
PERMISSION TO COLLECT & STORE INFORMATION: 

We need to collect & store information about you: 
 
To help us provide good and safe treatment and to provide Government bodies with information for its intended 
purposes. And to keep information in your medical file allowing only authorised staff to use that information.  
 
I have read the above explanation and agree to the collection and storage of information. 
 
 

Signed:                            Date:  

Relationship (e.g. parent)   
 

 

                      

PLEASE COMPLETE THE FOLLOWING 
And bring to your first appointment 

TITLE:  NHI:  

FIRST 
NAMES: 

 KNOWN 
AS: 

 

LAST 
NAMES: 

 DATE OF 
BIRTH: 

 

HOME 
PHONE: 

 WORK 
PHONE: 

 

MOBILE:  EMAIL:  

 
PHYSICAL 
ADDRESS: 

  
BILLING 

ADDRESS: 

 

  

  
  

INSURANCE  
CO. 

 GP:  

NEXT OF 
KIN: 

 RELATIONSHIP:  

PHONE:  

Have you been admitted into Hospital in the last 3 years?          Y / N 

If yes, when?  

If yes, what for?  

CURRENT 
MEDICATIONS: 

 

 

 


