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Allied Health New Patient Forms  

Physiotherapy  /  Lymphodema screening  /  Dietetics  /  Speech  /  Psychology  /  Men’s Health Physiotherapy   

PERSONAL AND ADMINISTRATION DETAILS   

Mr Mrs Ms     Miss      Dr     Other                     Marital status:_____________________________  

First name(s):______________________________________ Preferred name:_____________________________  

Surname (family name):_____________________________________ Date of birth:_______/_______/_________  

Gender:            Male Female Non Binary               Transgender                 Other   

Preferred pronouns:           He/him She/her They/them                  Other   

Sexuality:      Heterosexual Homosexual Bisexual        Prefer not to say             Other   

Nationality:_________________ Country of birth:__________________ Preferred language:_________________  

Do you identify as:       Aboriginal Torres Strait Islander Both                   Neither   

Street address:________________________________________________________________________________  

Suburb:___________________________________ Post code: _________________________________________  

Postal address (if different to above):______________________________________________________________  

Telephone: (Mobile)____________________   (Home)__________________     (Business)____________________ 

Email address:________________________________________________________________________________  

EMERGENCY CONTACTS  

Next of kin (first contact in an emergency)    

First name(s):____________________________ Surname (family name):_________________________________  

Address:_____________________________________________________________________________________  

Telephone: (Mobile)_______________________ Relationship to patient:_________________________________  

Emergency contact (will be second point of contact in an emergency)   

First name(s):____________________________ Surname (family name):_________________________________  

Address:_____________________________________________________________________________________  

Telephone: (Mobile)_______________________ Relationship to patient:_________________________________  

HEALTH FUND, MEDICARE, DVA  

Medicare  

Medicare number:           Ref:                Expiry: /  

Department of Veterans Affairs   

Gold           White              Card number:  Expiry: /  

Private health:  

Name of fund:______________________  Membership number: _______________________  Ref:                  

MEDICAL HISTORY  

Do you have an Advanced Care Directive?       Yes         No    

 



  

Page 2 of 3  

  

Name: ________________________________ 

DOB: _________________________________ 

Post Code: _____________________________ 

 

 

 

 

MEDICAL HISTORY (continued)   

Do you have any of the following:  

Heart issues? (circle)  
Heart attack  /  Angina  /  Palpitations  /  Heart murmur   
/ Irregular heart beat  /  Pacemaker  

No   
Elimination issues? (circle)  
Bowel problems  /  Bladder problems  /    
Incontinence  

No   

High blood pressure issues? (circle)  
High blood pressure /  Low blood pressure  

No   

Any of the following? (circle)  
Strokes  /  Mini Strokes  /  MS  /    
Motor Neurone Disease  /  Brain Surgery   

No   

Peripheral Vascular Disease?                         Yes   
No   

Parkinson’s Disease?                                                 Yes   
No   

Implant devices or prosthesis? (circle)  
Joint  /  Heart valve  /  Lap ban  /  Stents  /   Stimulators  
/  Shunts  /  Eye lens  /  Other  

No   
Any of the following? (circle)  
Short term memory loss  /  Confusion  /  Dementia   

No   

Any of the following? (circle)  
Asthma  /  Bronchitis  /  Emphysema  /    
Shortness of breath  /  Pneumonia  /  TB  

No   
Any of the following? (circle)  
Mental illness  /  Anxiety  /  Depression  

No   

Diebetes? (circle) Type 
1  /  Type 2  

No   

Have you been diagnosed with chronic pain?    Yes   

No   

Any of the following? (circle)  
Blood disorders  /  Bleeding problems  /    
Bruise easily  /  Anaemia  

No   
Skin conditions? (circle)  
Existing wounds  /  Pressure areas  /  Ulcers  

No   

Any of the following? (circle)  
Blood clots in legs  /  Blood clots in lungs  

No   Any of the following? (circle)  
Faints  /  Black outs  /  Dizzy spells   

No   

Have you had a blood transfusion?              Yes   
No   

Have you had any falls in the last 12 months?     Yes   
No   

Do you have arthritis?                                     Yes   
No   

Do you have any hearing impairments?                Yes   
No   

Epilepsy or seizures?                                        Yes   No   Do you have any vision impairments?                   Yes   No   

Allergies  

Do you have any allergies? (please list below if applicable)                Yes                No    
Allergy:_______________________________________ Reaction:_________________________________________________________  
Allergy:_______________________________________ Reaction:_________________________________________________________  
Allergy:_______________________________________ Reaction:_________________________________________________________  

Please list your current medications: (please attach extra sheet if required)  

_____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________ 

CANCER AND TREATMENT  

Cancer Diagnosis:________________________________________________________________________________________________  
Have you had any Oncological surgery?        Yes                No       Date & details:________________________________________  

Chemotherapy  

Is or has chemotherapy formed part of your treatment?        Yes                No        
 
If Yes, what is your start date:______________________________        What was your finish date:______________________________  

Radiotherapy  

Is or has radiotherapy formed part of your treatment?  

 Yes                No         

If Yes (please include dates if possible):  
When did you start:__________________________  
When did you finish: _________________________  

Genesis      
ICON           
RAH             

Hormone treatment  

Is or has hormone treatment formed part of your treatment?          Yes                No         
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Name: ________________________________ 

DOB: _________________________________ 

Post Code: _____________________________ 

 

 

INFECTION CONTROL ASSESSMENT    

Have you had any of the following recently? (circle)  Cough  /  Cold  /  Chest infection  Yes    No   

Are you currently taking any antibiotics?  Yes    No   

Have you had any illnesses such as gastroenteritis within the last 14 days?   Yes    No   

Have you been in contact with someone who has had chicken pox within the last 14 days?   Yes   No   

Are you vaccinated for Covid-19?                         1 Dose                      2 Doses                         3 Doses No  

  

INFORMATION SHARING CONSENT  
It is important that we can communicate with your treating doctors to ensure safe and effective care. Lift Cancer Care 
Services requires your consent to collect personal information. Please read this consent form carefully, tick the box if 
satisfied and sign below. By agreeing to give my consent, I understand how this information will be used, and that this 
information will not be passed on to other third parties except to those detailed on this form unless otherwise agreed to. I 
give permission for my personal health information to be used for admin purposes to assist the running of Lift Cancer Care 
Services and for providing quality health care, including disclosure to others involved in my healthcare, such as treating 
doctors and specialists.   

My treating Doctors who I give information sharing consent to are:   
 

 Doctor’s name Practice name Suburb Please tick: 

General 
Practitioner 

   

Medical Oncologist    

Radiation 
Oncologist 

   

Surgeon    

Cardiologist 
Last seen: 

   

Other    

I give consent for disclosure of my clinical information (including any x-rays, biopsy results and clinical 
data) to be used for discussion with the clinicians I have named as above, for my de-identified 
information to be used in research and commercial development and that all information will be 
handled in accordance with relevant privacy legislation. I understand that by ticking the box to the right 
that Lift Cancer Care Services is authorised on my behalf to obtain and share my relevant personal 
health information, and I am free to withdraw my consent at any time by verbal or written notification.   

Please tick to 
confirm 

information 
sharing consent:  

 

Patient’s signature:__________________________________________________ Date:______________________  

OR  

I am unsure and would like to discuss this further with someone from the LIFT team before 
I sign.  

  

 

FINANCIAL CONSENT 

I understand that the payment for any treatment is my responsibility.  In some instances there may 
be a rebate applicable from Medicare, Private Health or DVA, which will be applied after payment of 
my account, however if this is not the case I agree to pay my account in full.  

Please tick to 
confirm financial 

consent:  

 

Patient’s signature:__________________________________________________ Date:______________________  

 


