travel in the last 14 days? LIYES [ INO 3 ; including HIV and Hepatitis B and C, should contamination of any staff member or myself occur during my hospital stay.
Have you been admitted to, transferred from or stayed overnight in any » Do you consent to a blood transfusion if needed? Il Yes I No
interstate / overseas health care facility in the past 12 months? LIYES [INO ‘ :
Have you resided in an interstate / overseas Residential Aged Care Facility in the past 12 months? [JYES  [_INO i i i i i i
Signature of Patient / Parent / Guardian Signature of Witness of Signatory (adult person)
If an infection risk noted, staff must contact the Bed Manager, Hospital Coordinator or Infection Control Manager to report 3 5 / / / /
this information and gain advice on their care in the clinical area. | : Date Date
| have reviewed the Patient Health History and taken necessary actions §
Admlttlng nurse Signature / Print name: Designation: Date: Time: g Print name of Patient / Parent / Guardian Print name of Witness of Signatory

Page 1 of 2
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Attach patient identification label

MBN NUMDET: ettt s

GEORCGE

CONSENT FOR MEDICAL AND/OR
SURGICAL TREATMENT

SUMNAME: ...ttt ettt ettt sa et e ete st e s b e beebe e s et enbesbesbesresreens

u’atient betailsgl

Br: ..........................................................................................................
CERTIFICATION OF INABILITY TO GIVE CONSENT FOR EMERGENCY PROCEDURES (to be completed by Medical Practitioner)

The undersigned registered medical practitioner certifies that ‘ ‘
(Name of patient)

is incapable of giving effective consent by reason of ‘ ‘
(State reason for inability to give consent, for example unconscious)

their Next of Kin is unable to give consent due to ‘ ‘
(State reason for inability to give consent, for example uncontactable)

for the procedure(s) stated: ‘

and that immediate treatment is necessary in order to avert a serious and imminent threat to the patient’s life or physical or mental health.
| / We have no knowledge of any prior written refusal to consent to the procedure(s) having been communicated to any medical practitioner.

/ /

(Signature) (Print Surname) Date

(Signature) (Print Surname) Date

Second signature may not be available in extreme circumstances ie. second Medical Practitioner is not available

ADMISSION DETAILS (To be completed by Medical Practitioner)

Diagnosis ‘

AM/PM‘

Proposed Admission Date: ’ Time (if known): ‘

’ Time (if known): ‘ AM / PM ‘

’ [] Day Stay

|
|

Proposed Procedure Date: ‘ / /
|

Estimated Length of Stay: [ ] Overnight

Pre Admission Clinic? * (] Yes (] No * If the service is provided by the hospital

Referrals Required:

Special Instructions /
Past History

Medlical Practitioner’s Signature Date

623587 Admission Forms.indd 7-8
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Attach patient identification label
G EOR E MBN NUMDEE: ettt 2—‘
SUIMNIMIE. ..ottt ettt =
o
(=]
NI .ttt ettt e -
=
. o
PAT'ENT HEALTH HlSTORY Date of Birth:.......ccooeveeeeeeeeeeeeeeeeeee GeNder:.....ccceeveeeeeeereeeeeeens =
©
Br: .......................................................................................................... U

DO YOU HAVE / HAVE YOU HAD ANY OF THE FOLLOWING? | NO |YES DETAILS

Difficulty swallowing / eating / speech impairment I R 11
High or Low Blood Pressure L1 | E0 ] SPCHY: e
Heart disease / rheumatic fever / palpitations / irregular ullm SPECITY: .ot
heartbeat / heart murmur / angina / heartattack | | T |
Lung disease / Asthma / bronchitis / emphysema / mlln SPBCITY: e
shortness of breath / pneumonia Do you use: ] Nebulisers []Inhalers []Home oxygen
Blood disorder / blood clot / DVT / PE I R S =11 o
Blood transfusion and/or blood products I S L1 o
Cancer / Leukaemia I S =11
Reflux / stomach ulcer / hernia I S L1
Kidney or bladder problems / Stoma / Incontinence L | T [ SPECHY: oot
Bowel disease (eg. Crohns, diverticulitis) / Stoma / Incontinence | L1 | [ | SPECIY: .ovvvveermevveeeeeeeeeereeeseeeesseeseeeessseseeeesssseseeees
Skin issues / Wound / Broken skin / Pressure sores I S L1
Arthritis L | [ SPCHY: oot
Gastric Band / Sleeve Gastrectomy / Gastric Bypass L | [ SPECHY: oot
OTHER MEDICAL CONDITIONS: ...ttt ettt ettt be et et et eae e ebe e et ens st ese st ebe e e benesbesessebe e ebeneeteneseans
INFECTION CONTROL NO |YES DETAILS

Have you had recent contact (ie within the last

14 days) with a person/s diagnosed with Acute ulln

Respiratory Infections or Acute Respiratory lliness -

Seasonal or Pandemic - e.g. Corona Virus (COVID 19)?

Have you travelled to areas of high prevalence for

Acute Respiratory Infections - Seasonal or Pandemic mlin

e.g. Corona Virus (COVID-19), either overseas or in

Australia within 14 days of onset of symptoms?

Have you been identified as having a Multi Resistant . o

Organism - MRSA, VRE, MRGN ie ESBL, CPE or ] | [ | Site: Date identified: ......... T

Candida auris? [ONose [IThroat [1Groin [1Wound []Rectal swab

Do you have a household contact with someone
who has a Multi Resistant Organism MRSA, VRE, []
MRGN ie ESBL, CPE or Candida auris?

] (I i CoT o TR I 01 21T T
Hospital where identified:

Do you have a fever, cough, sore throat or acute 0l 0O

respiratory illness? SPBCIY: o.ocvvcvcece e
Have you ever had Tuberculosis (TB)? HERE

CoviD-19 NO | YES
Do you currently meet the COVID-19 Public Health criteria for self-isolation or quarantine? [] L]
Have you been diagnosed as COVID-19 positive? L] L]
Date of diagnosis: / / Date of clearance by Public Health: / /

Have you been vaccinated for COVID-19? Dose 1 date: /] Dose 2 date: /] N

Brand of vaccine: Booster date/s: / /

CJD RISK SCREENING YES

Do you have a family history of two or more first or second-degree relatives with CJD (Creutzfeldt-Jakob disease)?

Have you had an unexplained progressive neurological illness of less than 12 months?

Have you ever received human pituitary hormone for infertility or human growth hormone for short stature
prior to 19867

Have you had surgery on the brain or spinal cord that included a dura mater graft (prior to 1990)?

N O =
| |

Have you been involved in a ‘look-back’ for CJD or shown a ‘medical in confidence letter’ regarding your risk for CJD?

If the patient answers YES to CJD questions, clarification / advice must be sought from the Infection Control Manager

4/8/23
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Attach patient identification label

MBRN NUMDEBI: ..o s

G EOR E SUMNAIME: ..ottt
NAME: ..o

PATIENT HEALTH HISTORY Date OF Birth:....ooccevereeerereerersnerrsnnen GENBT v

Please tick (v') No or Yes to all of the following questions

Provide details if requested below

GENERAL HEALTH / PRE-SURGICAL INFORMATION NO |YES DETAILS
Do you have any allergies / sensitivities? Please identify:.......c.coocvvoeveeceeecerecceceeeeenans
O Medication CiTapes T Latex [ Food | [ | rre———— .
0 1 o K N K
Have you had any recent blood or urine tests / pathology? mlln Spejmfy: ..................................................................
Which pathology company?............cccccoveeuninnne.
Have x-rays / CT Scans / MRI been taken for this admission? | [] | [_] | Please bring with you.
Females — are you pregnant or are you breastfeeding? L1 | LI [ Due date if pregnant: .............cccccccccccccccccccccccceee
Have you, or a blood relative, had a problem with an R LGS L —————
anaesthetic? T e
Do you have sleep apnoea? HEEN i L
. Please bring your machine in with you.
Do you use a CPAP machine? NN
Special diet / Cultural Needs I I P
Do you drink alcohol? [J | [J | How many standard drinks a week?................
Have you smoked in the past month? [ | [0 | Ex smoker (1 Date ceased:......./........ A
Have you ever used recreational drugs? I I R
Prosthesis / artificial joints / metal pins or plates / stent or mlln SPECITY: e
valve / Pacemaker / Defibrillator? Tl T e
Broken / loose / chipped teeth / dentures / crowns / plates or caps? | [ | [] | SPECIY: cov.evveerveerereeiereeseseceeesesee e
[ Stick []Walking Frame [] Wheelchair
Mobility issues HEEE ¢
[Bed bound [ Other .......ccoovvevevciviveirnee.
Fainting or dizzy spells / recent falls? C | D0 [ SPCHY: oo
DO YOU HAVE / HAVE YOU HAD ANY OF THE FOLLOWING? | NO |YES DETAILS
Frequent headaches / migraines / neurological issues 0o SPECIY: .o
Stroke / TIAs / Head Injury LI T | Specify: e
Epilepsy / seizures C | E0 | SPOGHY: oo
Parkinsonys / MUltiple SClerOSiS / MOtOf Neurone Disease l:l l:l MOblllty |SSUGS: .....................................................
Short term memory loss / confusion / Alzheimer’s / Dementia | [] | [] SPECIY: e
Had or having treatment for mental health condition HEN Currgnt treatment: [1Yes [JNo
SPECITY: e,
Previous Suicide attempt or Suicidal / Self Harm Ideation I T
Aggressive tendency or behaviour ] O SPECIY: .o
Thyroid problems C | E0 [ SPOGHY: oo
Diabetes (1 Type 1 [IType 2 [ Gestational Diabetes (]| [] [Managed by: [ Diet []Tablets [JInsulin

Complications: .........cooeveeeeeveeeeeeeeee e,

623587 Admission Forms.indd 9-10
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Version 08/23

GEORGE

PATIENT REGISTRATION FORM

It is preferable that this form is received by the hospital as

TO BE COMPLETED BY PATIENT

Admission Date:

Attach patient identification label

MBN NUMDET: ettt

SUMAMB: ...ttt ettt ettt et e b e e b e sbeebeeae s et etentees

soon as possible, or no later than 72 hours prior to admission. | DIt

ADMISSION DETAILS

[]Day Stay or [] Overnight Stay

u’atient Detail:l

Operation Date (if different from admission date):

Preferred Accommodation: [ ] H(J))é?n ] Eggﬁﬁe O Egg[ﬁd

(subject to avail)

Procedure / Reason for Admission:

Admitting Doctor:

‘ Have you been to this hospital before? []Yes [ ]No

How did you find out about this hospital? [ ] Specialist [ ]GP [_] Newspaper [_]Internet [_] Social Media [_] Other

[JYes [ ]No

Is this admission related?

METHOD OF PAYMENT FOR THIS ADMISSION
[] Private Health Insurance [ ] Self Funded [ _]Workcover [ _JTAC/MVA []DVA [ ]Public Patient [_]Other

Have you been in ANY hospital within the past 28 days? [ ]Yes [ ]No

If yes, which hospital?

Date of hospitalisation: From To

PATIENT DETAILS

Title: Residential Address:

Surname:

Given Name: Suburb:

Middle Name: State: Postcode:
DOB: Sex: [ |Male []Female [ ]Other |Home Ph: Work Ph:
Previous Surname: Mobile Ph:

Preferred / Identifying Name: Email:

[] Both Aboriginal and Torres Strait Islander
[] Decline to answer

General Practitioner:

Gender: Identifying Pronoun:
Marital Status: []Single [ ]Married []De facto []1 do NOT wish to receive SMS reminders
[ ]Widowed []Separated [ ] Divorced []1do NOT wish to receive a patient satisfaction survey
Religion: Religious Visit: [ ]Yes [ ]No |[ ]Australian Resident [_]Non Resident
Country of Birth: Preferred Language: Interpreter: [_]Yes []No
Indigenous Status:[ ]No  [_]Aboriginal []Torres Strait Islander | Employment Status: [ _]Employed [ _]Unemployed [ ] Student

[JPensioner [ JRetired []Child []Other:

GENERAL PRACTITIONER DETAILS

Phone: Fax:

Name of Practice:

Address:

Suburb: State:

Postcode:

REFERRING DOCTOR DETAILS

Is the doctor that referred you to your Admitting Doctor the same as the GP above? [ |Yes [ |No Ifno please complete the below details:

My Health Record

[]1 do NOT wish for my GP to be notified of my admission & discharge

[]1 do NOT wish for my admission information to be uploaded to the

INJ04 NOILYYLSIO3Y IN3ILYd

Health Fund:

Referring Doctor: Address:

Name of Practice: Suburb: State: Postcode:

Phone: Fax:

MEDICARE / CONCESSION CARD DETAILS These cards may entitle patients to medicines at the concession rate & may be requested as proof of eligibility for subsidised medicine
Medicare Card No.:| || || || || || || || || || | Healthcare Card No.: Expiry

Medicare Reference No.: |:| Expiry: Safety Net Card No.: Expiry

DVA Card No.: Pension Card No.: Expiry

DVA Card Colour:  []Gold [ JWhite []Orange Ambulance Membership No.: Expiry

PRIVATE HEALTH INSURANCE

Level of Cover / Table:

0214INIIL

Membership No.:

Have you confirmed your level of cover with your fund? []Yes [_]No

4/8/23 11:58 am



Attach patient identification label
G EOR E ’TVlRN NUMDET: e
SUMAIME: ...ttt

PATIENT REGISTRATION FORM

It is preferable that this form is received by the hospital as
soon as possible, or no later than 72 hours prior to admission. | DI e

TO BE COMPLETED BY PATIENT

|7 Attach patient identification label
G EOR E MBN NUMDEL: <ottt st s sree e
SUMAIME. ..ttt

PATIENT HEALTH HISTORY Date of Birth:......ccoveveeeeeeee Gender:......ccoovveeeeeeeereeenns

U’atient Detail:l
u’atient Detalls;l

Please complete this form and forward to your admitting hospital at least 3 days prior to admission
Titl: Relationship: Title: Relationship: Admission Date:.......... T A
Surname: Surname: State reason fOr AUMISSION: ............ccceviiiuireiiiitere ettt et b bbbt et b s bbb s b b s s s bbb s seb b s s st e s s s seaesnans
Given Name: Given Name:
Address: Address: DATE PREVIOUS PROCEDURES
Suburb: Suburb:
State: Postcode: State: Postcode:
Home Ph: Work Ph: Home Ph: Work Ph:
Mobile Ph: Mobile Ph: @ @
Enduring Power of Attorney (Financial Decisions) [ ]Yes [ ]No Name: Ph:
Enduring Power of Guardianship (Personal Decisions) [Yes [INo Name: Ph: Height.........ccoeevenne. cm  Weight.....ccoveernenneee. kg BMl....cooooverenee.
Medical Power of Attorney (Medical Decisions) * [ ]Yes [ |No Name: Ph:

. ) . : : : : — Do you have an Advanced Care Directive? [ JYES  [INO If yes, please provide a copy on admission
Do you have an Advanced Care Directive? [_]Yes [_]No If Yes, please bring a copy with you to hospital and give to the Nursing Staff during Admission.

z 3
o
I
Z ~
3 z
@ 1]
z £ MEDICATION MANAGEMENT NO | YES DETAILS
PATIENTS POSTAL ADDRESS g E
] i 1 H 8
[] Same as residential address  f different please complete the details below: z 2 Do you take or have you recently taken blood thinning Ol O SPECITY: ..o
= a medications (eg. aspirin / warfarin / clopidogrel)? ;
POStal AddreSS Suburb g Z| : e e B q
State: Postoode: z 2 If yes, and attending for surgery have you been told to stop this?| [ ] | [ ] | When were they Ceaset?...............wevee =
' ' z . Have you had any steroid or cortisone injections in the last 0o =
PERSON RESPONSIBLE FOR ACCOUNT  For any out of pocket expenses not covered by your insurer / fund > § 12 months? SPECITY: oo :_=|
m = . . . . . .
[ ]Self [ _]Emergency contact1 [ _]Emergency contact2 [ ]| Other  Ifother please complete the details below: z “ _D° you require assistance with taking medications? HEEE . m
ie. dosette / crushed / webster packs SPBCITY: et IE
Surname: Given Name: . . - . . .
Are you taking any prescription / non prescription or mlin If YES, please bring these with you in -]
Address: Relationship: @ @ complimentary medicines? original packaging i
Suburb: Home Ph: Work Ph: Have you been asked to cease any medications? I e oo N
} -
State: Postcode: Mobile Ph: Please list all medications below, or provide your Pharmacy card or a Medication list from your doctor. :OU
WORKERS COMPENSATION / THIRD PARTY / PUBLIC LIABILITY DETAILS Written approval will be required prior to admission -<
. ) o L If known, I’'m taking this for...
Employer: ! ?
[ JWorkcover [ ]Third Party [ _]Motor Vehicle [ ] Public Liability ploy Medication Name Dose Frequency (eg. blood pressure, Diabetes, etc)
Name of Insurer: Contact Person:
Date of Accident: Employer Address:
Location of Accident:
Cause of Injury: Suburb:
Claim Number: State: Postcode:
Claim Approved? []Yes []No Ph: Fax: E',
COLLECTION, MANAGEMENT AND RELEASE OF INFORMATION 2
It may be necessary for parts of your medical record to be disclosed to other medical professionals to provide your treatment, or during activities necessary to operate =
our hospital (e.g. to your health fund, DVA, third party insurers such as Workcover, TAC, State Governments for public contract patients, the supplier / manufacturer of your b
prosthesis, to our insurer, to an external company contracted to evaluate customer satisfaction, your local doctor). B
It may also be necessary for The George Centre to collect information about you from third party health care providers about your health. If you do not wish for us to collect
certain information about you please tell us and we will discuss any consequences that this may have on your health care.
| authorise the release and collection of information about this admission. | certify that the information provided on this form is true and accurate to the best of my
knowledge and | have read and understand the Admission Information brochure available on the hospital website, or provided with these forms. o
| also consent to the collection, management and use of my personal and health information in accordance with The George Centres Privacy Policy. g
Patient or Guardians Signature Patient or Guardians full name Date é
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