Application Form of Cend Oriental Clinic Healthcare Management 
	Name:     
	Gender:        Female Male     

	Date of Birth:      
	Place of Birth：     

	Address:      
	Phone/ Mobile:      

	Email：     
	Occupation：     

	Marital Status：  
	 Yes   
	 No                                                                                     

	Emergency contact person:     
	Emergency contact number:     
	Relationship with you：     

	What is your primary language：     
	Do you require translation in order to communicate in English：     

	Religion：     
	Do you have a private insurance policy:     

	What is the diagnosis that you have received? (Please include date of the diagnosis).
      



	If you do not have a diagnosis, what are your main health issues?
     


	What are your symptoms and/or diagnosis?
     


	In your opinion, What might have contributed or caused some of your main health complaints? Did anything significant happened in your life close to the time of onset?

     


	Describe briefly the chronological evolution of your symptoms or/and diagnosis. Please include dates if possible.

     


	Are you taking any medication or nutritional supplements? Please describe.
     


	What treatments have you done in the past and which ones are you currently receiving? Please specify dates if possible.
     


	How physically independent are you?


	Totally independent FORMCHECKBOX 

	I need help from others to move from one place to another FORMCHECKBOX 


	Have you had any medical tests recently? If yes, please list the name of the test, date, and result.

     

	What do your doctors say about your condition?
     


	Have you ever been hospitalized for mental/emotional problems?
     

	Have you ever been hospitalized for mental/emotional problems?
     


	Do you have any sensitivities or allergies to food or medication?
     


	Have you had any surgery? if yes, elaborate.
     


	Have you ever been diagnosed with an infectious disease?
     


	In case of cancer, what types of chemotherapy or other treatments have you had?
     


	Application Category
	General Level： FORMCHECKBOX 

	Second level： FORMCHECKBOX 

	Third level： FORMCHECKBOX 


	As an important safety consideration in treatment, the following information is kept confidential.

Do you suffer any of the following conditions (circle one): HIV, Hepatitis, Epilepsy, Diabetes, Heart Disease, Blood Disorders, Asthma, FOR WOMEN: Is there any possibility of pregnancy?

Dear Patient:

Written consent from a parent or guardian must be given before consultation is given to minors( people aged 16 or younger).
Patient consent:

I consent to the collection and passing of information between medical practitioners, specialists, health professionals, hospitals and insurance companies. 

I understand that the information will be collected, held and used in terms of the Privacy Act 1988 and the Health Information Privacy Code 2004.

I have the right to see this information.
I have the right to decline or withdraw my consent for consultant at any time.

I have read and understood the above information and I consent to consultant.

     Signature:                              Date:                                                         


