
	

A/Prof Andrew Brett – Gastroenterologist & Physician 

PATIENT INFORMATION 
26 Wreckyn Street, North Melbourne 3051   Ph:  9326 5858   Fax:  9328 4123   Email:  info@andrewbrett.com.au   

Also consulting at:  Suite G1, 173 Lennox Street, Richmond 3121 

PERSONAL	DETAILS		 	 						 		DATE	OF	APPOINTMENT:				

TITLE						DR	 MR	 MRS	 	MISS	 			MS	 				OTHER	…………...				 Occupation…………………….……….......………………...….….…	

Surname...………………..……………………….		Given	Names…........…………………..……Preferred….....………………...….….…	
	 	 	 	 	 (as	it	appears	on	your	Medicare	card)	

Address:			…..…………………..…………………………………..........…………………..…………………………..		Postcode:		…………..…..	
(Residential)	
Address:			…..…………………..…………………………………..........…………………..…………………………..		Postcode:		…..………..…	
(Postal)	
Date	of	Birth		…..…………….…………………..…				Marital	Status	………………………………………					 Sex	 M	 F	

Telephone	(Home)			…..…………………..…………………..………Telephone	(Work)	…………………………………………………… 

Telephone	(Mobile)	…..…………………..………...…….……………Email:	………………...………………………………………………… 

CONTACT	PERSON	IN	CASE	OF	AN	EMERGENCY	

Surname		….....………..………………..…..….	Given	Names	……….…........…………………..……	Relationship…..………………...….	

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

Telephone	(Home)	….……..………….....……..…	(Work)……...………..…..……….………	(Mobile)	…….….……..…………………… 

REFERRING	&	LOCAL	DOCTOR	(GP)	DETAILS	 		

Referring	Doctor	…..………….………………….……..……………………..….….	Telephone		……………………………..……………...…	

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

Local	Doctor	(GP)	..………….…………….…...………...……………..………...…...	Telephone		……………………………………………...	
(if	different	to	referring	doctor)	
Address:			…..…………………..………………..……………………..........…………………..…………………….		Postcode:		………..…….....	
Other	Treating	Dr/s	……….……………..……...……………….…………...…...	Telephone		……………………………………………...…	

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

ACCOUNT	INFORMATION	DETAILS	 		

Person	Responsible	for	Account:		…….……………….……..……………………..….….	Telephone		…………………..……………...…	

Medicare#				c		c		c		c					c		c		c		c		c				c				Ref#		c				Expiry	Date:						…....……..….	

Private	Health	Insurance			YES		/		NO					Fund	Name:	….…………….……..……………….….	Member#.…….…..……………...…	
Please	provide	join	date	of	Health	Fund	if	this	is	within	the	last	12	months					Date	Joined:	..………..…….…	

Veterans	Affairs#……………………………	Pension/HCC#	………….……..……………….….	Expiry	Date:	.………..……………...…	

I	give	my	consent	for	A/Prof	Andrew	Brett	to	use	my	information	to	communicate	with	other	health	professionals.		I	also	understand	that	I	shall	pay	A/Prof	Andrew	
Brett	 for	all	costs	actually	 incurred	by	A/Prof	Andrew	Brett	 in	the	recovery	of	any	monies	owed	by	myself	 to	A/Prof	Andrew	Brett	under	this	Agreement	 including	
administration	 costs,	 recovery	 agent	 costs,	 repossession	 costs,	 location	 search	 costs,	 process	 server	 costs	 and	 solicitor	 costs	 on	 a	 solicitor/client	 basis.	

Print	Name:……………………….…..……………...…		Signed:.	………..……………………..……………...…		Date:..……………...…	


