CARING CLINICDOCTORS ENROLMENT FORM BT

HEALTH +
Level 8, 175 Queen Street, Auckland 1010 Ph: 09 2222 577 IX
Fax: 09 2222 575 EDI:caring8q GP2GP:Dr Sim MCNZ38537
*NHI BB
Title o 4 * i
FRIT First Name(s) Family Name %
*Date of Birth / /
Preferred N ]
reterre ame Iﬁﬁﬁg H:';i—t EI% Day H Month A YearfilE
*Gender 3 O male B O Female % *Place & Country of
O Gender Diverse (please state) Hih birth 43R . EX
Occupation/FR\b.
. Street number | J -5 Name of Street f718 %
A::yswa;jajl[: Suburb Hi[X *High User Card YESE |/ NOWH
ress City/Town 3117 Postcode HBEL 2L mfERA TR
Card Number & Expery
Date RS RidHH
Postal Community Services YESH /| NOWHA
Address Card 4 X 5%
v Card Number &5
EfE it [ tick if same as above [F_FiE1T4)
Contact Day Phone TA/EHiiE | Night Phone &/ iE Mobile No F#1 Email H-FHRFE
Details
BRRATR (Tick box to accept txts) (Tick box to accept emails)
OrzgkaEssne | Orssknessns
Emergency Name of person to contact Bk R N4 Relationship %% Phone number H3f
contact
BRBEA
— ) *Eligibility (see over page) %¥ (W)

Which ethnic group do you belong Smoking Status I confirm that, if requested, | can provide proof of my eligibility
to? /R)JB TERASFIK? Tick the space or AR WATLIESE, MR ERAIE, IRAT DASRAEIR N BT B
spaces which apply to you &4 | agree to inform the practice of any changes in my eligibility

RFE BT INMRE RO BEHEA EAHER
[ 11 New Zealand European O Current W@ *Eligible under criteria 54 i HI%& 1 *

(enter applicable letter from list over page

GETS T 7RI Ad i 5 EF)

0 21 Maori  Iwi: CJEx-Smoker 7RAH:E | have read and agree to the Enrolment *

[ 31 Samoan Process, the Health Information Privacy
Poster/Statement, and Patient Experience
Survey(tick). & O S R EENT R, R
SBRRL IR B sk EE R A (15 ] 4)).

[J 32 cook Islands Maori [0 Never Smoked MR JE O Not Eligible &5 % #% (Tick if not eligible

under any criteria over page 1511 4))

[ 33 Tongan
[J 34 Niuean Transfer of Records B ETICH Oves2 [ONo#E  [ONot applicable wE
O 35 Tokelauan In order to get the best care possible, | agree to the transfer of my records from my previous Doctor.

understand, 1 will be removed from their practice register. & [ & Hi2 fir N3 2 Bl E’J%ﬁﬁ[ﬁi%‘ftﬁ:ﬁaﬁ’ﬂ_if
[J 42 chinese £ A il BARHIE, ST A TR R B A IR T -
[ 43 Indian Doctor’s Name Bi X EEAE K4

0 Address / Location R EEARKL Tl
54 Other such as DUTCH, JAPANESE Phone/Fax B S REEE A (P35 /fE KL«

Please state:

*SIGNATURE 244 *DATE H Hj

/ /

Day H Month 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 A4 Contact Phone Number Bt £ Hiiif: Relationship &% &:
Address {1k Signature of Authority A% 4: / /

Day H Month J Year 4E
Detail the basis of authority (e.g. parent of a child under 16):

Please read and identify on your enrolment form which criteria provides your eligibility to funded health services



FE P E7 - B AR AR

I am entitled to enrol because I i rman (intend to be resident in NZ for at least 183 days in

the next 12 months) and meet one of the following criteria:
AT S EM A PRME RN BOK ABEEH L FTREZ G 12 N B 2 IN{EH 6 24 2EE D 183 K), AT A T HY:

a) Iam a New Zealand citizen TP A B 4P OR | ves/No
b) Ihold a resident visa or a permanent resident visa (or a residence permit if issued before December OR Yes / N
2010)  BEATE2BRAESAEREE i
) Iam an Australian citizen or Australian permanent resident AND able to show I have been in New OR
Zealand or intend to stay in New Zealand for at least 2 consecutive years i 4 IR A T30 88 sl A Yes / No
RN E BE, F B AE HUTR TR B2 s B RS E R T8 22 R L Wi 4
d) Ihave a work visa/permit and can show that I am able to be in New Zealand for at least 2 years OR Yes / No

(previous permits included) FfFA7 BT 22 &3k TIEZIIEE BB AT LATEHi 06 22 THES D4

) Iam an interim visa holder who was eligible immediately before my interim visa started ¢ 7 & mAfe 8%,  OR

FEABBIGHP T 2 BT S A 1 IR A et Yesd No

f) 1am a refugee or protected person OR in the process of applying for, or appealing refugee or protection OR
status, OR a victim or suspected victim of people trafficking 3k ft—{iraf st # S Bl sl ol & (5 4 15 85 Yes / No
AR, S EE L, BoR s RFnbtf, %R EAREIFERA QRTATEA

g) Iam under 18 years and in the care and control of a parent/legal guardian/adopting parent who meets OR

one criterion in clauses a — f above Yes / No
18 HULF AR/ BIP A/ B, B A UL E af PRyTfar—4
h) Iam 18 or 19 years old and can demonstrate that, on the 15 April 2011, T was the dependant of an OR Yes / No

eligible work permit holder 4545 18 = 19 J TiiF B8 2011 4F 4 8 15 A It RISH AR TSI

i) Tam a NZ Aid Programme student studying in NZ and receiving Official Development Assistance funding OR
(or their partner or child under 18 years old)

B — N 2 R JIM AR RT3 BT S R R BB G (S Tl | — NI 24 4R 80 i L
MEE, SUEBRE 18 I AR — DN HPE LB R EA

j) Tam participating in the Ministry of Education Foreign Language Teaching Assistantship scheme %% OR

I MBI F i Yes / No

k) Iama Commonwealth Scholarship holder studying in NZ and receiving funding from a New Zealand
university under the Commonweaith Scholarship and Fellowship fund ERER L SFIAATE Yes / No

F 2% 513 BRI 2 KRS A8 6 s ¥ & I Wik v &

I confirm that, if requested, I can provide proof of my eligibility.
RN, MREES, MATLURIERIT S VEMARUENIERR

My agreement to the enrolment process A #FE &
NB Parent or caregiver to sign if you are under 16 years & 52 S U5 i5 A ARk 16 %

v 1 choose to enrol with this practice as my regular and ongoing provider of general practice/GP/first level primary health care
services.

BIRAE R RE S PTE RO E TR0 /B A4/ B T A (R %

v I understand that by enrolling with this practice I will be enrolled with the Primary Health Organisation (PHO) this practice
belongs to, and my name, address and other identification details will be included on both the Practice and the PHO enrolment
register.

FE =T M2 BTN A RN 2 th4FPE 2 A3 B A S T A IR S MU AT . FRE9% F bk LA HE B A BRI s AT Rk
HlLHa).

¥ I understand that if I visit another provider where I am not enrolled I may be charged a higher fee.

B HMRRERISH NS, B TESEEREHERDLE.

v" I have been given information about the benefits and implications of enrolment with the PHO, and their contact details.

R OLERENR T A T A ARGIR A0 MR LA RO (A5 B AR LR b TR % H 2

v" 1 have read and I agree with the Health Information Privacy Statement in accompanying PHO information pamphlet.
WE B A I LA A REAR S LD I A0S R R A (E &,

v 1 agree to inform the practice of any changes in my eligibility.

BRI B LR A TR A AT D B B 2 B a2 7




