
Dr Alison Roberts, Consultant Psychiatrist 

New Patient Registration Form 

Date: _______________ 

Title: ______  Surname: ________________________ Given Names:___________________________  

Date of Birth: ________________  

Birth Sex:  _________________________ Gender Identity:_____________________________________ 

Home Address: _________________________________________________________________________ 

_________________________________________________________________________________________ 

Postal Address (if different from Home Address): _________________________________________ 

_________________________________________________________________________________________ 

Home Phone Number: _______________________ Mobile Number: _________________________  

Email: ______________________________________ 

Occupation:_________________________________  Work Phone Number: ____________________  

Medicare Card Number: _____________________________ Medicare Reference Number: ______ 

Medicare Card Expiry Date: _______________ 

Individual Healthcare Identifier (IHI)_______________________________________________________ 

DVA Card Number: _________________________________ Type of DVA Card: _________________  

Expiry Date: ________________ 

Private Health Fund: ________________________________  Policy Number: ___________________

General Practitioner: ____________________________________________________________________ 

_________________________________________________________________________________________ 

Pharmacy:_______________________________________________________________________________ 

_________________________________________________________________________________________ 

Emergency Contact Person 

Name: __________________________________ Relationship to You: ___________________________ 

Home Phone Number: _________________________ Work Phone Number: ____________________ 

Mobile Number: ____________________________ 




