
 

FIVEWAYS PHYSIOTHERAPY PATIENT INFORMATION SHEET 
 
 Mr  Mrs  Miss  Ms  Dr 
          Surname:          Occupation:       
  First Name:        
  Preferred Name:_________________________  Telephone: Work:        
              Home:       
  D.O.B:     / /         Mobile:       
          Address:            
                                 Doctor:        
          Postcode:                
                                  
  Email:                         
   
 REFERRED BY: (If applicable) 
 
   Doctor:      Name:         
   Friend:                  Name:         
   Relative:           Name:         
  
  How did you find us?           Specify:         
 
 ACCOUNT INFORMATION: 
   Person responsible for account:         
    
   Private Health Insurance           Health Fund:        
   Worker’s Compensation          Claim Nº:             
   Comcare                                                                           Comcare Nº:        
   Veteran Affairs                 Card Nº:        
   Third Party Insurance            
           
 FAMILY INFORMATION: (Please tick) 
 Do you have a family member/s attending this physiotherapy practice? 
 
 Yes  (If yes please list)       No  
                         
 
 MEDICAL HISTORY: 
 Do you have or have you had: 
    
   Arthritis– Osteo-/ Rheumatoid                 Surgery - Abdominal            
   Cardiac Pacemaker          - Cancer  
   Degenerative Muscle Disease        - Joint 
   Diabetes                        - Vertebra 
   Neurological Disorder                          - Other 
   Osteopenia/ Osteoporosis  
  
 If any of these apply, please give details:                
                    
              
 
 

Please be aware that failure to attend or late cancellation of an appointment will incur charges.  
 

  
Signature:           Date:         / /  
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