JOHN FAWKNER F URNO: ..ot Admission No.:

PRIVATE HOSPITAL - < Hif R e aatess SRS
o Mortar R AT 111 111 = TR U OTOPP PP PPRFP TR SRR
Coburg, Vic. 3058 GVEI NAITIES, & oeeeeeeeeeeeeeeeeeeeeeseereeesssnneeeacaasansseaanrsabsrssas s nstaaaaas
Telephone: (03) 9385 2500 Date OF BIFEN: oo ee e rnrrenir e e
Fe (0:3) 938.5 2170 Surgeon/Specialist Physician: ...,
Pre.Admlss‘°“ Form ...............................................
obocompietndbyPatint, || |
Please PRINT clearly. Your responses are valuable in planning your admission and caring for your stay. Please return to John
Fawkner Private Hospital as soon as possible.
Admitting Surgeon/Specialist Physician ........ccccoeuuenes aanskessganinsnness uihusnnnsnanans ADMISSION TYPE
Date of Admission: ............. S y I Date of Operation: .......cuux.- } S S Q Inpatient Q Day Patient
Admission TIMe! ...ccccercrmanrensnssesaasessassnssasinasssssnne onsamansun PP BRI O Outpatient
Previous Hospitalisation
Have you previously been treated at this hospital? QYes QO No YBAT oo veneremnem e e
Is this admission for a child? 1 Yes Q No
Have you been hospitalised within 7 days prior to this admission? C'Yes QNo Which HOSPItal? ... Dates: ..ovoeeeeeeernrinrens
Personal Details
Title: voveereerrereeeerereens SUMNAMES .. Previous Surname {if appliCabIE): ..ovuvwrrmmrerircise s
Given Names: ...cccccoociinniniinnssnnns s PrETRITEO NAME: coveveitereresreeeese ettt
BUAUTEES, eeererrsiesestsssememeeecaeaessesssemss s b sssa e s e sb e b b R R SUDUTD: coeererceieccissnr s 517 1 U
POStCOdE: .ovvereecceeenee Telephone (HOME): ..ueeverececccrererecrnenies (BUSINBSS): covviiiiiiiiiciicecisiees MIODIIE: cunverereeeeceeesermrsssr e
Sex: O Male  QFemale Date of Birth: ....cccvenv Y AU O finiansigess AGE oo s
Marital Status 0 Single 0 Married Q De facto O Separated QO Divorced Q0 Widowed
Are you an Australian Resident? QYes QO No Country of BITHN: coeoeeeseiess e eeeesreseeeeeenner: | AiStralia, Specify State ..o

Are you of Aboriginal/Torres Strait (TSI) descent? O Yes QO No O Yes, Aboriginal 3 Yes, TSI Q Yes, both Aboriginal and TSI

REHGION: ©voeeeeecteisereer s s b b would you like a religious visit? QO Yes QNo

Person To Gontact (Next of Kin)

NAITIE: ooveeeeeeeveessassesenseeseaneeessssbaasaereses e e se s easecamessbsbaasanRa R sesananrananss

AArESS: 1uovrrereeeerecre s seseaees STV, SR ——— SUDUMD: o
POSICOTE: .vcvvvieeceecreicenenes Telephone (HOME): ..vocecceeeeciieene (BUSINESS): vrvrvereeeeerncnnermmssnsmsrerssssseresss MODIBY oot -
SECONT CONTACT POWET OF ATIOIMIBY: .o cecteieeterseserss et ese e bbb sn eSS TlePhONE: ..ot sesssssnae >
Do you agree to your health information to be released to your next of kin? 3 Yes QNo E
=
Entitiements Number preceeding your name on Medicare card g
Medicare Card Nn:rI l | ‘L ‘ 1 ] J IT D Medicare Reference No.: Medicare EXpiry Date: ..o gm
Pension NAMIE BN CBIU: 1vvvivisieeermemeeresiecssssseses e sasmeremseres s e s s b b sb b abas a8 s AR C
Heath Care CardNo:[ | | | | | | [ | | | ExpiryDate oo safeyNetho: [ | | [ [ [ [ ] | | ] E
Repatriation Nn:i } [ } | ] E | i { | |Card colour: QWhite QO Gold O Orange b
Veterans do you wish to be visited by a member of an Ex-service organisation? Please indicate: O Yes ONo Q Yes, please organise it for me g
GP / Local Doctor !
UL TTBIIE O GP: oseoetseee e sessessaessessessseseseseessssaseasesoessseaneans e s s s seeR R e e ees4oenmanmssEe 44448 E 488448418440 E LSRR

P AGOTESS: cooeeeesvereeeeseeseeesmeeseseseeeseessesseesemesessssesesebesses s 1 s smssesesseEesesebeb e b d e RS RS E A RS0 S0 E e 0 b E R4 TSR
GP TelePhONE: coeeeeeeeeeceeeeeseeeeeensiseenenneseeneaenees QP FAGSIMIIET oo GP 8MaIl: coeeeeeereecescsnssmsnrinn s

Do you agree to your health information to be released to your GP QYes QNo



MR 3C PATIENT HISTORY FORM

How Will You Claim For This Admision (please tick + one box only)
Q) Private Health Insurance - Please complete Sections A and G QO Repat/Veterans Affairs - Please complete Entitiements and Section C

0 Waorkeover/Third Party/TAC - Please complete Sections B and C 0 Uninsured - Please complete Section G only

Section A: Private Health Insurance
FUNG NAME: 1o eesieisssressnree s sescssssssnen Membership No: L\ I 1 E | i l 1f, Date Joined: ........ A —

Has this level of cover changed in the last

Type of cover: O Single QO Family Q Other Level of cover (If KNOWRY «.cvvaimmeensnnnsseeeesisssanass 12 months? Q No Q0 Yes
Summary of out of pocket costs (office use ONIY) $ ooorerrerss e
PRHIBNT NOHAEH DY 1orvereemeseeseesseesssesmremamsesssssssss s e semss s e

Section B: WorkCover or Third Party

0 Workcover or QThird Party or L TAC (Please tick on box)

o The approval letter for this admission (from your insurance company) must accompany this form.

Insurance Company Details: Name of Insurance Company:

OTEES SETEEL oo ossssssemseeeeseeessesesesessesesasseee e 88 55 R RS LR

SUDUTD: oo v s e eee s ssssssssssnessnsss e ssssanesneemnnssesns OLALBY reebeimsssbs bbbt POSICOTE: «.vovveereesreeeerecamarnnsnesnesess
TRIBPRONE: .o ClAIM NO: woeeeeerr e crersersesseassssseinns AUTROHSEEA BY: oo eecassasees s

Has your insurance company accepted liability O Yes ONo  Please Specify rason (if N0): e

Workcover Patients Only - Employer Details: Name Of EMPIOVER: oot ssesssmissssssssssssss s s s
UAAPBES STTEELL wooovro oo ooosooeeeeeseeessesseesesesessssssmee e 8 £EEERR RS

SUBUID: oo eeseeeesos oo seesmessmsassnssessesseressesemsmnsrsssss OUAIE dhtimiessiensss b s POSIEOE: 1veveereeeisisisrsresseeesienns
TRIBPNOME, vt eem s Date of ACCIHBNL, vveveeeeecedeerrerevere s
Has your employer completed a Report of Injury Form?: O Yes O No Have you completed a Workcover Claim Form?: - O Yes QO No

Please go to Section C - “Payment of Accounts "

Account Details

Is the Patient responsible for this account? Q0 No (Complete this section) QO Yes (Go to next section)

L BITIE . et e et et sas st st et eeeens s sasaem s et es e eR e s RelationsShip 10 PAHENT v
LTSS SHTBEEL oo oseee oo oseoeooeeoeeeess e seee s eeeeeesss e8RS SRR

SUBUIE e eeesseeseeeeemseneesmsasssssnnsssecresencemsers OTATBL Lhotrtiutsriesist s POSECOE: «.ovririseereererereeniesennseserenes

Telephong (HOME): .cocoseesessssserreereessecccessscssnrssnsrsssesesssssess (BUSINBSS) coiiiiinnrssssicisseensersssssssssssssscssnmmnninsneneeeeees MIODIIE: vaeeeeeeeee i eeeee s eeere bbb nansse e

Preferred Accomodation

Whilst every effort is made to accomodate your request, we cannot always guarantee availability on the day of atdmission. Overnight
Patients only - please indicaie your preferred accomodation below. Note: Veterans Affairs. Workcover and Third Party Patients are covered
for shared Room Accomodation only - a separate charge may apply for a single room.

QO Shared Room 2 Single Room Please check level of health insurance cover if requesting a single room

Section C: Payment Of Account - all patients to complete

The portion of your estimated hospital fees not covered by a health fund must be paid on admission. and additional fees incurred during your
stay are payable on discharge. | understand and agree to pay ali fees relating to my hospital visit, including where my health fund or my
insurance claim is declined for any reason.

| understand that the hospital will not be liable for any valuables I bring to the hospital.

Signature of PErson reSPONSIDIE TOT ACCOUME: .vuvuvvrreeesisussssssrressss s Date: cooeo oo e

Witness (admission clerk)



