
 
Dr Peter Johnstone 

 

GENERAL INFORMATION    

 
          MR  /  MRS  /  MS  /  MISS 

 
1. Full Name: _________________________________________________________________ 

 

2. Sex:  Male Female   (Please circle) 

 

3. Guardian / Spouse    _________________________________________________________

   

4. Address:   __________________________________________________________________ 

 

       __________________________________________________________________ 

 

5. D.O.B.:        ____/____/____ 

   

6. Phone No:  Home _________________ Work_________________ Mobile________________ 

 

7. Health Insurance Fund & Number: ________________________________________________ 

 

8. Medicare Number: _________________________________Exp Date:_________________ 

  

9. Referring Doctor: _______________________________________________________________ 

 

10. Regular GP:       

________________________________________________________________ 

 

11. WorkCover Number: ____________________________________________________________ 

 

12. Insurance Company Name: 

_______________________________________________________ 

 

Marital Status:    [  ]   Married  [  ]  De Facto   [  ]  Divorced   [  ]  Single     [  ]  Separated 

 

No. of Dependants: ___________ 

 

13. Occupation: ___________________________________________________________________ 

 

 Employer: ____________________________________________________________________ 

 

14. Which hand do you write with?:    [  ] Right    [  ] Left     [  ] Both 

 



 

 

 

WHAT IS YOUR PROBLEM OR INJURY ? 

 

 

___________________________________________________________ 

 

WHEN DID THE PROBLEM FIRST START ? 

 

 

___________________________________________________________ 

 

WHAT TREATMENT HAVE YOU HAD TO DATE FOR THIS 

PARTICULAR CONDITION ? 

 

 

 

 

 

HOW IS THE PROBLEM AT THE MOMENT ? 

 

 

___________________________________________________________ 
 

 

Signature: _______________________________Date: ____/____/____ 

 

 
 

By signing this form, I acknowledge that the information provided by me is correct.  I 
also authorise Dr Johnstone to obtain or release any necessary information from any 
other authorities . 


