
CMP NEW PATIENT REGISTRATION FORM 
 

Title (pls circle) Mr     Mrs     Ms     Mstr     Miss First Name  

Surname  Date of Birth  

Middle Name(s)  

Sex at Birth  Male               Female               Not Stated               Intersex/Other 

Gender Identity Male        Female        Intersex             Indeterminate             Prefer not to say             Other               

Medicare No  Patient No:  Exp Date: 

Do you identify as Aboriginal 
or Torres Strait Islander?      Aboriginal               Torres Strait Islander               Both                 Neither 

Home Address  

Contact Number/s Mobile: Work: Home: 

Email  

NOK details 

Name: 

Phone: 

Relationship: 

Country of Birth  

Ethnicity  

DVA Card   White     /     Gold DVA Number: 

Pensioner CRN: Exp Date: 

Health Care Card CRN: Exp Date: 

If filling out form for a CHILD, please provide 
Parent name: 

Parent date of birth: 

I consent to receiving SMS reminders from the Practice      Yes   No 

 

 
Once you have completed filling in this form, please return it to one of our reception staff ASAP. 

 


	I consent to receiving SMS reminders from the Practice      Yes   No

