
Patient Registration Form 

Dr Omar Gailani 
 

Please note:Pathology fees are not included in your consultation fee 
 
This practice DOES NOT bulk bill 
 
Personal details  
 
Title:              Mrs.       Ms.       Miss        Mr.         Dr.(Please circle) 
 
Surname: ……………………………………………………………………………..…  Given Name: ……………………………………….. 
 
Date of Birth:               /         /                                                        Preferred Name: …………………………………….… 
Contact details 
 
Address ……………………………………………………………………………………………………………………….……………………….. 
 
Suburb ……………………………………………………………………………………….. State …………….  Post Code: ……………. 
 
Home………………………………………     Work……………………………………   Mobile…………………………………………….. 
 
Email ……………………………………………………………………………………………………………………………………………………. 
 
Would you like us to remind you of your upcoming appointment via SMS?           YES/NO      (Please circle) 
 
Medicare details 

Medicare number: __ __ __ __  __ __ __ __ __  __ 

Individual reference number  __ 

Valid to  __ / ____ 

Private Health Insurance details 

Private Health Insurance    YES/NO     (Please circle) 

Name of fund: _____________________________ 

Membership number:_______________________ 

Veterans Affairs (DVA) File Number: 

Next of Kin:                                                                                               Contact no: 
 

Relationship: 
How did you hear about us? (Please tick a box) 
 
Yellow Pages crhealth.com.au Google Sydney IVF GP Referral Word of mouth  Other  
 
Do you consent to this practice releasing details from your medical records to your referring doctors?         
YES/NO    (Please circle) 
 
Signature……………………………………………………………………………………………………….. 


