
 
NEW PATIENT CHILD REGISTRATION FORM 
(Aged 16 and Under) 

 
 
Title:  (Please Circle)    Miss    Master  Medicare No:     *IRN:     Expiry:   

Family Name:          *IRN is the number on the le� side of the name 

First Name:      Head of Family (Parent or Guardian) 

Preferred Name:      Title: (Please Circle)   Mr   Miss   Ms   Dr   Other    

Date of Birth:        /       / Birth Sex:   Family Name:       

Gender Iden�ty:      First Name:       

Preferred Pronoun:      Date of Birth:        /       /   

Ethnicity:       Home Phone:    Work Phone:    

Pref. Language:         Interpreter:   Mobile Phone:     

Address:       Email:       

City/Suburb:    Postcode:   Next of Kin:       

Postal Address:      Rela�onship:           Phone No:     

City/Suburb:    Postcode:   Emergency Contact:       

       Rela�onship:           Phone No:     
Do you iden�fy yourself as:  

Aboriginal Torres Strait Islander Other Indigenous              

In line with the provisions of the Commonwealth Privacy Act (1988) and the Na�onal Privacy Principles, you are asked to give your consent to 
Pymble Family Doctors for the collec�on and storage of your personal and health informa�on. The informa�on you provide will form part of 
your medical record and be stored in our computer system. 

It is necessary for us to collect personal informa�on from our pa�ents (and some�mes others associated with their health care) in order look 
a�er their health needs and for associated administra�ve purposes. 

No access to your health or other personal informa�on, in any form, will be provided to any unauthorised person or to any person or 
organiza�on outside of this prac�ce without your express, writen permission. 

I consent to Pymble Family Doctors recording and storing the informa�on I have provided on this form.   Yes No 
I understand that this informa�on will form part of a computerised medical record.  

            Yes No 
I consent to Pymble Family Doctors uploading a shared health summary to Myhealth Record? 

I consent to Pymble Family Doctors issuing leters/SMS to me reminding me when my rou�ne health checks are Yes No 
due. I understand that my doctor will discuss the health checks I need, if any, as part of our consulta�on. 

In the event that I need to be referred for further tests and/or inves�ga�ons or to a specialist, I give my consent Yes No 
to my doctor disclosing essen�al personal and health informa�on for that purpose. 

I understand that all fees are payable at the �me of consulta�on and that there may be addi�onal charges  Yes No 
incurred beyond the consulta�on fee if any treatment or procedure is required (e.g. a biopsy). 

I understand that any specimen obtained will be sent to a pathology provider for examina�on and they may send Yes No 
me a separate invoice. 

Please ask our reception staff if you have any questions or concerns about any information contained on this form. 
 
 
Signature of Guardian:              Date:     


