
PATIENT INFORMATION SHEET  
Maria Clinic  

 
 
Mr     Mrs    Miss    Master   Ms 
 
First Name: ………………….…..  Middle Name(s):  …….……..….. Last Name: 
…………………..…… 
 
Known As (Optional) ………………………      Aboriginal or Torres Strait Islander:   Y / 
N   
 
Male/Female         D.O.B:  …………………………….       Country of Birth: 
…………….…………..…… 
 

 
 
Medicare Card Number: …………………………………………………………….… 
 
Expiry Date: …………………………….                    Position on the card: ……… 
 
 

  
Address: 
……………………………………………………………..………………………………………………….…… 
 

………………………………………………......................................................  Postcode: 
……………....…. 
 
Home Number: ……………..  Mobile Number: ……..……………… Work Number: 
………………..... 
 
Email Address: 
…………………………………………………………………………………………………………… 
 
Would you like to be contacted via SMS for apt reminders, recall and other test 
reminders or medical services we offer?                    YES            NO 
 
Healthcare / Pension card number: ………………………………… Expiry 
Date:..…….………………. 
 
Veteran affairs card number (white or gold): 
…………………..……………..…………………………… 
 
 
 



Next of Kin (Full Name): ………………………………………………..  Relationship: 
……………………..  
 

Contact Number: …….……..……………………… 
 
Emergency Contact (Full Name): ……………………………………  Relationship: 
……………………..  
 

Contact Number: …….……..……………………… 
 

 
Signature ……………………………..… 

 
Practising Doctor:           DR MARIA            DR KYAW            DR AUNG 


