	Kevin Eng MBBS, FRACS

Orthopaedic upper limb and hand surgeon

Prov: 241679PA

Email: kengadmin@geelongortho.com.au

Web: geelongorthopaedics.surgery
	Suite 7, Level 2

83 Myers St

 GEELONG 3220

                Ph: (03) 5222 – 6602

Fax: (03) 5229 – 1283

	
	



Thank you for making an appointment to see Mr Kevin Eng which is scheduled for:

We are located directly opposite St John of God Hospital at 83 Myers Street, Geelong

Please complete the attached registration form.

ON THE DAY OF YOUR APPOINTMENT, PLEASE BRING THE FOLLOWING:

1. Completed registration form – 3 pages.

2. Referral  letter from your GP.

3. Any relevant x-rays, ultrasound, CT or MRI reports and films/CD’s in your possession. 

4. Medicare and Private Health Fund cards. (Please note you must have hospital insurance to see Mr Eng in his private consulting rooms)
(If you have not had an x-ray for your current condition in the last six months, please ask your GP to arrange one for you)

SCHEDULE OF FEES: 

Initial Consultation:

$150

(Medicare Rebate:  $72.75)

Emergency Appointment 
$200

(Medicare Rebate:  $72.75)

Review Consultation:

$80

(Medicare Rebate $36.55)

If you are a workcover patient please ensure you have provided an insurer and claim number for billing purposes.   If these are not provided you will be responsible for payment of the account on the day of consultation.

PAYMENT IS REQUIRED ON DAY OF CONSULTATION.

Payment can be made by cash, cheque,  credit card or eftpos

PARKING – ticket machine parking is available in Myers Street between Moorabool and Yarra Streets

CANCELLATION OF CONSULTATION:

Should you wish to cancel your appointment please contact the rooms on 52226602 at least 24 hours prior.

MR KEVIN ENG - NEW PATIENT REGISTRATION FORM
PERSONAL DETAILS
	Title:
     
	First name:      
	Surname:     

	DOB:     
 
	Age:     
	Sex :      M   FORMCHECKBOX 
       F
 FORMCHECKBOX 


	Home address:     




	Home Ph:     
 
	Work Ph:     
	Mobile:     

	Email:     


	Occupation:      



	Next of kin:      


	Relationship :     

	Home ph:     

	Work ph:     

	Mobile:     


	Referring doctor :     
Ph:     

	Address:     



	Family Doctor :     
Ph:     

	Address:     



MEDICAL

	Presenting problem :
	     


	Side 
	Left       FORMCHECKBOX 
                Right     FORMCHECKBOX 



	List ALL Medications:
	

	     
	     

	     
	     

	     
	     

	Previous Operations

	Approx Date 
	Procedure 

	     
	     

	     
	     

	     
	     

	     
	     


	List ALL Allergies:
	     

	     
	     

	Latex allergy?      Y   FORMCHECKBOX 
                 N  FORMCHECKBOX 

	


	Medicare number + ref no:
	     

	Exp date:
	     


	Private Health Fund & Level:
	     

	Fund number: 
	     


VETERANS AFFAIRS

	Veterans Affairs card:
	     

	Card colour
	     



WORKCOVER

	Employer Name:
	     

	Employer Address:
	     

	Date of Injury:
	     

	Insurance Company:
	     

	Claim Number:
	     

	Claim Officer:
	     

	Claim Officer address:
	     


I consent for Kevin Eng and Geelong Orthopaedics to collect and record my health information and share this with other providers only when necessary. I understand my privacy will be respecte
Fees: 
All fees are payable on the day of consultation by credit card, eftpos, cheque or cash. Thankyou.
Signed: ​​​____________________________________________Date:___________________
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