MBBS (Syd) FRANZCOG Gynaecologist

PATIENT REGISTRATION / CONSENT FORM

Dr/Mrs / Miss / Ms (please circle)

Surname: Given Name:

Address:

Suburb: Postcode:

Tel Home: Tel Work: Occupation:
Mobile: Email:

Date of Birth: Known Allergies:

Medicare No: Expiry Date: No on Card:
Pensioner No: Repat No:

Private Fund: Membership No:

Next of Kin: Relation to Patient:

Tel Home: Mobile:

Referring Dr:

Family Dr:(if other than referring Dr)

l, , consent to Dr Vivian Yang
collecting any necessary medical information about myself. | understand that it may be

necessary for this information to be passed on to other healthcare providers.
Consent:

PLEASE NOTE: ADDITIONAL FEES WILL BE INCURED if Dr Yang performs a procedure in
the rooms eg, removal/insertion of a device or minor procedure etc. Specimens sent to
pathology e.g Pap smear, biopsy, etc may incur a separate fee from Pathology.

Signed: Date:



