
A/PROF NICHOLAS COX 
Consultant & Interventional Cardiologist 

MBBS   FRACP FCSANZ 

Clinical Associate Professor 
University of Melbourne   
Provider No. 214245PL 

 

PH: 9421 2155  
FAX: 9421 2266 

www.nicholascox.com 
coxheart@bigpond.com 

 

 

Referring Doctor: GP Details (if different from referring doctor): 

Name: _________________________________________________________ 

Address: ______________________________________________________ 

 ______________________________________   Post Code: ____________ 

Phone: ________________________________________________________ 

Name: _________________________________________________________ 

Address: ______________________________________________________ 

 ______________________________________   Post Code: ____________ 

Phone: ________________________________________________________ 

Other Medical Specialists involved in your care: 

_________________________________________________________________________________________________________________________________________ 

Previous Pathology or Imaging company: _________________________________________________________________________________________ 

It is often helpful to be able to obtain old results and reports from doctors and hospitals. If you are happy for us to do so, please 
indicate below.  

 I authorise the release of medical records, results and personal information (related to my care) to A/Prof Nicholas Cox 

 

Name:                                                                           

Signature:                                                                                Date:  DD/MM/YYYY 

 

Patient Registration Form 
 

Surname: _____________________________________________________ Title:     MR    MISS    MRS      MS    Other: ______________ 

Given Names: _________________________________________________ Date of Birth:  DD/MM/YYYY 

Home Address: _______________________________________________ 

__________________________________________________________________ 

________________________________________ Post Code: ____________ 

Postal Address:     Same as above  

__________________________________________________________________ 

________________________________________Post Code: _____________ 

Contact Information: 

Home: ___________________________________________________ 

Mobile: ______________________________ (SMS reminders) 

Work: ____________________________________________________ 

Email: ____________________________________________________ 

 

Medicare Number:       

Reference Number (next to patient’s name):   
 DVA: _________________________________________ 

 Overseas student/visitor from: ____________________ 

Do you have private health insurance?   No    Yes 

Name of Fund: _______________________________________________               Membership No: ________________________________________ 

Next of Kin: 

Name: ________________________________________________________  

Relationship: _________________________________________________ 

Contact No.: __________________________________________________ 
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