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JOSEPH BANKS CRESCENT MEDICAL CENTRE 
NEW PATIENT INFORMATION 
(Please use BLOCK LETTERS) 

  
 
SURNAME:___________________________________ FIRST NAME: ____________________________ 
 
KNOWN AS: __________________________                     D.O.B. ____________________ 
 
ADDRESS:____________________________________________________________________________ 
 
        ______________________________________________________POST CODE:____________ 
 

If new patient is a child please fill in parents full names 
 

                    MOTHER                                               FATHER 
 
NAME: _________________________________________ 
 

NAME: _________________________________________ 

MOBILE: _______________________________________ 
 

 
MOBILE: _______________________________________ 
 

. 

CONSENT TO SMS   YES □    NO □  for appointment confirmation only 
 
OCCUPATION: ________________________________________________________________________ 
 
WORK PHONE NO: __________________________   EMERGENCY PHONE NO._____________________ 
 
COUNTRY OF BIRTH: __________________________________________________________________ 

 ABORIGINAL□ TORRES STRAIT ISLANDER  □ OTHER ______________________________________ 
 
MAIN LANGUAGE SPOKEN IF NOT ENGLISH:________________________________________________ 
 
MEDICARE NO. ______________________________________ REF. NO. _________EXP.__________ 
 
PENSION/HCC CARD:________________________________________ EXP.______________________ 
 
VETERANS AFFAIRS: ______________________________________________  GOLD/WHITE (CIRCLE) 
 
NEXT OF KIN: _____________________________________RELATIONSHIP: ____________________ 
 
CONTACT DETAILS: ___________________________________________________________________ 
 
EMERGENCY CONTACT DETAILS:  NAME:___________________________________________________ 
 
RELATIONSHIP: _____________________________________ PHONE NO.:______________________ 
 
 

To assist the Doctor please list current medications and/or allergies. 

Smoker: □ NO    □ YES     How many per day    _______              
Medications:                                      Allergies: 
___________________________________________       __________________________________ 
 
___________________________________________       __________________________________ 
 
___________________________________________       __________________________________ 
 
Previous Dr’s Name      __________________________ 
   
Previous Dr’s Address   ______________________________________________ 
 
Signed: ______________________________ Date first seen by JBMC: ______ 


