Dr Andrew Higgs

MBBS MSc FRACS FAOrthA.

Orthopaedic Surgeon
PATIENT INFORMATION
Mr Mrs Miss  Ms Dr Sr Br (Please circle)
GIVEN NAMES: ..t et e e e e e SUFNAME:! it e e
ALAISS: .ttt ettt st e sttt b st et st ea e eaese e sea b e e ea e e R £ ea et eheen et et ee e enenese et en s Postcode.....cccoooveereeenennes
Phone: (H): e, (W) e (M) e e
Date of Birth: ..ot e OCCUPALION: ottt et sttt vt et er e s et st se e aeanerens
EMQIT AQAIESS: ...ttt et ettt sttt s bbb s et e b sea bt e be ses b ebeae e b ses s et e b sen b £ e e b e a R eb et eb se b b et et senbeneree s
RETEITING DOCTON: ..ottt ettt ettt ettt et et eas et etesteeteseeea s sasbesbes st eassasaseetasee st sssssssanbas st sesersaasansete et sbensesssbessentesaesarees
LOCAl DOCLON: ...ttt e e AAArESS: .ottt s st e e s
Brief description Of YOUF PrODIEMI: ...ttt ettt ettt ettt e tesae et steste e besbeatebassaesessateateetestensensssansentaranes
NEXT OF KIN: Name....ccccoeeceee et e e Relationship.....ccccoevvvevevs e Phone.....evveeceeceeceee e,

PHYSIOTHERAPY/PODIATRY (if you require a copy of your correspondence to be sent to your physio/podiatrist)
NAME: oottt vttt s e ere s Phone: ....ccooeevvveveeece e, FAX: oottt
AAIESS: ittt sttt ettt et st st st e e e s s et se et et b ehe et st e ea b ea ek ekt ee et et eReeh See s4eaeaeRbeR ekt et 4 et et e R ehe et see see e bentertebeneane

PRIVATE INSURANCE (YES/NO)

Health FUND NGME: ..ottt Health FUNd NUMDET ....ocvoiece e
Medicare Card NUMDbETr: ......ccovveeveeeeeece s Reference No (next to name on card)........ Expiry Date: .....cccceeevuenenne
Pension NUMDEr:.......cooveeeve et Expiry Date:...cccevvvveeviecreceene

If Veteran, DVA NUMDET: ....oocvvvveeiieieee e

WORKERS COMPENSATION DETAILS/THIRD PARTY (If appropriate)

INSUraNCE COMPANY: cviieieeeeceeetesteee ettt ee e ereste st see s e sesaesassans Claim Number: ...

Date of INjUury: .o (6011 - [ o OO TSR

AAAIESS: .ttt et te st st e et r et s s eassanetestennenenn Telephone NO: ...t s
EMPlOYEr'S NAamME. ...cooiieeeeeeetet ettt e s vt et eb e CONLACE ittt et st s s aaer e
AAAIESS: .ttt te st st e e e b b es s eassanetesae e nnen Telephone NUMDET ...

The above details are true to the best of my knowledge and permission is hereby given to release medical details to my local
doctor, Insurance Company and other medical providers upon request. | also give Dr Higgs permission to access any of my
medical records that he requires. In addition, | understand certain information may be used for medical research and audit
purposes.

SIGNED: ... veeetiireie e cieiiessenneneaeteteses sessssssssasessansasesssass sessessssssnsnsnss sasane e ssssssssnssnsnsassaseaneas Date: i e



