Mr David R J Gill

MB ChB, FRACS FAQrthA
Orthopaedic Surgeon
Shoulder, Elbow & Wris! Surgery
Joint Replacement
NEW PATIENT FORM
FIFSt NQME: ettt et DF/ME/IMIS/MS  SUIMN@ME et ettt st st sraas e s v st seennans
Date of Birth: / / OCCUPALION: ettt s ter e s e reae et v s ea e
Phone (HOME): ..ottt e Phone (Work/Mobile): .....cceeeevieeveireeeie e
RESIAENTIAI AGUIESS & ot sttt st sttt st b st s et eb e b b e et sesea st s e ebe s bt ebesansresbennntes
Mailing AdAress(if AiffEIrENT). ... ottt ettt v e se et s e et st aeete et e tes st easaaas
EMAILE e et e et s b e s b b ae s e et Rt b ek e eee b ek ent e ebe bt et s e et st
Referral Details
Who has referred you to Mr Gill?.........coooiiiiiiciiie e
Family Doctor(if different from referring DOCtOr):....cvveeveieeceeseeree et
PractiCe NAME! ...ttt e e e et st e e st e st e se sbesaeeaeeneene
Medicare NO. ..ot Ref No.............. Exp. Date:....ccecvevvrerrenee.
(Number before your name)

Do you have Private Hospital Insurance? YES O NO O
If yes, which fund are you With?..........ooooiiiiiiiee s
MeEMDBErship NO.:..........ci et s et st saenaerens
When did you join the fund (only complete if within last two years)?........cccccceeevevevciieeeciieeennn.
DVA Veteran’s Affairs No. if applicable:......cocooinineieiiennnnens
Have you ever had Hepatitis?  YES [ NO [0 List Allergies if anyi.... e seevese s
Consent

| provide my consent for Mr Gill, Orthopaedic Surgeon, to collect and use my medical information for the purpose of
Research & providing accurate medical treatment with written reports to my referring Doctor.

K] F=d 1 = A0 =N Date: oo,

FOR WORKERS’ COMPENSATION INJURY

NAME OFf EMPIOYEL: .ottt et ettt st et s et ss et et aesa s beraes e s tesaennn

Date of Accident: .....ccceeveeeeeee e

DEClArQLION: |.....eeeeeeeeecveeuvevseessseerseersseessensssesssnsssssessssesssssssesssensssssssnas will be responsible for payment
of all accounts if liability is denied or disputed by the Insurer.



