
 
 

PATIENT INFORMATION 

 

Name (please use your legal name): __________________________________________ 

Preferred Name: __________________________________________________________ 

Date of birth: _____/_____/_____ 

Home Phone:________________________________ Mobile:________________________ 

Address:__________________________________________________________________

_________________________________________________________________________ 

Email Address (please print):__________________________________________________ 

Emergency Contact name: _______________________   Phone:_____________________  
 
Relationship to you: ____________________________________________ 

Do you have any children?     YES / NO         If yes, how many?____________________ 

Occupation:_________________________ 

Medicare Number: __________________________ REF:_____ EXP:___/____ 
 
 

Main Health Concerns/ reasons for attending this clinic: 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 

Previous medical history: 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 

Current Medications (including any herbal/nutritional supplements): 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 
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DIET DIARY 

Ideally, keep a diary for three days prior to your appointment, but if you are not able to do 

this, then recollect your last three days of menu below.  

 
NATMED CANCELLATION POLICY 

 
NatMed now operates a cancellation list for appointments as we have a very high demand for consultations. 

This means that if you need an urgent appointment we will keep you on that list and offer you the first 

cancellation available. 

In order to service all our clients better, we ask if you need to cancel your appointment that you give us 48 

hours’ notice of cancellation. 

Our practitioners make sure that they are here to service their appointments and when a client does not show 

up or give enough notice it means that other clients miss out on the opportunity to see them. 

If we receive 48 hours’ notice, no fee will be charged for cancelled appointments. However, failure to give 

appropriate notice (48 hours) will result in a full consultation fee being charged to you.  

 

I, (please print your full name)  ________________________________ agree to NatMed’s cancellation policy for 

appointments as above which states that cancellation of appointments with less than 48 hours’ notice will 

incur a consultation fee to be charged to me. 

 

Signed:__________________________________________ Date: ________________________ 

 
 

 Breakfast Lunch Dinner Snacks Water 

(glasses) 

Day One      

Day Two      

Day Three      
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INFORMED CONSENT & PRIVACY CLEARANCE 
I, (please print your full name)        have been advised by my 

practitioner of ‘NatMed Natural Medicine Clinic’ that he/she is not a medical doctor and that NatMed is 

not a medical practice. As such, he/she does not practice or prescribe allopathic medicine. I understand 

that he/she is a Naturopath. As such he/she seeks to activate and support the self-healing mechanism 

of the body. He/she utilises naturopathic medicine i.e. nutrition, herbal and/or homeopathic medicines 

and encourages preventative health care in the form of dietary, exercise and lifestyle management.  

I give NatMed permission for my health history to be kept on file for the purpose of naturopathic care 

planning and prescribing.  

I give NatMed permission to access past and current records from other health professionals I have or 

am seeing as appropriate.  

To the best of my ability all information given here is a true and accurate representation of my health.  

 

Signed:___________________________________________ Date: ________________________ 

 

HOW DID YOU FIND OUT ABOUT THE CLINIC? 

 Referral (Professional): Who? ______________________________________________________ 

 Referral (Existing Patient): Who? ___________________________________________________ 

 Google (search term): ____________________________________________________________ 

 Other website link:________________________________________________________________ 

 Walk-by/ Brochure 

 NatMed Website 

 Contact form on website 

 Returned patient 

 Other: _________________________________________________________________________ 

 


