Claim Number Injury: Consent form signed where? (TB, OT, WHC, TMC):

GENERAL PATIENT INFORMATION FORM - NORTH CITY PHYSIOTHERAPY
The following information is required so we can uniquely identify you, supply accurate information to ACC about your
injury (where required) and provide statistical data in the use of national health planning and policy.
PLEASE COMPLETE BOTH SIDES OF THIS FORM

Full Name:

Postal Address:

Home Phone: Work Phone:
Mobile: Date of Birth:
Email address:

Ethnicity: Usual GP:
Occupation: Employer:

Employers Address:
Please tell us who you would like us to contact, in the event of an emergency

Name: Relationship to you

Contact details:
Your information is helpful, however the following 2 questions are for statistics only and not compulsory

. [] Doctor [] Previous Patient [ ] Word of mouth [] Yellow Pages [] Local directory
Zggjtd:]ds_};ou hear [] KCP Physio clinic [] Newspaper [] Signage [ ] Flier [] Specialist

[] Other (please specify):
. [] GP referred me [] Reputation [] No cost [ ] Location [] Hours
\(%Z%Sédu)gu ] Able to get appointment [_] ACC Accredited [ ] Advertising [] First one | called

] No particular reason [_] Other (please specify):

Information referral to a 3" party other than my GP:
|:| | consent to the disclosure of my records, to any person / organisation necessary for the effective management of my
condition. (E.g. Specialist if referred, Case manager (with ACC, Private Insurer) Employer, Sports team coach)

|:| | consent to a discharge/update report being sent to my doctor/medical clinic

|TERMS OF ENGAGEMENT — YOUR AGREEMENT IS NECESSARY BEFORE TREATMENT PROCEEDS|
Clinic Brochure:

|:| | have read and understood the North City Physiotherapy clinic brochure.

Agreement to Pay:

|:| | understand that | am liable to pay

e For treatment charges and the costs of materials (splints, collars etc.)

e Any treatments declined by ACC or any other funder.

¢ A non-attendance fee of $40.00, if | fail to notify the North City Physiotherapy clinic | am attending at least 2
hours in advance to cancel a scheduled appointment, or if | do not attend a scheduled appointment.

Complete the following section AFTER Consultation with your Physiotherapist

INFORMED CONSENT TO TREATMENT

|:| Where relevant to my treatment plan, the following have been explained to me and | have had an opportunity to ask
questions. | understand that | have the right to decline part or all of the treatment offered to me at any time. | understand

my treatment plan and consent to being treated by a North City Physiotherapist.

[ ] | Electrotherapy [ ]| Manipulation [ ]| Mobilisation [ ] | Acupuncture (further consent req.)

Signature: Date:
(If under 16, must be signed by parent/guardian) (PLEASE COMPLETE OTHER SIDE)




Claim Number Injury: Consent form signed where? (TB, OT, WHC, TMC):

GENERAL INFORMATION

What medication are you taking, if any?

What sport do you play?

What fitness do you do, include any kind
of fitness training and general e.g.
gardening, walking the dog, golf

General Health: Do you have any health
issues that we should know about, e.g.
diabetes, heart, cancer history?

Social/other: Do you smoke or drink?

Work: What are your general work
duties?

If under 16: What are your mum and
dad’s name?

[] Dizziness [] Difficulty swallowing [] Fainting
] Double vision [] Slurred speech [ ] Nausea
Tick any you suffer from presently or have | [_] Numbness in tongue [_] Eye movement problem
suffered from in the past? [] Osteoporosis [] Cancer [] Heart [] Asthma
[] Diabetes [] Joint replacement [ ] Arthritis
[CJHIV [ Hep. C

Do you or have you in the past suffered
from any notifiable disease? Please
advise.

CULTURAL NEEDS

At North City Physiotherapy, we respect your right to be provided with services that take into account your needs, values,
and beliefs in relation to your culture. Please tell us if you have any specific cultural needs that you would like us to be
aware of when treating you:




