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Blacktown Hospital

EMERGENCY DEPARTMENT
CLERICAL RECORD

LAST MAME:
WD

FIET RAME

AWD

REDACTED

Phone 2: o

“Arrival Date: 23APR99
Time; 14:26
Next of Kin:
MNarne: REDACTED
Relation: SISTER
Street: REDACTED
Suburb: WERRINGTON DOWNS
State; NSW Postcode: 2747
- Phone (H): REDAC Phone (W):
i Local Medical Officer:
i Narne: NIL
Strest:
Suburb:
i Stata: Posteode:
i Phone: B
| Mode of Arrival: PRIVATE CAR
" Ambulance Mo.:
Marital Status: NEVER MARRIED
Country of Birth: AUSTRALIA
Spoken Language: ENGLISH
Aboriginality: OTHER
Religion: ROMAN CATHOLIC

| Interpreter Services Requirad 7  NO
| Employment Status:

Occupation:
Insurance Status: NO COVER
Health Fund:
Referred By: SELF, FAMILY, FRIENDS
Compensable Status: NON-COMPENSABLE
Additional Details
Name:
Address:
This is to certify that |,

my child from the Blacktown Hospital at my own risk and against the advice of the Medical Officer.

Signature of patient leaving

Witness:

" Medicare No. SEXSII=0

Date:

Date:

M

.00

REDA ki

- PeE TG0k
2766
" " PATIENTS PHONE (W)

am leaving / remaving

Time:

Time:

Printed by H.A.S. Solutions Emergency Department Software
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Saney HEALTH = T

dArss Heaith Service

This form Is to be completed by the patient or by a responsible person
(usually spouse, parent or other relative) on his/her behalf.

A. PRIVATE (CHARGEABLE) PATIENT
| elect to be treated by Dr and by other Specialists to whom this
Doctor refers me.
| understand that | will be issued an account for the Hospital's accommodation charges as well as for

clinical and/or diagnostic medical services (see reverse side for accommeodation rates and explanatory
details), and hereby agree to pay those charges in full on discharge from the Hospital or as soon as

possible thereafter.

Name of Fund: Membership No:

Plan of Table: Medicare No:

| also understand that if my heaith insurance requires me 1o pay an excess, | will be personally
responsible for any charges raised up to the amount specified in my Private Health Insurance cover.

Signature Date / ri

B. HOSPITAL (NON-CHARGEABLE) PATIENT

| elect to be treated by a Doctor or Doctors nominated by the Hospital and | understand that | will NOT
be charged for medical services nor hospital accommeodation,

Medicare No:
AWD

Signature pate 2.2/ & /A

C. SINGLE ROOM ACCOMMODATION (Where available)
NOTE: Single rooms are allocated to pauénts on medical needs.
| hereby request to be accommodated in a single room if available. | acknowledge that | shall be
charged $ per day for this accommodation by the hospital.

Signature Date / /

D. DISCLOSURE OF PATIENT INFORMATION

| authorise disclosure of clinical and other information from my medical record necessary for
my continuing care, research and for completion of claims made by me against Insurance
Organisations, in acordance with Department of Health Privacy Code of Practice.

Signature ___AWD pate_ 273 ; 4 AT

E. RELATIVE OR OTHER PERSON TO SIGN
| have made the above election and agreement in respect of the patient's admission on his/her behalf.

Name (Please Frint) Relationship to Patient
Signature Date / !
Signature of Admission Clerk i ‘1/1.!\-5—-*- pate 23 ;4 A9

WHITE - MEDICAL RECORD COPY YELLOW - ACCOUNTS COPY 0436
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