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Welcome to the Master Healthcare. Please help us to provide you with the most appropriate treatment possible by taking the time to complete this information questionnaire carefully and completely. Any information you provide will be treated with complete confidentiality as per Australian National Privacy Principles and not used for any purpose other than those stated on this form. 
New Patient Information 

Mr./Mrs./Ms./Miss. Other .......................................
Surname ................................................................
Given Name ...........................................................

Preferred Name .....................................................
Occupation ............................................................. 

Birth Date ...............................................................

Ph (BH) ..................................................................

Ph (AH) ..................................................................

Ph (Mobile) ............................................................
Email ...................................................................... 
Address ……………………………………………….
………………………………………………………….
Emergency Contact ...............................................
Emergency Contact Number .................................

Healthcare Professional ……………………………..
Address ………………………………………………..

………………………………………………………….

Phone ………………………………………………….

Referred By: 
Family | Friend | Colleague

Other ………………………………………………

Pre-Consultation Screening
Have you had previous fractures?  Yes (  No (  If so, locations and dates ....................................................
Have you had previous surgery?    Yes (  No (  If so, locations and dates ....................................................
Have you had an major injury or trauma?  Yes ( 
No (  If so, symptoms and date/s .....................................
Other medical conditions / previous medical diagnoses (Describe) .................................................................

...........................................................................................................................................................................

Current Medication ...........................................................................................................................................
Are you a Smoker?   Yes (  No (    If yes, how many per day? ………………………………………………….


Patient Consent for Consultation and Treatment 
There may be associated risk with any therapeutic intervention. Your careful responses to the questions asked in this patient history will assist us to ensure that any risks are minimised and the appropriate care is provided. If you have any other questions, please ask your Master Healthcare clinician. I understand that there are some risks with any form of care. I have discussed my risks with my Master Healthcare Clinician, have been given the opportunity to ask questions and am satisfied with the answers. I understand that I can choose to cease care at any time. Having discussed and understood the programme of care outlined for me, I grant permission for care to proceed.
Signature: ……………………………………………………………………  Date: …………………………………
Master Healthcare
Initial Patient Form [IPF]
Version 1.4
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