
    
  

INFORMATION FOR MEDICAL RECORDS 
 
SURNAME: ……………………………………………………………………………………. Ms/Miss/Mrs/Mr/Other 
 
GIVEN NAME/S: …………………………………………………………………………………………………………………. 
 
ADDRESS: ………………………………………………………………………………………………………………………….. 
 
HOME PHONE: …………………………………….      MOBILE PHONE: ………………………………………….. 
 
WORK PHONE: ………………………………………     OCCUPATION:……………………………………………….
          
EMAIL ADDRESS:………………………………………………………………………………………………………………… 
 
PREFERRED CONTACT:  ! SMS   ! EMAIL  ! PHONE 
 
DATE OF BIRTH: ………./………./………. 
 
MEDICARE NUMBER: ………………………………………………………….. POSITION ………… 
 
AGE PENSION NUMBER: ……………………………………………………………. 
 
PRIVATE HEALTH INSURANCE:   ! YES  ! NO 
      
 
FUND NAME: ……………………………………………MEMBERSHIP NUMBER: ………………………………... 
 
 
NEXT OF KIN 
 
NAME: …………………………………………………………………………………………………………………………………. 
 
RELATIONSHIP TO PATIENT: …..……………................................................................. 
 
PHONE: …………………………………………………… 
 
ADDRESS: ………………………………………………………………………………………………………………………….. 
 
 
REFERRING DOCTOR 
 
NAME: …………………………………………………………………………………………………………………………………. 
 
ADDRESS: …………………………………………………………………………………………………………………  
 
PROVIDER NUMBER: …………………………………………………………    P T O  

Peter Y. Milne 
 

F.R.A.C.S., F.R.C.S. (Eng), F.A.C.S. 
Vascular & Endovascular 

Surgeon 
	



 
GP DETAILS  
 

! SAME AS ABOVE  
 
NAME: …………………………………………………………………………………………………………………………………. 
 
ADDRESS: ………………………………………………………………………………………………………………………….. 
 
PROVIDER NUMBER: ……………………………………………………… 
 
Any other doctors you wish to receive correspondence; 
 
NAME: …………………………………………………………………………………………………………………………………. 
 
ADDRESS: ………………………………………………………………………………………………………………………….. 
 
PROVIDER NUMBER: ……………………………………………………… 
 
ACCOUNTS TO  ! SELF  
 

   ! OTHER (Please fill in details below) 
 

NAME: …………………………………………………………………………………………………………………………………. 
 
ADDRESS: ………………………………………………………………………………………………………………………….. 

 
    ! TAC  
     
CLAIM NUMBER: …………………………………………  DATE OF ACCIDENT:  ………./………./………. 
 
    ! WORK COVER  
     
EMPLOYER NAME: ……………………………………………………………………………………………………………….. 
 
AGENT:  ……………………………………………………………………………………………………………………………….. 
 
ADDRESS: ……………………………………………………………………………………………………………………………. 

 
ALLERGIES 
 
…………………………………………………………………………………………………………………………………………….. 
 
CURRENT MEDICATIONS 
 
…………………………………………………………………………………………………………………………………………….. 
 
RELEVANT MEDICAL HISTORY  
 
……………………………………………………………………………………………………………………………………………. 
 
HOW DID YOU HEAR ABOUT US? 
 
……………………………………………………………………………………………………………………………………………. 

 
 Cabrini Medical Centre  Phone: (03) 9500 – 0876  also @ Laservein Co  

Suite 37, 183 Wattletree Road Fax: (03) 9576 – 1391   275 Wattletree Road 
Malvern , VIC,3144	  Email: manager@pymilne.com.au MALVERN, VIC,  3144	


