
Dr Mark Doudle 
BMBS, FRACS 
Specialist Colorectal Surgeon 

  PATIENT  DETAILS 
 

 

Title:  MR         MRS         MISS         MS         DR  
 
Surname: ………………………………………… Given names:    …………………………………………  
 
Preferred Name: ……………………………….     
 
Date of Birth:  ………..…..  /  …..………. / …..………..  Age: …………………… 

 
Address:  …………………………………………………………………………………………………..   
 

………………………………………………………………………………    PC …………… 
 

Postal Address:  ………………………………………………………………………………    PC …………… 
 
Email Address:  ………………………………………………………………………………………………….. 
            
Telephone:  (H) ………………………..    (W)  …………………………   (M)  ………………………….   
 
Next of Kin:   ……………………………………………………..     Telephone:  ………………………… 
 
Relationship:  …………………………………………………….. 
    
Medicare Number: …………………………………………    Expiry Date:      ……  /  ……    Position No:  ….. 
    
Veteran Affairs Number:  ……………………………..….…     GOLD   /   WHITE       Expiry Date:    …… /  …… 
 
Do you have Private Health Insurance with hospital cover:    YES   /   NO 
 
Please list the health fund you are with:   ………………………………………………………………………………. 
 
Membership Number:   ………………………………..       Level of cover:   Gold   /   Silver   /   Bronze   /   Basic 
   
Date joined private health (if less than 12 months)  ……………….…..   Excess:    NO   /   YES    $  …………… 
 
Referring Doctor: ………………………………………………………………………………………………….. 
 
General Practitioners Name: ………………………………………………………………………………………… 
 
General Practitioners Address: ………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………….  
  
Operations / Serious Illnesses:     ………………….…………………………………………………………………… 
 
………………………………………………………………………………………………………………………………. 
 
………………………………………………………………………………………………………………………………. 
 
………………………………………………………………………………………………………………………………. 
 
Present Medication:    ……………………………………………………………………………………………………. 
 
………………………………………………………………………………………………………………………………. 
 
………………………………………………………………………………………………………………………………. 
 
Please list any Allergies:  ………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………………………. 

 
Please read & sign patient consent  


