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College
Registration Form
Title
Surname
First Name/s
Date of Birth Year Level
Street Address
Suburb Postcode
Student Mobile
Student Email (if independent
student)
. Mobile:
Next of Kin Email:
Medicare Card Ref No. Expiry Date
Concession Card
OR Expiry Date
Health Care Card

For INTERNATIONAL STUDENTS ONLY
Health Insurance Provider:

Policy Number:

Declaration

| hereby consent to be seen by Health Practitioner at Brisbane South State Secondary College. | consent for
my medical information to be stored at Cornwall Street Medical Centre. | consent to my appointment being
billed to Medicare.

Signature patient or guardian: __________________________ Date: __/__/__

We collect personal information and sensitive health information about you and safeguards is confidentiality
and privacy with the National Privacy Principles. Your personal health information is kept private and secure,

as required by federal and state privacy laws. If you have concerns, please leave blank and discuss with your
GP.



