	PLEASE COMPLETE THE DETAILS IN BLOCK LETTERS





	SURNAME: 

GIVEN NAMES IN FULL: 

MR. MRS. MISS. MS (please circle)                                             DATE OF BIRTH:

ADDRESS: 

                                                                                                         POST CODE: 

PHONE – HOME:                                               WK:                                          MOB: 

OCCUPATION: 

EMPLOYED AT:

NEXT OF KIN: 




	MEDICARE NO:                                                                       REF NO: (order of your name)                 

VETERAN’S AFFAIRS NO.                                                     GOLD CARD NO.
PRIVATE HOSPITAL INSURANCE – YES/NO (please circle) 

NAME OF HEALTH FUND:                                                     M/SHIP NO: 




	REFERRING DOCTOR’S NAME AND ADDRESS: 
___________________________________________________________________________________



	IF CLAIMING WORKCOVER:

EMPLOYER’S NAME AND ADDRESS: 

___________________________________________________________________________________
NAME OF INSURANCE COMPANY: 

CLAIM NO:                                                                           DATE OF INJURY: 
TAC CLAIMS ONLY:

CLAIM NO:                                                                           DATE OF ACCIDENT: 




	Reason For Consultation
	 Tick if relevant
	Duration
	Additional Comments

	Thyroid nodule


	
	
	

	Thyroid cancer


	
	
	

	High calcium / Parathyroid disease


	
	
	

	Salivary gland mass


	
	
	

	Neck mass


	
	
	

	Neck pain


	
	
	

	Throat pain


	
	
	

	Hoarseness or voice issue


	
	
	

	Tonsil or adenoid issues


	
	
	


Additional Medical Problems (e.g. blood pressure, cholesterol, etc) 

______________________________________________________________________________________________________________

Past Surgeries

______________________________________________________________________________________________________________

Medications
Allergies
_______________________________________________________


