
 
THE MERIDIAN CLINIC ROSELAWN 

 

New Patient Summary Form / Registration Form 
 

Date:   _____/______/_____ 

 

Name:                      ___________________________________________ 

 

Address:           ____________________________________________                                

 

Date of Birth:               ____/_____/_______ Male/ Female (Please circle) 

 

Telephone Number ___________________  PPS Number: _____________ 

 

SMS / E-Mail consent Yes   No:  

 

E-Mail address: ________________________________  

 

Smoker:    Yes ______    No_______    

 

Alcohol:   Yes ______    No_______   Units per week: _______ 

 

Allergies:                      ___________________________________________ 

 

Medical History:         ___________________________________________ 

   

   ___________________________________________ 

 

Medication:                  _________________ _________________ ________________ 

(Drug & Dose)             

_________________ _________________ ________________ 

                 

Visits to G.P. per year:  ____________           Visits to Hospital per year: _______________ 
 

Current GP Name  

& Address:  __________________________________________________ 
 

  __________________________________________ 

 

Medical card with current GP (If yes please provide Number & Expiry Date) 

 

Medical card Number: _____________________ Expiry date: ____/_____/_____

    

Family members already attending this practice Yes / No 

 

Names/ D.O.B: _______________________________________ 

 

Reason for Changing GP:  ______________________________________ 

 

I hereby consent for the above information to be held on The Meridian Clinic 
database. 

Signature: ______________________________ 


