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  Clin A/Prof Carl Vinciullo F.A.C.D. 
Dr Harvey Smith F.A.C.D. 

 

Suite 4, Level 1 416-418 Oxford Street, Mt Hawthorn 6061 
PO Box 213  Mt Hawthorn WA 6904 

Phone:  08 6140 1000       Fax: 08 6140 1099 
 

 

Patient Details 
 

The information required on this form is a mandatory requirement by the Health Department but will be regarded as Confidential. 
 

 
 

 

Mr/ Mrs/ Ms/ Miss/ Master/ Dr  Surname: __________________________________________ 
 

Given Name: ___________________________ Middle Name: ____________________________ 
 

Preferred Name: ______________________        Indigenous/ Torres Strait Islander/ Other 
 

DOB: ____/____/_______ Email Address: ____________________________________________ 
 

Street Address: ____________________________ Suburb: __________________ P/C: _______ 
 

Postal Address: ____________________________ Suburb: __________________ P/C: _______ 
 

Home Phone: _________________ Work: ________________ Mobile: _____________________ 
     

Occupation: ______________________________   Family Dr: ____________________________ 
 

Country of Birth: __________________________ Marital Status:__________________________ 
 

Next of Kin: ______________ Relationship: _______________ Contact Number: _____________ 
 
   

Medicare Number: ____________________________ Position: _____ Expiry: _______________ 
 

Uninsured or Private Health Insurance Company: ________________  Number: _______________ 
 

Position on card: _______  Excess Amount:________________ Member Since:___________________ 
 

DVA Gold or DVA White: __________________________ File Number:_____________________ 
 

 

Only fill out if payer details are different to information listed above 
  

Account Payer: Self /Parent /Guardian /Employer /Insurer /Other__________________________ 
 

Name: _____________________   Contact Number: __________________  DOB: ___/___/____ 
  
Address: ________________________________________ Claim Number: __________________ 
 

Medicare Number: _______________________________ Position: _____ Expiry: ____________ 
    (If Parent or Guardian) 
 

Have you worked or been IN HOSPITAL in the last 12 months 

* If yes to Question 3 or 4,      
 please advise staff. 

1. □ No 

2. □ Yes – in Western Australia 

3. □ Yes – in Another State 

4. □ Yes – Overseas  
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Previous Medical History 
           MR 1 

 

 

 

PLEASE COMPLETE THE FOLLOWING IMPORTANT INFORMATION 
 

Surname: ……………………………………………….…… 
 

Given Name: ………………………………………….…… 
 

DOB: ………………………………………………………….. 
 
CURRENT AND PRIOR ILLNESSES 
 

_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 

 
PREVIOUS OPERATIONS 
 

_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 

 
CURRENT MEDICATIONS 
 

_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 

 
ALLERGIES 
 

_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 
_________________________________________________________ 
 

 

 

INCREASED RISK 
The following conditions increase the risk of surgery and 
special precautions may be required. Please tick the boxes 

and advise if any of the following are present when booking 
the procedure. 

 Yes No 

HEART ATTACK or ANGINA within the last 

6 months. 
□ □ 

 

STROKE within the last 6 months. 
 

□ □ 

SEVERE RESPIRATORY DISEASE such as 

severe asthma, chronic bronchitis, 

emphysema or sleep apnoea. 

□ □ 

 

BLEEDING DISORDER such as Hemophilia, 

von Willebrands Disease or Platelet disorder. 

 

□ □ 

 

DIABETES requiring Insulin or Tablets □ □ 

 

PREGNANCY 
 

□ □ 

WARFARIN or ANTICOAGULANTS are 
being taken 

□ □ 

 

PRECAUTIONS 

 

 

DISEASE of/or ARTIFICAL HEART 
VALVES requiring antibiotic prophylaxis 

 

□ □ 

 

CARDIAC PACEMAKER/ DEFIBRILLATOR 

present 
 

□ □ 

UNSTABLE CERVICAL SPINE requiring a 

neck brace or collar. 
□ □ 

 

RECENT JOINT REPLACEMENT in the last 

2 years. 

 

□ □ 
 

GLAUCOMA 
 

□ □ 

INFECTIOUS DISEASE such as Hepatitis B, 
Hepatitis C, HIV, Tuberculosis or MRSA 

□ □ 

 

LOOSE or FRAGILE TEETH 
 

□ □ 

ASPRIN, CLOPIDOGREL/ PLAVIX or 

GINKO taken in the week before the 
procedure. 

□ □ 

 

DO YOU TAKE FISH OIL SUPPLEMENTS? □ □ 


