Your first enrolled appointment will be charged at the casual rate and we will book a consult with the Nurse and then the Doctor
	ENROLMENT FORM
	[image: ]

	Our Doctors: 
Dr Karl Hellyer
Dr Doug Smith
	


	2/105 Collingwood Street
Nelson 7010
Ph: 03 548 8663
Email: reception@collingwoodhealth.co.nz
EDI: tashealt

	Mr   Mrs 
Ms   Miss 
Dr    Other 
	Family Name 
 
	First Name(s)  
 

	Preferred Name 
 
	Other Names Known By (e.g. maiden name) 
 

	Gender 
  Male      Female    Gender Diverse   
	Date of Birth 
	 Country of birth

	Physical Address 
Street/Rapid number 
 
	Street 
	
	Suburb 
        

	
	City/Town                     
                                    
	
	Postcode 
 

	Contact Details 
	Home  
	Work  
	Cell Phone 

	Email

	Postal Address (if different from above) 
 


	Occupation 
	Community Services Card holder  
YES       
NO
	Card Number 
 
	High User Health Card  
YES       
NO
	Card Number 
 

	
	
	Expiry Date 
	
	Expiry Date 

	Next of kin 
	Name 
 
	Relationship 
	Phone Number 
	Cell Phone 


	Which ethnic group do you belong to?
Mark all the spaces which apply to you
	 
  

	New Zealand European
	
	Smoking Status: Do you smoke Tobacco/cigarettes? 
(please tick one)
Current Smoker 	
Never Smoked	
Past Smoker (Gave up more than 12 months ago) 

If you are a current smoker, quitting is the best thing you can do for your health. Would you like someone to contact you regarding quit support?
     YES       NO

	Maori 
	
	

	Tongan 
	
	

	Samoan 
	
	

	Other European – please state: 

	
	

	Niuean 
	
	

	Cook Islands Maori 
	
	

	Chinese 
	
	

	Indian 
	
	

	Other such as JAPANESE, TOKELAUAN please state: 
	
	


I am eligible to enrol because I live in New Zealand and meet one of the following criteria 
(please tick) I confirm that, if requested, I can provide proof of my eligibility
	a) I am a New Zealand citizen OR 
	 
 

	b) I hold a resident visa or permanent resident visa (or a residence permit if issued before December 2010) 
	 

	c) I am an Australian citizen or Australian permanent resident AND able to show I have been in New Zealand or intend to stay in New Zealand for at least 2 consecutive years 
	 

	d) I have a work visa/permit and can show that I am able to be in New Zealand for at least 2 years (previous permits included) 
	 

	e) I am an interim visa holder who was eligible immediately before my interim visa started 	 
	 
 

	f) I am a refugee or protected person OR in the process of applying for, or appealing refugee or protection status, OR a victim or suspected victim of people trafficking 
	 

	g) I am under 18 years and in the care and control of a parent/legal guardian/adopting parent who meets one criterion in clauses a–f above 
	 

	h) I am 18 or 19 years old and can demonstrate that, on the 15 April 2011, I was the dependant of an eligible work permit holder 
	 

	i) I am a NZ Aid Programme student studying in NZ and receiving Official Development Assistance funding (or their partner or child under 18 years old) 
	 

	j) I am participating in the Ministry of Education Foreign Language Teaching Assistantship scheme 	 
	 

	k) I am a Commonwealth Scholarship holder studying in NZ and receiving funding from a New Zealand university under the Commonwealth Scholarship and Fellowship Fund 
	 



Myself and/ or children choose to enrol with Collingwood Health Medical Centre as our regular and ongoing provider of general practice care.
· I understand that by enrolling with this practice I and/or my children will be enrolled with the Marlborough Primary Health Organisation (PHO) and my name address and other identification details will be included on both the Practice and the PHO Enrolment Register.
· I understand that if I or my children visit another provider where I am not enrolled I may be charged a higher fee.
· I have been given information about the benefits and implications of enrolment with the PHO, and their contact details.
· I have read and agree with the Health Information Privacy Statement.
· I agree to inform the practice of any changes in my or my children’s eligibility.
	Names of Children Under 16 enrolling including DOB
	

	
	

	
	



	SIGNATURE 
 
	                /                / 
     Day        Month       Year 


	OR Signed by AUTHORITY
	Full Name of Authority 
 
	Contact Phone Number 
	Relationship 

	Address 
	Signature of Authority 
	                      /                 / 
           Day        Month       Year 



[image: C:\Users\Consult 4\AppData\Local\Microsoft\Windows\INetCacheContent.Word\logo.jpg]




	Terms of Trade

	
We require proof of eligibility as outlined by the Ministry of Health to complete your enrolment. Refer to https://www.health.govt.nz/new-zealand-health-system/eligibility-publicly-funded-health-services/guide-eligibility-publicly-funded-health-services for further information.

Until proof of eligibility is provided you will be charged as per our visitor patient fees schedule.  A copy of this is on display in our reception and on our website, www.collingwoodhealth.co.nz 

Payment for all appointments is required on the day of your consultation.

Any invoices issued after a consultation are to be paid within 7 days of being issued.

Charges may be made for telephone consultations, forms left for completion and any other work completed by our doctors outside of consultation time.

If you wish to cancel your appointment, you must inform us at least 24 hours in advance.

We charge a Did Not Attend (DNA) fee of $20.00 if you fail to show up to your booked appointment.




	Debt Collection

	
If you fail to make payments on your account, it may be given to a debt collection agency and you will be liable for any additional debt collection costs incurred.

If a credit limit or time for payment has been exceeded, you will be notified, and we will no longer provide medical services to you, unless it is an emergency.




	
I,   __________________________________________________________________
Acknowledge that I have read and agree to the above terms of trade.


Signed: ______________________________________________________________


[bookmark: _GoBack]Date: ___________________________
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2/105 Collingwood Street
Ph: 03 548 8663
Fax: 03 548 8668
Email: reception@collingwoodhealth.co.nz
EDI: tashealt


New Patient Questionnaire

The following information is collected to ensure your health records at this practice are correct.                 It may also be used to enrol you in health screening or education programmes.
 
	Name 
	 
 
	D.O.B 
	 

	IF CHILD UNDER 5 YEARS PLEASE BRING IMMUNISATION RECORD

	Occupation 
	 

	MEDICAL HISTORY 

	Allergies 
 
	 
 
 

	Regular medications (include herbal /over the counter medications) 
	 
 
 
 
 

	Personal health history 
	 
 
 
 
 

	Last cervical smear 
	 
	Last mammogram 
	 

	Last tetanus  
	 
	Other vaccines 
	 

	Alcohol (number of standard drinks /week):  

	SIGNIFICANT FAMILY HISTORY

	Condition 
	Yes /No 
	Relationship to you 

	Heart disease 
	 
	 

	Stroke 
	 
	 

	Cancer 
	 
	 

	Diabetes 
	 
	 

	Hepatitis 
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2/105 Collingwood Street
Nelson 7010
Ph: 03 548 8663
Fax: 03 548 8668
Email: reception@collingwoodhealth.co.nz
EDI: tashealt

	 


REQUEST TO TRANSFER NOTES  
Name:  	 	 	 	 	 	 	 	 
Address: 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 
Phone:  	 	 	 	 	 	 	 	 
Date of birth:  	
NHI:________________________________			 	 
If Applicable:
Children under 16 enrolling with Collingwood Health
Family Name  	 	Given Names  	 	Date of Birth 		(For Office Use Only NHI)
 	 	 	 	 	 	 	 	 	 	 	 	
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In order to get the best care possible, I agree to the Practice obtaining my records from my previous Doctor. I also understand that I will be removed from their practice register.   
Signed: 	 	 	 	 	 	Date:  	 	 	 
---------------------------------------------------------------------------------------------------------------------------------------------- 
Name of Previous GP / Practice
To: 	 
Fax:	 
Please forward electronic notes via GP2GP   EDI: tashealt
Dr Karl Hellyer 		NZMC23607
Dr Doug Smith			NZMC35623
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2/105 Collingwood Street
Nelson 7010
Phone: 03 548 8663
Fax: 03 548 8668

Health 365 – Patient Portal Registration Form

You must complete this form and provide photo proof of identity in order to register yourself for the practice portal.

Each applicant must complete their own form and register with a unique email address.

Once you have registered you will receive a confirmation email with your user name and password.

The ‘Patient Guide to Portal’ will instruct you how to use Health365.


Full Name:
Date of Birth:
Address:

Email:
Contact phone:

I am registering myself on the portal and/or children under 16 years of age who are legally in my care.
Children/s Name:


Signed:
Above Patient or Parent/Guardian of Patient (Delete as applicable)
Date:

Please note: If there are concerns regarding any outstanding invoices, portal services may be removed.

Practice Use Only:
Patient NHI Number:

Photo ID Sighted: 	Passport 		Drivers Licence

Staff Initial:
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