
Consent for Treatment

I have informed ………………………………………………………………………………………………………………………………………………………….… and / or

………………………………………………………………………………………….. / ……………………………………………………………………………………………………

Procedure / Treatment:

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………..

I acknowledge that I have consented to the procedure / treatment as detailed above.

t
detailed above and have had the opportunity to ask ques

e be an

injur

I  to the procedure / treatment described above.

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

To be completed by the TREATING IPSWICH 
DAY HOSPITAL ACCREDITED PRACTITIONER

  MEDICAL PRACTITIONER       DATE  

DATE  

  RELATIONSHIP 

PRINT NAME OF PATIENT  

OPHTHALMIC SURGERY USE ONLY:

drop protocol for the above procedure

 Yes        No

Item numbers

YES NO Provide details

(eg. Warfarin, Coumadin, Marevan, Aspirin, Plavix)
Date stopped or plan to stop:

Yes  - Please list below  No

Procedure Year

Yes  - Please list below  No

YES NO Provide details

with your medical record.

with the Privacy Act 1988 and the Australian Privacy Principles. It may be necessary for parts of your medical record to be
disclosed to other medical professionals to provide treatment.

I shall be accompanied home by a responsible person who is over the age of 16, is physically and mentally capable of caring for me 

I also acknowledge the hospital disclaims any and all liability for any injury and / or other damage that I may cause or sustain in the 
event that I should ignore, overlook or not accept the advice, cautions or warnings that have been given to me in these matters. 

I have read and understood the above, and and have completed the
to the best of my knowledge. I understand that failure to make a full disclosure may place me and 

Name: _____________________________________ Witness Name: ___________________________________

Signature: __________________________________ Witness Signature: ________________________________

Date: ______________________________________ Date: ___________________________________________

       (PLEASE PLACE PATIENT LABEL HERE)

NAME:
D.O.B:
ADMISSION DATE:

Ipswich Day Hospital
Mail Box 5, 10 Churchill Street IPSWICH QLD 4305
Ph: (07) 3282 8800 Fax: (07) 3282 8900
Email: idhbookings@curagroup.com.au

OFFICE USE ONLY

   MRN: ______________________________

   Admission Number: __________________

In Diary Yes / No

PLEASE COMPLETE THIS FORM AND FORWARD TO IPSWICH DAY HOSPITAL 
AT LEAST 10 WORKING DAYS BEFORE YOUR PROPOSED DATE OF ADMISSION

ADMISSION DATE: ______________________   TIME: ___________   ADMITTING DOCTOR: ___________________________

Procedure: _____________________________________________________________________________________________

GENERAL PRACTITIONER: _________________________________________________________________________________ 

ADDRESS:  ________________________________________________ GP Telephone number: __________________________ 

Yes     No

TITLE:    Mr    Mrs    Ms    Master    Miss    Dr    Other

MARITAL STATUS:       Married / Defacto     Never Married / Single     Divorced     Separated    

FIRST NAMES (in full): _____________________________  SURNAME: ____________________________________________ 

PREVIOUS NAME/S: ______________________________   PREFERRED NAME: ______________________________________  

 _________/ _________/___________       Gender:   Male      Female

HOME ADDRESS: ________________________________________________________________________________________ 

SUBURB: _________________________________________ STATE: ________________  POSTCODE:______________________

_______________________________________________________________________________________________________ 

SUBURB: ________________________________________ STATE: ________________  POSTCODE:_______________________

TELEPHONE: H:  _________________________  W: __________________________  M: _______________________________ 

Email: _________________________________________________         RELIGION: ___________________________________ 

COUNTRY OF BIRTH: ______________    LANGUAGE SPOKEN: __________________  INTERPRETER REQUIRED: Yes No

Are you of Aboriginal or Torres Strait Islander origin?   Aboriginal    Torres Strait Islander    Aboriginal & TSI    No

OCCUPATION:       Child     Employed       Student     Not Employed

Title Name

Address

Telephone
H: W: M:
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(PLEASE PLACE PATIENT LABEL HERE)

NAME:

D.O.B:

ADMISSION DATE:

(PLEASE PLACE PATIENT LABEL HERE)

NAME:

D.O.B:

ADMISSION DATE:



Payment details

Title Name

Address

Telephone
H: W: M:
I accept responsibility for the payment of this account

Cover

Date Fund checked Completed by Amount to be paid
$

Date Paid Receipt Number

Discharge planning   Please select YES or NO

YES NO Provide details
Do you live alone?
Are you a “carer” for another person?
Do you currently receive community service?

Name:

Telephone:

$

Do you have private health insurance?           Yes  No

Membership Number

Medicare Number Ref Number

Pension Number

Pension Type  Age        Disability     Unemployed      Health Care Card     Seniors

Australian Defence Force

Claim Number Contact Name

Card Colour Gold     White    Other

of cover in the last 12 months?
level  Yes  No

Current Height (cm) Hospital Use Only
BMI =

Current Weight (kg)

 Yes  No

Lifestyle Please select YES or NO YES NO Provide details
Daily amount:
Date ceased:
Type:
Frequency:
Amount: 
Language:
Specify:  

Please select YES or NO YES NO Provide details
Visual impairment  
(eg. glasses, contact lenses)
Hearing impairment 
(eg. hearing aid, other appliance)
Implants / Joint prosthesis  

lens)
Mobility aids  

Other (eg. Gastric band)

Please select YES or NO YES NO Provide details

Have you received a human pituitary hormone 

Where:
If so, have you been back in Australia for 14 days or 

 Yes   No

NAME:
D.O.B:
ADMISSION DATE:

 Please select YES or NO

YES NO Provide details

Type:                   ¨ Type 1   ¨ Type 2   ¨ Unsure
Controlled by:   ¨ Diet       ¨ Tablet    ¨ Insulin

When:
Stroke / TIA When:

Heart Surgery When:

Blood clots / DVT / PE
High Blood Pressure

Tuberculosis

Liver Disease
Asthma

Sleep apnoea
Emphysema

Anaemia

Epilepsy

Depression / Anxiety / PTSD

Intellectual disability

¨ Osteo ¨ Rheumatoid ¨ Other
Cancer Type:
Family history of cancer
(eg. Breast, prostate)

Who:
Type:
¨ A ¨ B ¨ C ¨ Other
¨ HIV ¨ MRSA ¨ VRE ¨

Please list all medications you regularly take including 
prescription, non-prescription, vitamins or herbal
(eg. Krill Oil, Echinacea, Olive Leaf). 
Attaching a current printout from your GP is also acceptable.

Dosage

Diabetes

(PLEASE PLACE PATIENT LABEL HERE)

NAME:

D.O.B:

ADMISSION DATE:

(PLEASE PLACE PATIENT LABEL HERE)

NAME:

D.O.B:

ADMISSION DATE:

(PLEASE PLACE PATIENT LABEL HERE)

NAME:

D.O.B:

ADMISSION DATE:

Patients weighing over 
130kg cannot be admitted 
to Ipswich Day Hospital

Hospital Use Only
BMI =



Payment details
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Telephone
H: W: M:
I accept responsibility for the payment of this account
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$
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Diabetes
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Consent for Treatment

I have informed ………………………………………………………………………………………………………………………………………………………….… and / or

………………………………………………………………………………………….. / ……………………………………………………………………………………………………

Procedure / Treatment:

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………..

I acknowledge that I have consented to the procedure / treatment as detailed above.

t
detailed above and have had the opportunity to ask ques

e be an

injur

I to the procedure / treatment described above.

……………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………………………………………

To be completed by the TREATING IPSWICH 
DAY HOSPITAL ACCREDITED PRACTITIONER

  MEDICAL PRACTITIONER  DATE  

DATE  

  RELATIONSHIP 

PRINT NAME OF PATIENT  

OPHTHALMIC SURGERY USE ONLY:

drop protocol for the above procedure

 Yes        No

Item numbers

YES NO Provide details

(eg. Warfarin, Coumadin, Marevan, Aspirin, Plavix)
Date stopped or plan to stop:

Yes  - Please list below       No

Procedure Year

Yes  - Please list below       No

YES NO Provide details

with your medical record.

with the Privacy Act 1988 and the Australian Privacy Principles. It may be necessary for parts of your medical record to be 
disclosed to other medical professionals to provide treatment.

I shall be accompanied home by a responsible person who is over the age of 16, is physically and mentally capable of caring for me 

I also acknowledge the hospital disclaims any and all liability for any injury and / or other damage that I may cause or sustain in the 
event that I should ignore, overlook or not accept the advice, cautions or warnings that have been given to me in these matters. 

I have read and understood the above,  and  and have completed the 
 to the best of my knowledge. I understand that failure to make a full disclosure may place me and 

Name: _____________________________________ Witness Name: ___________________________________

Signature: __________________________________ Witness Signature: ________________________________

Date: ______________________________________ Date: ___________________________________________

       (PLEASE PLACE PATIENT LABEL HERE)

NAME:
D.O.B:
ADMISSION DATE:

Ipswich Day Hospital
Mail Box 5, 10 Churchill Street IPSWICH QLD 4305
Ph: (07) 3282 8800 Fax: (07) 3282 8900
Email: idhbookings@curagroup.com.au

OFFICE USE ONLY

   MRN: ______________________________

   Admission Number: __________________

In Diary Yes / No

PLEASE COMPLETE THIS FORM AND FORWARD TO IPSWICH DAY HOSPITAL 
AT LEAST 10 WORKING DAYS BEFORE YOUR PROPOSED DATE OF ADMISSION

ADMISSION DATE: ______________________   TIME: ___________   ADMITTING DOCTOR: ___________________________

Procedure: _____________________________________________________________________________________________

GENERAL PRACTITIONER: _________________________________________________________________________________

ADDRESS:  ________________________________________________ GP Telephone number: __________________________ 

Yes     No

TITLE:    Mr    Mrs    Ms    Master    Miss    Dr    Other

MARITAL STATUS:       Married / Defacto     Never Married / Single  Divorced     Separated    
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 _________/ _________/___________        Gender: Male      Female

HOME ADDRESS: ________________________________________________________________________________________
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_______________________________________________________________________________________________________ 

SUBURB: ________________________________________ STATE: ________________  POSTCODE:_______________________

TELEPHONE: H:  _________________________  W: __________________________  M: _______________________________ 

Email: _________________________________________________         RELIGION: ___________________________________ 

COUNTRY OF BIRTH: ______________    LANGUAGE SPOKEN: __________________  INTERPRETER REQUIRED: Yes No

Are you of Aboriginal or Torres Strait Islander origin?  Aboriginal    Torres Strait Islander    Aboriginal & TSI    No

OCCUPATION:  Child     Employed       Student     Not Employed
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(PLEASE PLACE PATIENT LABEL HERE)
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ADMISSION DATE:

(PLEASE PLACE PATIENT LABEL HERE)
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D.O.B:

ADMISSION DATE:
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