HONG KONG SURGERY

GP2GP: First name — HONGSHENG
NZMC -

P.O. Box 14493, Panmure, AKL 1741

Phone: 09 527 8829 Fax: 09 527 8882

27221

EDI -

ENROLMENT FORM

Surname — KONG
hongkong
www.myGP.co.nz

Last updated 14/06/2017

NHI*RERS

Title

Lok
- First™ Name(s) &

Family Name*t@

Preferred Name

RA#

Occupation/ER I/

Gender™ 145

O male 8B

O Female &

Place and Country of

[0 Gender Diverse (please state) 23 A - s

Physical Date of Birth™® / /
Address ™ Steet. number | 145 Neme of st 738 4, HERM oy H Mot A verr 2F
1Ii.u: Suburb #1[X High User Card B & YES B / NO 3B

City/Town 3 T Postcode MBI i hL) Card Number: £5
Postal Comn!unity Services YESBH / NO &
Address Card XS F
— Card Number E&
Contact Day Phone EIEEIE | Night Phone fEZEEEIE | Cell Phone FHl Email BB 71558
Details

Consent to text communications

Emergency Name of person to contact X Relationship 2% Phone number EEiE S5 Other contact details Eftt
contact E YN £ B A
B Consent to text communications

Which ethnic group do you belong to? R
BT 5% ? Tick the space or spaces

which apply toyou 57"

Smoking Status

ik e

Eligibility (see laminated sheet) 3848 2B D1 )*
I confirm that, if requested, | can provide proof of my eligibility
HRIE - MRWERAE - HOILURHIRAISZAZIERR.

| agree to inform the practice of any changesin my eligibility []

O

REASBMZANRENFEATANE.

[ 11 New zealand European

O Current WAZE

021 maori  Iwi:

[ 31 samoan

CJEx-Smoker 78

[ 32 cook Islands Maori

[ Never Smoked

O Not Eligible ¥ &%

*Eligible under criteria F& R EMRLE
(enter applicable letter from laminated sheet

G NIRRT AL R G IE I T 1)

| have read and agree with the Health Information Privacy

MR 4R Statement, and Patient Experience Survey. 3t #3521 6] =
7337 {5 TR BRFARLRS BRI 2 59 AR BRI 7 7. (tick 54T73))
ongan
[ 34 Niuean Transfer of Records BRXEITICHE Clves & CINo A

[ 35 Tokelauan

[ 42 chinese HE A

[ 43 Indian

[ 54 other such as DUTCH, JAPANESE
Please state:

Address / Location iZFfithiit:

In order to get the best care possible, I agree to the transfer of my records from my previous Doctor. 1
understand, 1 will be removed from their practice register ¥ 1 5B AF AR, IR F = MR CLAT A EE LAk
Bl WIA, e MO ISHTREM 4 8P

Doctor's Name BE&ERYHER:

SIGNATURE E&*

DATE HE day

/mth /year

OR Signed by AUTHORITY An authority is the legal right to sign for another person if for some reason they are unable to consent on their own behalf.

Full Name of Authority Contact Phone Number Relationship

O UNE R IS S0 XER%:

Address Signature of Authority / /

AEdk: PN Day Month Year

| am entitled to enrol because | intend to be resident in NZ for at least 183 days in the next 12months. O
A WFEME ABRFITHAAELER 12 PABED 183 KEFEEFHN= O

See laminated info sheet - for Eligibility and Health Information privacy statement %2 [ YBIE {15 B3 - SRS A FE VB AA 75 1)




