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WHAI ORANGA O TE IWI HEALTH CENTRE

7 The Strand, Wainuiomata, Lower Hutt 5014

Phone: (04) 564-6966                                                                                                                           Fax: (04) 564-6926

Member of Te Awakairangi Health (PHO)  & Takiri Mai te Ata Whanau Ora Collective

HealthLink EDI:            whaitehc

Enrolment & Transfer of Patient Medical Files
This patient/s is now registered with:  Dr Istvan Gyori                     MCN: 64964          Dr Corinne Glenn     MCN: 61046
                                                                 Dr Kumar Sukumaran         MCN: 23571          Dr Vanessa Souter    MCN: 63552
                                                                 Dr Melissa Amertil
             MCN: 64877
We would be grateful if you could forward all relevant clinical information for the patient/s below:
Please note: all family members 16yrs and over are required to sign the form, extra family members on back
TITLE: ……… FIRST NAME: ………………………………................ LAST NAME: ………………….……………………….
MAIDEN NAME: ……………………..………………… MARITAL STATUS: ……………………..…………GENDER: M / F
DOB: ……………………..  COUNTRY OF BIRTH: ………………………………… OCCUPATION: …………………………
YOUR CURRENT ADDRESS: ………………………………………………………..……………………….……..…………………
YOUR PH (DAY) …………….…………….…… PH (A/H) …………………………….  MOBILE: ………….…………………….
IWI: ………………………………………………………………………………………………………………………………...………  
Text appointment reminders/messages can be sent to my mobile phone   YES/NO (please circle)
High User Card No: …………………………………………………...............
Expiry Date: …………………………..
Community Services Card No: ………………………………………………..
Expiry Date: …………………………..
Which Ethnic group do you belong to? Please tick space/spaces that apply to you:

	
	21 Maori
	
	11 New Zealand European
	
	31 Samoan

	
	32 Cook Island Maori
	
	33 Tongan
	
	34 Niuean

	
	42 Chinese
	
	43 Indian
	
	

	
	61 Other (such as Dutch, Japanese etc) Please state:


Do you have NZ RESIDENCY   Yes/No 
How long have you been in New Zealand ………… …………………………..
Do you have a work/student visa Yes/No 
Sited/copied ……………………………..Receptionist to sign: ………………………..
Have you been in a NZ Hospital?  Yes/No
 Where: ……..……………………………… Date: ………………………….
Next of Kin Details
FIRST NAME: ………………………………………….…………. SURNAME: ……………………………….…............................
PH (DAY) …………………………….PH (AH) ……………………………… RELATIONSHIP:………………………..…………
ADDRESS: …………….…………………………………………...........................................................................................................
YOUR PREVIOUS ADDRESS: ………………………………………………………………………………………………………..
YOUR PREVIOUS DOCTOR: ……………………..………………………………………………………………………………......
PREVIOUS DOCTOR ADDRESS: ……………………………………………………………………………………………………..
PHONE: …………………………….…………………………
FAX: ……………………………………………….

By signing this form I understand that I will be removed from the register of my previous General Practice.  I consent to these records being transferred to Whai Oranga O Te Iwi, and I agree to the payment policy of this centre to pay on the day of consultation. 
Signed: ……………………………………………………………


Date: ……………………….
Please provide Photo ID with your registration


Extra Family Members registering today, who are under 16yrs:
List any dependents (under 16yrs) that you will also be enrolling, provided you are the legal guardian:

	FIRST NAME
	FAMILY NAME
	GENDER
	ETHNIC GROUP
	DATE OF BIRTH

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Other Family Members registering today, who are 16yrs and over
are required to sign their form, and nominate their payer.
 Patients 18yrs+ need to have their own Community Service Card number.  
TITLE: ……… FIRST NAME: ………………………………................ LAST NAME: ………………….……………………….
MAIDEN NAME: ……………………..………………… MARITAL STATUS: ……………………..…………GENDER: M / F
DOB: ……………………..  COUNTRY OF BIRTH: ………………………………… OCCUPATION: …………………………
YOUR CURRENT ADDRESS: ………………………………………………………..……………………….……..…………………
YOUR PH (DAY) …………….…………….…… PH (A/H) …………………………….  MOBILE: ………….…………………….
IWI: ………………………………………………………………………ETHNICITY……………….………………………...………  
High User Card No: …………………………………………………...............
Expiry Date: …………………………..
Community Services Card No: ………………………………………………..
Expiry Date: …………………………..
Nominated Payer: (if under 18yrs) …………………………………………………………………………………………………….
Signed: ……………………………………………………………


Date: ……………………….
Please provide Photo ID with your registration


Text appointment reminders/messages can be sent to my mobile phone   YES/NO (please circle)
TITLE: ……… FIRST NAME: ………………………………................ LAST NAME: ………………….……………………….
MAIDEN NAME: ……………………..………………… MARITAL STATUS: ……………………..…………GENDER: M / F
DOB: ……………………..  COUNTRY OF BIRTH: ………………………………… OCCUPATION: …………………………
YOUR CURRENT ADDRESS: ………………………………………………………..……………………….……..…………………
YOUR PH (DAY) …………….…………….…… PH (A/H) …………………………….  MOBILE: ………….…………………….
IWI: ………………………………………………………………………ETHNICITY……………….………………………...………  
High User Card No: …………………………………………………...............
Expiry Date: …………………………..
Community Services Card No: ………………………………………………..
Expiry Date: …………………………..
Nominated Payer: (if under 18yrs) …………………………………………………………………………………………………….
Signed: ……………………………………………………………


Date: ……………………….
Please provide Photo ID with your registration


Text appointment reminders/messages can be sent to my mobile phone   YES/NO (please circle)
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