
Consulting at: 
• Main Consulting Rooms: Suite 4, Level 1, 8 Eddy Street, Moonee Ponds VIC 3039
• Beingwell Prahran: 386 Malvern Road, Prahran VIC 3181

Personal Details: Mr Mrs Ms Master Miss  Mx Other: __________________ 

Surname: Given Name(s): 

Preferred Name: Date of Birth: Gender: 

Address: State: 

Postcode: Do you identify as Aboriginal or Torres Straight Islander?:  Yes      No 

Email: 

Mobile: Home Phone: 

Emergency Contact Name: 

Contact Number: Is this your next of kin:   Yes   No 

Referring Doctor Details: 

Name of Referring Doctor: 

Contact Number: Is this your usual GP?    Yes   No 

Clinic Name/Address: 

Details of usual GP if not your referring doctor: 

Claim Details: 

Medicare Card No: Ref No: Expiry Date: 

Aged Pension Card No: Expiry Date: 

Disability Pension Card No: Expiry Date: 

Veterans Affairs Card Number: Card Colour: 

Do you have Private Health Insurance?   Yes   No Fund Name: 

Membership Number: Do you have Hospital Cover?     Yes  No 

Name as displayed on Fund Card/Policy: 

Do you consent to our clinic using and uploading to your My Health Record?   Yes    No 

CONSULT FEE SCHEDULE:

PRE-PAYMENT IS REQUIRED FOR VIDEO CONSULTATIONS 
The Medicare rebate will be processed after your appointment - a valid referral must be on file. 

A $50 fee will be charged for no-shows or cancellations within 48 hours of appointment.

The personal health information that you provide during your consultation and subsequent treatment will be collected for the purpose 
of providing high quality health care.  

The clinic’s policy is to protect your privacy and this information is only disclosed to other members of your treating team where 
necessary. It will, however, be disclosed to other organisations where required by law or, if necessary, for debt recovery purposes. 
You may gain access to your personal information held by this office by contacting us in writing.  

I have read, understood, and agree to the above and I consent to information being released from my medical records as indicated 
above.  

I understand that if I fail to pay an account within the specified period (60 days), my account will then be forwarded to a debt 
collection agency and additional costs may be incurred. 

Signature of Patient/Legal Guardian: __________________________________________    Date:  _____/______/_____ 

For All Appointments - Phone 9331 3122  www.drpaulfroomes.com.au

Aged and Disability Pension Cardholders (Blue Card)
New Referral: $175.00 - Rebate $148.35
Review: $100.00 - Rebate $74.25

New Referral: $375.00 - Rebate $148.35 

Review: $275.00 - Rebate $74.25
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Please complete the following questionnaire of your detailed medical history.  It is extremely 
important that the questions be answered as accurately and completely as possible as it will be 
used in evaluating your health and treatment plans. All of your information is kept confidential.  

Reason for appointment: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________

Current Height:  ___________________________     Current Weight:  ___________________________ 

Past & Present Medical Problems:   Tick or Y/N answer 

Anaemia? Fructose Intolerance? 

Autoimmune Disease? Gallbladder Disease? 

Barrett’s Oesophagus? Gastric Ulcer?  

Cirrhosis, Liver? GERD/GORD (Reflux)? 

Coeliac Disease? Hepatitis? (If yes, please specify) 

Colitis? (If yes, please specify) HIV/AIDS? (If yes, please specify) 

Colorectal Cancer? IBS – Constipation or Diarrhoea?  

Colonic Polyps? Lactose Intolerance? 

Crohn’s Disease? Pancreatitis? 

Diverticular Disease? Trouble Swallowing? 

Fatty Liver? SIBO? 

Other Medical Conditions: 

Asthma? Heart Attack/Heart Failure? 

Anxiety/Depression? High Blood Pressure? 

ASD/ADD/AHD? High Cholesterol? 

Atrial Fib/Arrythmia? Kidney Disease? 

Cancer? Mood Disorders? 

Clotting Disorder? PFO/Hole in Heart? 

COPD/ Emphysema? Rheumatoid Arthritis? 

Diabetes? Sleep Apnoea? 

Dialysis? Stroke/TIA? 

Eating Disorder? Thyroid Disease? 

Other health history, including mental health?  
(If yes, please specify)
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Previous Surgeries or Procedures: 

Date of last Colonoscopy:  ____________________________________________________________________ 

Date of last Gastroscopy:   ____________________________________________________________________ 

Please list any other previous surgeries you’ve had:  _____________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

______________________________________________________________________________________

Current Medications & Allergies: 
Please provide a list of all of your current medications including prescriptions, over the counter, vitamins, 
probiotics or herbal supplements. 

Medication Name: Strength: Frequency: 

e.g. Nexium 40mg One tablet every morning 

Allergies:    ___________________________________________________________________________________  

______________________________________________________________________________________________

______________________________________________________________________________________ 

Family Medical History: 

Please list relevant history below:

_______________________________________________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

No knowledge of family history 
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