
New Patient (Child) Registration Form 

Dear Parents / Caregiver, thank you for choosing to register with the Choice of Living Health 

Centre as a patient. As standard practice, we collect information about our patients in order to 

provide the best individualised care. The information that you provide to us will be recorded and 

kept confidential, accessed only when needed by your healthcare provider.  

PERSONAL INFORMATION 
Surname: _________________________ Given Name: ______________________________ 

Middle Name: _____________________  Preferred name: ___________________________ 

Date of birth: ______ / ______ / ________ (dd/mm/yyyy)  Gender:  Male / Female / Other 

Ethnicity: (please circle) Aboriginal / Torres Strait Islander / Other: ______________________ 

Residential address: 

____________________________________________________________________________

________________________________________________          Postcode: ______________ 

Medicare card number: ________________________________ Expiry date: ____________ 

Parent / Caregiver: _______________________________ Relationship: ________________ 

Contact number: Mobile: ________________________ Home: _______________________ 

Email address: _________________________________________ 

Emergency contact: ______________________ Relationship: _______________________ 

Address:____________________________________________________________________

____________________________________________________________________________ 

Contact number: ________________________________ 

Do you wish to be included in our recall / reminder system?   YES / NO 

Would you like to receive SMS for appointment reminders?  YES / NO 

Do you give permission for non-identifiable information to be included in YES / NO 

future clinical audits, in order to enhance patient care in our practice? 

Would you like to register with My Health Record?  YES / NO 

BIRTH HISTORY 
(complete if your child is under 12 years of age) 

Was there any antenatal complication?  YES / NO 

Was your child’s birth premature?  YES / NO 

Type of Delivery:  Vaginal / C-section  

Birth Weight: ________________    Height____________Head Circumference __________ 

Was there any postnatal complication? 

Was your child breastfeed/formula feed/both? 

PAST MEDICAL HISTORY 
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Has your child ever been admitted to hospital?     YES / NO 

Has your child ever suffered any illness?  

(eg: ear infection, asthma, eczema and fracture etc)  YES / NO 

Family History 

(eg: diabetes, asthma, eczema etc) 

Immunisation   

Has this child been fully immunised?  YES / NO / UNSURE 

Medications and supplements the child is currently taking. 

Name Dosage Frequency Duration 

Allergies and food intolerances 

Name Reaction Severity 

Parent / Caregiver name: _______________________________  

Date: ____ / ____ / ______ 
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