bar+on lane

PRACTICE

PATIENT REGISTRATION

Are you of Aboriginal or Torres Strait Islander origin?

D Yes, Aboriginal

D Yes, Torres Strait Islander

Do you require an interpreter or other communication service?
D Yes, Aboriginal and Torres Strait Islander D No

O no O Yes, Please specify

O white O Gold




bar+on lane PATIENT REGISTRATION

PRACTICE

| give consent for my personal health information to be used for administrative purposes to assist in the running of
Barton Lane Practice and the coordination of my care, including disclosure to others involved in my healthcare such
as referring doctors, treating doctors and/or specialists, allied health services and diagnostic service providers within
and outside of Barton Lane Practice.

| give consent to be part of Barton Lane Practice's service updates, invitations to health care activities, and
appointment reminders and notifications (including SMS).

| give consent to be part of recall and reminder systems, both for national registry purposes (e.g. cervical screening,
bowel cancer screening) and for personal follow up care.

If | have a My Health Record, | give consent for health care providers at Barton Lane Practice to access this record as
part of providing and coordinating my care.

| give consent for my personal health information (in a de-identified form that cannot be traced back to me as an
individual) to be used in quality improvement activities to improve individual, community health care and practice
management.

| consent to receiving information about research projects being conducted by and through Barton Lane Practice.

| have read and understand the above information. | understand | am free to withdraw my consent at any time by
contacting Barton Lane Practice.
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