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Clinical Professor Prasad Kumarasinghe
MBBS, MD, FCCP, FAMS, FACD
Consultant Dermatologist



TITLE	□MR	□MRS	 □MISS  □MS	  □DR
FIRST NAME (As shown on Medicare Card)_________________________________________________
SURNAME (As shown on Medicare Card) __________________________________________________
MIDDLE NAME(S) _________________________________________________________________________
KNOWN AS_______________________________________________________________________________
MAIDEN NAME ___________________________________________________________________________
DATE OF BIRTH __ __/__ __/__ __ __ __   
COUNTRY OF BIRTH_______________________________________________________________________
GENDER   □M   □F	MARITAL STATUS_____________________________________________________
OCCUPATION____________________________________________________________________________
ADDRESS_________________________________________________________________________________
SUBURB________________________________________  STATE________POSTCODE__ __ __ __
TELEPHONE (Mobile) __ __ __ __   __ __ __   __ __ __  (Home) (08) __ __ __ __   __ __ __ __
YOUR EMAIL ADDRESS_____________________________________________________________________
REFERRING DOCTOR _______________________USUAL GP (If different) ________________________

                                            GP/ SPECIALIST (Please circle)
[image: Text

Description automatically generated]MEDICARE NO. __ __ __ __    __ __ __ __ __     __(No. to the left of name on card)



REF NO. ____
VALID TO __ __/__ __ __ __
If patient is under 18
Parent Full Name________________________________
Parent DOB __ __/__ __/__ __ __ __(No. to the left of name on card)



Parent Ref No. ____ 

NEXT OF KIN FIRST NAME___________________________________________________________
SURNAME_________________________________________________________________________
NEXT OF KIN REALATION TO YOU____________________________________________________
NEXT OF KIN CONTACT NO.__ __ __ __  __ __ __  __ __ __  
PRIVATE HEALTH INSURANCE________________________FUND NUMBER________________
HEALTH CARE CARD/ PENSION_________________________________ EXPIRY____________
VETERANS’ AFFAIRS GOLD CARD NO.___________________________ EXPIRY____________
ARE YOU ALLERGIC TO ANY MEDICATIONS?    □YES     □NO

PLEASE LIST YOUR ALLERGIES______________________________________________________
_________________________________________________________________________________
CURRENT MEDICATIONS___________________________________________________
________________________________________________________________________________
CURRENT CREAMS AND LOTIONS________________________________________________
________________________________________________________________________________
PREVIOUS SKIN DISEASE, SKIN CANCER, MELANOMA ______________________________
________________________________________________________________________________
ALLERGIES TO TABLETS, MEDICATIONS, CREAMS OR SURGICAL DRESSINGS __________
________________________________________________________________________________
FAMILY HISTORY OF SKIN DISEASE OR OTHER ILLNESSES _____________________________
_________________________________________________________________________________
ARE YOU ON ANY BLOOD THINNERS?   □YES    □NO   WHICH ONE__________________
_________________________________________________________________________________
All accounts are the responsibility of the patient.
I agree to pay a fee of $50 for each unattended appointment unless I give 48 hours’ notice of cancellation.
I acknowledge that I will be responsible for all costs incurred in recovering any overdue accounts.

Signature______________________________________ Date __ __/__ __/__ __

PATIENT PRIVACY INFORMATION 
We aim to provide high quality dermatological care. In order to perform this task we will ask you for some personal details. These details will be collected and recorded, both by staff and myself. 

The Australian Privacy Act requires medical practitioners to obtain consent from patients to collect, use and disclose their details. 

Basic information is used to identify your record and may be used for Medicare and accounting purposes, to plan and organise any test, investigations and medical referrals.

The remainder of your medical record is strictly confidential. A report will be sent to your referring doctor unless you specifically request otherwise. If further referral is required, information may be included in the referral letter. Other than meeting medical and legal requirements, information is not released to anyone else without your approval. 

If any of the details in your record change, please let my staff know so they can make any corrections. 

I consent to the collection, use and disclosure of my personal information as indicated above. 


PRINT NAME______________________________________________________________________
SIGNATURE____________________________________________ DATE __ __/__ __/__ __ __ _
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