
  New Patient Information Form                
                           Confidentiality assured 
Date:        Referred by: 

 
Name 

Date of Birth 
Address 

 
Home phone                                                        Fax 

Mobile 

Email 
Occupation 

Height                                                                    Weight 

Next of Kin                                                             Phone 

 
GP  

 

Suburb 

Specialist 
 

Suburb 

 
Please list your main concerns and reasons for this appointment 

 
1. ______________________________________________________________ 

 
2. ______________________________________________________________ 

 
3. ______________________________________________________________ 

 
Have you had any investigations/ tests/ operations / hospitalisations. Please list 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 

________________________________________________________________ 
 

Current medications, herbal or nutritional supplements 
 
Name Dose 

  

  

  

  

  



 

Medical History – Self and family - please circle or tick 
 

                                         Self Mother’s side Father’s side 
Allergies     
Arthritis    
Asthma     
Autoimmune disease    
Bowel disorder    
Cancer    
Cardiovascular disease    
Depression    
Diabetes    
Eczema or Psoriasis    
Epilepsy    
Endometriosis    
Fibroids    
Gastroenteritis/Giardia etc    
Hepatitis    
Hospitalisations/operations     
Hysterectomy    
Infertility / Miscarriage    
Osteoporosis    
Sexually transmitted 
disease  

   

Thyroid disease    
Other 
 

   

 

Social history 
 

Cigarettes/tobacco – amount/day 

 
Alcohol – units/day 

 
 

Caffeine beverage intake – type, amount per day 

 

 

Water intake – glasses/day 

 

 

Exercise – type, duration, frequency 

 
 

Allergies / Intolerances / Foods You Avoid 
 

 
 


