
DR TERENCE R MOOPANAR  - MBBS FRACS(Orth) FAOrthA   Orthopaedic Surgeon 
 

 

 

Title: (please circle) Dr., Mr.,Mstr., Mrs. Miss, Ms., other (please specify)______________________________   

Surname________________________________________ Given Name___________________________________ 

Address_________________________________________  Suburb   _______________________________________ 

Patient’s email address:   _________________________________________________________________________ 

Telephone (H) ______________________ (W) _____________________  (Mob)_____________________________ 

Date of birth  ______/______/_____   Age______________ Occupation____________________________ 

Medicare number _________________________Ref No: ___     Expiry date_____________________________    

Health fund name: _______________________________      Membership number_________________ 

DVA Card number_____________________________    Expiry date   _____________________ 

Pension Card number_____________________________  Expiry date   _____________________ 

Referring Doctor____________________________________ Phone___________________________ 

Address___________________________________________________________________________________ 

General Practitioner_________________________________ Phone___________________________ 

Address___________________________________________________________________________________ 

Next of kin __________________________________________________________ 

Phone number ______________________________________________________ 

Please complete the following only if applicable: 
 
Workers Compensation  Third Party  Public Liability  
 
Claim number_____________________________________ 
 
Insurance company_________________________________   Case Manager____________________________ 
 
Address __________________________________________ ________________________________________________ 
 
Telephone ____________________________________  Fax _______________________________________ 
Solicitors______________________________________  Contact Name_____________________________ 
Address ___________________________________________________________________________________________ 
Telephone ____________________________________  Fax ________________________________________ 
 
I, (insert name)_________________________________, hereby authorise Dr Terence Moopanar and his staff to obtain and/or 
release any relevant medical information that may be necessary and/or required  to/ by  other parties such as my family 
doctor, insurance companies or solicitors (where applicable) and I agree to take full responsibility for the prompt 
payment of all my accounts.  

Signed_____________________________________________ Date_______________________________ 


