
Patient demographics Version 1 28/02/2021 

 
DR ROBERT CAREY 

SUITE 204  
FLINDERS PRIVATE HOSPITAL 

BEDFORD PARK  SA  5042 
Ph:   08 8299 0070 

                     Fax: 08 8299 0086 

PATIENT DETAILS 
 
SURNAME: 
……………………………………………………………………… 
 
GIVEN NAMES: 
………………………………………………………………………. 
 
DOB: ………………………………………  
 

Title: □  Mrs  □  Ms 

 □  Miss  □  Mr    □ …………………… 

Marital □  Single  □  Married/ □ Separated 
Status:             Defacto 

 □  Divorced □  Widowed □  Not known 

Country of Birth: □  Australia □ ………………….. 

Race: □ Caucasian □  Asian  □  Aboriginal 

 □ Torres  □ Not known □  Other 
    Strait Islander 

Religion: ……………………………………………………………… 

Previous Names: 
(eg Maiden Name) 

…………………………………………………………………………… 

Aliases, preferred name etc: 

…………………………………………………………………………… 

Usual Occupation: 

…………………………………………………………………………… 

Partners Occupation: 

…………………………………………………………………………… 

Have you ever been a patient or were you born at:      □  Flinders Medical Centre □  Flinders Private Hospital 

 

Patient’s Postal Address……………………………………………………………………………………………………………………………… 

Suburb: ………………………………………………………. ………………………………………...   Postcode: ………………………………… 

Home Ph no: ……………………………. Work Ph no: ……………………………….  Mobile number: …………………………………………. 

Are you happy to receive appointment reminders by SMS?(please tick)           Yes               No 

Patient’s Residential Address (if different from above): 

…………………………………………………………………………… 

…………………………………………………………………………… 

Patient’s  email address 

……………………………………………………………………………. 

………………………...…………………………………………………. 

CONTACT PERSON 

Name: ………………………………………………………………….. 

Relationship: …………………………………………………………... 

Address: ……………………………………………………………….. 

………………………………………………. Postcode: …………….. 

Ph Home: …………………………Ph Work: ………………………... 

Mobile: …………………………………………………………………. 

PERSON FINANCIALLY RESPONSIBLE 

Name: …………………………………………………………………. 

Relationship (if not self or husband): ……………………………………….. 

Address: ………………………………………………………………. 

……………………………………………… Postcode: …………….. 

Ph Home: …………………………Ph Work: ……………………….. 

Mobile: …………………………………………………………………. 

PREFERRED LOCAL DOCTOR  

Doctor/Clinic: …………………………………………………………... 

Address: ……………………………………………………………….. 

……………………………………………… Postcode: ……………… 

REFERRING DOCTOR (if not LMO) 

Doctor/Clinic: …………………………………………………………... 

Address: ……………………………………………………………….. 

……………………………………………… Postcode: ……………… 

OTHER INFORMATION 

Medicare No: ………………………………………………………… 

Patient Suffix No: …………… Expiry Date: ……………………… 

Do you have private health insurance? □ Yes □ No 

If Yes:  □  Hospital  □  Extras 

Health Fund: 

Membership No: …………………………………………………… 

Reason for attendance? 

 

 

Signature: ……………………………………………………………… 

 

Date: …………………………………………………………………… 

 


