
ST GEORGE UPPER GI UNIT 

Dr John Jorgensen 

Level 5, Suite 19, 1 South Street Kogarah 2217 

Ph:  9553 7288 Fax:  9553 1063 

 

Mr/Mrs/Ms/Miss/Dr, Other _______________ 

SURNAME: ____________________________________ GIVEN NAME: ____________________________________ 

DATE OF BIRTH: __________________________MARITAL STATUS: _______________________________________ 

ADDRESS: ______________________________________________________________________________________ 

    _________________________________________________________POSTCODE: ____________________ 

HOME PHONE: ___________________________MOBILE:_______________________________________________ 

WORK PHONE: _________________________________________________________________________________ 

EMAIL: _______________________________________________________________________________________ 

MEDICARE:  ______________________________REF # _______EXPIRY DATE: _____________________________ 

HEALTH INSURANCE FUND: _____________________________MEMBERSHIP # ____________________________ 

NAME OF NEXT OF KIN __________________________________________________________________________ 

CONTACT NO:  _________________________________________________________________________________ 

REFERRING DOCTOR: ________________________________________PHONE: ____________________________ 

CURRENT MEDICATIONS:   _______________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

ALLERGIES:  ___________________________________________________________________________________ 

 

How did you first hear about us?       ☐☐☐☐ Website         ☐☐☐☐ GP     ☐☐☐☐ Media    ☐☐☐☐ Hospital 

      ☐☐☐☐ Friend    ☐☐☐☐ Others (ps specify) ____________________________________ 

 

PRIVATE SECTOR AMENDMENT ACT 2000 

I give permission for Dr John Jorgensen to collect information from other medical practitioners and health providers 

regarding my medical history, if required and to the release of information to other health providers, as necessary.  

 

PATIENT SIGNATURE: ___________________________________DATE: _______________________ 

 


