	dr ANIL NAIR 

	All questions contained in this questionnaire are strictly confidential 
and will become part of your medical record.
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	Surname: 
	
	( Mr     ( Miss     ( Mrs     ( Ms     
	DOB:
	

	First Name: 
	
	Tel:
	

	Address:
	
	Mobile:
	

	Suburb:
	
	Email: 
	

	Marital status:   
	   (  Single      ( Partnered      ( Married      ( Separated      ( Divorced      ( Widowed

	Next Of Kin:
	
	Tel:

	Referring doctor:
	
	Tel: 

	Address: 
	

	Usual GP:
	
	Tel: 

	Address: 
	

	Medicare:
	_   _   _  _   _   _    _   _   _   _
	Position:
	
	Expiry: 
	_  _  / _  _  _  _

	Private Health 
	
	Membership Number:
	

	Veterans Affairs:
	
	Religion:
	

	Occupation:
	


	PERSONAL HEALTH HISTORY

	Alcohol
	( Never    ( Rarely    ( Several Times a Week    ( Daily    

	Tobacco
	( Never  ( Irregular  ( Several per week  ( Daily  ( How Many? ____ ( Ex-Smoker  How Long? ____

	Allergies
	( Yes
	(  No
	Please List: 

	Are you taking any medications?
	( Yes
	(  No
	Please List:

	Are you taking Aspirin or Warfarin or blood thinners?
	( Yes
	(  No
	Reason:


	WORKERS COMPENSATION / THIRD PARTY DETAILS

	Are you claiming workers compensation?
	( Yes      (  No
	Insurer Contact Details:
	

	Are you claiming workers compensation?

	( Yes      (  No
	Claim Number: 
	

	Are you claiming Third Party Insurance?
	( Yes      (  No
	Policy Number: 
	

	Employers Name:
	

	Employers Address:
	

	Contact Name:
	
	Phone:
	

	Insurance Company:
	

	Date of Injury:
	


	FEES

	This is a private practice and we do not bulk bill. The fees charged by this practice are generally higher than those recommended by the Australian Medical Association and are payable at the time of consultation.
Initial Consultation $250

Subsequent Consultation $150
The following payment methods are available: Cash, Cheque, EFTPOS (Visa, Mastercard and Debit Cards only)




	PRIVACY NOTE

	I agree to allow for the doctors and staff at this practice to access all relevant information regarding my medical conditions.  I agree that the doctors and staff maybe required to forward/obtain information about my medical condition/history from my referring doctor or other health care providers. I understand that my clinical records may be accessed or reviewed by staff at this practice.

	CONSENT

	Clinical photographs will be taken as part of my consultation and my clinical photographs may be used for medical educational purposes (doctors/nurses/medical students only).  Details of my consultation to be used in communication with other health care professionals who are involved in my care.

	RESEARCH

	I acknowledge that Dr Nair is involved in clinical research and that I consent for data to be collected regarding my spinal condition. Furthermore, I acknowledge that this research is partly supported by industry and that this data may be used for educational as well as product development purposes. 


	Additionally I give my permission for my clinical photographs to be used for public education purposes
(  Yes   (  No


I declare that, to the best of my knowledge, the information I have provided in the form is accurate:

	Signature:
	
	Date: 

	If signed by parent/guardian, please complete:

	Parent/Guardian name please print:
	
	Best Contact No:


