
HearSmart

WAX NEW PATIENT FORM

Date:

Title: Dr tr Mr tr Mrs O Ms tr Mst O

Sumame:

Miss O Prof tr

Dab of Birth:

SrO FrO

Given Names

Residential Address:

Contact nu

Pension No:

Email Address

uMedic€re No:

Doctois Name and Address:

Hor did you hear about us?

! I agree b rBceive marketing material

Aftemate contact No: (n case of unepected cancellations)

Name: Relationship to patient

Contact numben

Arc you on Bld Thinning Medicatiotr

Do you have any other hearing issues/concems:

yes O noO

Signature of patient _ Date:

pRtVACy NOTTCE AND CONtiEitT ttrtFORJritATtON

PoyAcyPot,cy: At He.Bnart, it ir otr Potlcy to r.apecr th. coffidlotialtty ofinb.rn ddl snd thc !.i!Ecr of irxrvld€ls and the lndlddualb alght to aac€aspGsonaliltfdtnadon we hdd. ot pdEry pdLy h bor'ld by ote infu.rlito.! Pril/lcy PrliEipl.r co.*ained in the prl\t.cy act (cth). Hrorsrnart fdlosrs the
Alstdhn PriEcv Ptl rlph 5 (APP 5) (uPdatld fthfty h 1988 (cth)) and cli(Hrr6 fo. F€d€ral and AcT Go/€rnmem weh6ite6 prodEed by the ofice of
Fd'ral PtiEcY commirsioo€r. WtEo yoo \,kit HaaEfta.t fd a hr.rkgtcst wtth yo(l' cdlserlt, we cdlcct p.rsdEl Mo.rErhn wt Gh will be 6€d by us for
oJality Heariry Gre we understand that you arr happy for 16 to rchin yd, inb.rl.doo for thea€ Frptcc' ff pu havt arry qu€stinB or co.nptahb, pl€6e
cdtbct t.6'

EMAIL:admin@hea6m.rt_com.au WEBSITE;www.hearsmart.com_au

CLINICS: LILYDALE, HEALESVTLLE, MONT ALBERT NORTH

PHONE: 1 3OO 7a7 792

Hearing Solutions

By signing below, you consent to the colledion, use and disdosure and handring of your personar
information in accordance wih he privacy and Consent Notice. (As below)


