Patient Information
Your Details

Title (please circle) Mr Mrs Miss Dr

Last Name: Given Names:
Address:

Postcode:
Postal Address:
Email:

(By providing an email address, you agree to be contacted by email)

Date of birth:

Telephone (Home): Work:

Mobile:

| agree to receive SMS (mobile text messages) for appointment and recall reminders.

How did you hear about us (website, friend, partner, doctor):

Emergency details/Next of Kin

Full name: Relationship:

Best contact number:

I (patient name) give consent to disclose relevant information

regarding
Please circle Medical conditions Appointment information

Signature: Date:

Doctor Details

Referring Doctor:

Usual GP (if different from above):

GP Practice:

Account Details

Medicare number: Reference number:
Pension/Health Card: Yes No Number Expiry:
Gold Card: Yes No Veterans Affairs number:

Health insurance
Do you have private health insurance Yes No
Have you had cover for 12 months? Yes No

Health Fund: Membership number:




Your privacy

During your treatment it will be necessary to collect and store information about you. This is
collected by our practice team and is accessed by the practitioner and staff during your care.

We require you to provide us with your personal details and a full medical history so that we
may properly assess, diagnose and treatillnesses and be proactive in your health care. In
accordance with the Privacy Act (1988) all information collected in this way is treated as
'sensitive information'. To protect your privacy, this practice operates in accordance with the
Act.

Ashford Thoracics collects information from you for the primary purpose of providing quality
health care. You can assist in maintaining the accuracy of your information by advising the
practice of changes of details including contact and medical information.

The information provided will also be used in the following ways:
Administrative purposes in running our medical practice

Billing and medical rebate purposes, including compliance with Medicare and other
government agencies.

Disclosure to others involved in your health care (including treating doctors and specialists
inside and outside this medical practice, hospitals to which you are admitted and providers of
diagnostic services), which may occur through referral to other doctors, or for medical tests
and in the reports of results returned to us following the referrals. The use of digital photographs
in web-based consultations with pathologists and other specialists may also occur with your
permission to assist in your health care.

Disclosure for research and quality assurance activities to improve individual and community
health care and practice management. Information used outside of this practice will be
deidentified.

There may be occasions when disclosure of your information is required for medical defence
purposes or legal requirements to disclose personalinformation for mandatory reporting e.g.
communicable diseases.

Your medical information may also be used beyond providing health care, such as professional
accreditation, research, quality assessments and clinical auditing.

We will not discuss medical conditions or appointment information with anyone but the patient
(if over 16) without their signed consent. This includes all relatives and spouses.

We utilise various note taking tools including artificial intelligence platforms (Heidi, mAlscribe
etc) to accurately and efficiently capture the details of our discussions and the outcomes of our
appointments. This ensures that we can focus more on our conversations and less on manual
note taking, enhancing the quality of care you receive. Your consent is crucial for us to use this
technology. Please understand that your information will be handled with the utmost care in
accordance to our privacy policy and these tools are aimed solely at improving healthcare
experience.



If you have any questions regarding the management of your personal health information, want
to see our Privacy Policy, or need to arrange access to your records, please ask the staff or your
practitioner.

Your authority
| understand and consent to the above.

| understand that | am not obliged to provide any information requested of me but that my
failure to do so may compromise the quality of healthcare and treatment given to me.

| am aware of my right to access information collected about me, except where access might
legitimately be withheld (for which | will be given an explanation) and that there may be costs
involved.

| understand that if my information is to be used for any other purpose than that set out above,
my further consent will be obtained.

| certify that the information | have supplied is true and correct to the best of my knowledge.

| accept full responsibility for accounts rendered by Ashford Thoracics including any shortfallin
reimbursement by Medicare, Workers Compensation schemes, Health Funds or insurance
companies. | have been offered information relating to costs at this practice.

If  am uninsured whilst being treated as an inpatient or day patient in a private hospital facility, |
accept personal responsibility for full payment of my specialist's account.

| understand that total specialist fees for procedures and treatments cannot always be
accurately quoted, but only estimated in advance. | have not altered the content of this form
without verbally notifying the practice and treating practitioner and obtained the practitioners
signed agreement.

Full Name:

Signature:

Date:




