Dr Ahmed Saeed Goolam
BSc MBBS (UNSW) FRACS (Urol)

Syd ney Provider No. 2827359X

H Suite 406, San Clinic
Ul’O'OQlcal 185 Fox Valley Road
Associates Wahroonga NSW 2076

P 02 9052 7586
F 02 9053 6719

PATIENT REGISTRATION FORM — DR AHMED GOOLAM E reception@drgoolam.com.au
Practice locations:

Information supplied by you is kept strictly private and confidential and will assist in providing Wahroonga

the best possible care for you. Northern Beaches
www.urologist.net.au

PATIENT DETAILS Please complete ALL sections below

Title: wooeveveeeeeeieeeeee First NGMe: .......oueeveviviiiiiiiiieiieciieee e SUMNGME: ...ttt

Date of birth: ............. Y AT Y ST Height (cm): ...cuceveeveann. Weight (kG): ....cecvvvervennn.

LANGUAGE SPOKEN QT NOME: ......ooceeeie ettt ctee et e et te et e e e et eesette e e sa bt eeaa st teaesansee s nsaeaessneeesnnseae e seneeeen seeeenn

Yo o [ =X 1 =1 =1 oSO OO TR PP O O PUPUPPOPRP

SUDUID: ..ottt et ettt et sttt et e e e e bt sanb e et eeneae e saneeaees Postcode: .......cccveeueennne.

Telephone: HOmMe .........c.ueeeeeeeeiieeeecciee e eeeae e 1Y o] o =SSP

Private EMQIl: ........uooieueeeeeeiiie e ceee e svae e e e OCCUPALION: ...ueeeeieeeeeee e e

L 1 consent to receiving medical information such as test results/request forms via the email | have provided

Next of kin details: NAmMe: ...........ccooeueeeeecieieceee e e vae e srae e Relationship: .......ceeeeeeeeevicieeeeccieeenen

Primary telephone NnUMDbEr: .............ccueeceveeeeccieeeeeeceeeeciriieenn, Secondary telephone number: .............ccccueuu....

MEDICARE AND HEALTH INSURANCE DETAILS

MediCare NUMBET: ............occcevoeeiiieee e eeeeee e eeeeeeeeee e 1=/ Expiry date: .......cooevveeeeeeeieeeceeeen,
Private health fund: ...............ccouveeiiieieeciie e Membership nUMDbEr: ............ccoeeceueeeciiieecciie e
DVA card NUMDBETr: ...........oueeeeieeeeeciie e eccrieeeeeee e Card type: Gold / White

Pensioner card (blue)no: : ..........coeeeeceviiiieeeecciee e, Expiry date: .........ccovveeevereeeeceeeene

YOUR LOCAL DOCTOR’S DETAILS

GP'S INGME: vttt e e st ae e e s ssbeaaeees SUBDUID: .o

Were you referred by your GP? Yes / No

Name of referring doctor if different t0 YOUr GP..............oocceeeeeeciiee ettt ae e e (continued over)



MEDICAL HISTORY PatieNT NAMC. e

Do you have any allergies: Yes [ No If yes, please list tRem: ..........cc..ccveueveeieneiiiiie ettt s e

Do you currently smoke? Yes / No Have you ever smoked? Yes / No For how many years? ...

Do you drink alcohol regularly? Yes / No

Do you take any blood thinning medications? Yes / No (e.g. Aspirin, Warfarin, Clopidogrel, Rivaroxaban, etc.)

Please list any medical problems and conditions: Please list all past surgeries:

PRIVACY

From December 21, 2001, the Federal Privacy Act of 1988 was amended to apply to all doctors in private practice. It is
required that a fully informed voluntary consent is obtained before or as soon as practical after the collection of health

information.

Providing you with the best care requires a full knowledge of your health information by all members of a medical team,
which may be shared from time to time, including by electronic means. This may include referring and consulting
doctors, allied health staff, pathology, radiology, anaesthetists, Medicare, private health funds and debt collections

agencies.

Consultation fees are expected to be paid in full at the time of your appointment. These fees are above the Medicare
Benefits Schedule (MBS) fee. You will be able to claim the MBS benefit from Medicare with the receipt issued if you have

a valid GP/Specialist referral. | agree to take responsibility for the complete and timely payment of all my accounts.

Your health information may be used in a de-identified manner for surgical audits, clinical research, etc. Record keeping
may also include medical imaging and photographs. The privacy of individuals is strictly maintained when reporting

results of audits or research to the profession.

(1 | have read and understood the above and consent to information, medical imaging and photographs being used
for the secondary purpose of audit and research by Dr Ahmed Goolam and associates. | also consent to medical records

and medical imaging being destroyed after seven years if | am no longer being treated by Dr Ahmed Goolam.

| consent to information being uploaded to MyHealth Record
If you have any questions in relation to this consent form or our Privacy Policy, please ask our staff for more details.

FUITNAME: ..ottt If guardian, relationship to patient ................cccveveeveveveeveerennnne.

SIGNEU: ..ottt ae e e ta e aenas DALE: ...ttt



