
   SIMON HOLLAND – ORTHOPAEDIC SURGEON           July 2014 
PATIENT REGISTRATION –This is for the information of Mr Holland 

 
MR/MRS/MISS/MS/DR, other………………OCCUPATION:……………………………………... 
 

FIRST NAME…………………………………………SURNAME……………………………………….. 
 

ADDRESS:………………………………………………………………………………………………… 
 

SUBURB:………………………………………………POSTCODE:……………………………………..
  
TELEPHONE: (HM)……………………(WK)…………………………(MB)……………….................... 
 
EMAIL ADDRESS: …………………………………………………………………………………………. 
 

DATE OF BIRTH:………………………………………AGE:……………………………………………. 
 

SPORTS/HOBBIES:………………………………………………………………………………………… 
 

MEDICARE NUMBER:  
 
Exp:       /  
 

Or Veteran Affair No:    
 
GOLD / WHITE     
 
PRIVATE HEALTH INSURANCE:  YES OR NO.   Allergies:  Yes / No……………….. 
 
Name of Fund………………………………………  …………………………………………. 
 
Membership no…………………………………….              ………………………………………… 
 
Name/Contact of Usual GP……………………………………………….Ph: …………………….. 
 
Name/Contact of Physiotherapist (if you would like us to send a copy of correspondence)  
 
………………………………………………………………………………….Ph: …………………….. 
In the event of an emergency or if you are uncontactable:   
 

Name/Relationship: …………………………………………Contact No: ……………….………… 
 

Who is responsible for any accounts:  Self/DVA/ other,  ie parent ……………………………. 
 

Payment is required on the day of your visit. Our fees are:  
Initial consultation:   $180.00  Injection (If Req):               $70.00 
Second opinion consultation  $220.00         Review consultation:    $  90.00 
    
Please note:  Surgery fees are guided by AMA (Australian Medical Association) 
recommended fees. Accounts more than 60 days overdue will be placed in the hands 
of Debt  Collection Service. This will incur a % late payment fee. 
------------------------------------------------------------------------------------------------------------------------------------------------------ 

 
Please turn over and complete back of form. 

 
 

      

          No.  
next to 
name 

 



How did you hear about Us: 
Internet   GP – Doctor   
Advertisement  From a Friend 
Other Specialist 
Phone Directory 
 
 
Is this a Workcover related matter?        No / Yes      (please circle)  
 

Claim No: …………………………………………………Date of Injury……………………………   
 

Employer:…………………………………..…………………………………………………………… 
 

Employer Address: ……………………………………………………………………………………. 
 
………………………….…………………………………….……………………………………………  
 
 

Employers Human Resources Contact Name & Phone Number  
 
……………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………. 
 
Workcover  Insurer:………………………………………………………………….………………….. 
 
Address of Insurer: ……………………………………………………………………………………… 
 
Case Manager Name & Contact: …………………………………………………………………... 
 
……………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………. 

 
NOTE: All WorkCover patients are required to settle their account on the day of their 

consultation prior to surgical intervention and claim back from applicable party. 
 

To minimise non attendance we endeavour to send out SMS confirmation reminders for 
all appointments. If you would not like us to do this please notify reception.  

 
 

I understand and agree all information to be true: 
 
 

Signed ………………………………………………  Date …………………………………… 
 
 

Our$practice$is$committed$to$ensuring$the$privacy$and$confidentiality$of$your$personal$Information$
for$further$information$visit$our$website$http://www.melbourneshoulderelbow.com.au/patient<
forms.html$or$call$our$rooms$$03$94869554.$

 
 
 
 

 
 


