Narrabeen Sports & Exercise Medicine Centre
Sports medicine Information Sheet

Important - Privacy Notice
Information collected by us about you will be stored according to requirements of Federal Privacy legislation. It will only be

passed on where appropriate to the care of the medical problem about which you consulted us (e.g. to your physio or local
doctor), or where legally required. If you require more information, ask a staff member or your treating doctor.

‘Mr / Mrs / Miss / Ms / Dr (Please Circle) Today’s Date: [ |
Given Names: Surname:
Address:

Dateof Birth /| [ Age: Occupation:

Telephone:(H) (W) (M)

Email:

MedicareNO: . Ref. No. next to name:

* Parents Name (If Child): boB: | |
Parents MedicareNOo: o Ref. No. next to parents name:

GP’s Name: Physiotherapist Name:

Private Health fund : Number Ref

Dep Veteran Affairs No : Exp:

Workers Compensation Claim / Third Party Claim (please circle) YES or NO

Date of Injury: / / Claim Number:
Insurance Company: Address:
Case Manager: Phone Number:

The above information is correct to the best of my knowledge. | have read the privacy notice above. | understand
that | will be personally responsible for my accounts .

Patient/ Guardian’s Signature: Date: | |/

Please READ AND COMPLETE OVER PAGE

Sport, Exercise or Activity

spor e or Actviy | Teniee | pononmayers | Cprmicor
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2,
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4,

Are you likely to be drug tested in your sport? (please circle) YES or NO



Do You Take Any Medications? Do You Have Any llinesses?
Please List. Include the Condition The Medications Treat.

Have You any Surgical Procedures? Do You Have Any Medical Allergies?
Please List Dates.

Does Your Family Have Any llinesses That Follow Generations?

Please Summarise Your Problem Including Dates and Main Issues You Are Wanting To Rectify.

Do you have any Previous Significant Injuries

Doctor to Complete (Below)

Date: [ [ Condition:




