
   

 

NEW PATIENT REGISTRATION FORM 
 
 
(Mr/Mrs/Ms/Miss/Dr/Other_______)   Name:______________________________________ 

Address:_____________________________________________________________________

________________    Post Code: _______________ Date of Birth:  _____/______/_______ 

Home Ph:________________ Business Ph:_______________Mobile:___________________  

E-mail: ___________________________________  

Next of Kin: ________________________________Ph: ____________________________ 

Person responsible for account – must be settled at consultation  

☐ Self     ☐ Parent   ☐ DVA    ☐ TAC    ☐ Work Cover    ☐ 

Other___________________________ 

How did you hear of us?    

☐ GP  ☐ Internet Search  ☐ Word of Mouth  ☐ Social Media  ☐ 

Other_____________________ 

Referring Dr: _____________________________ Usual GP:___________________________ 

Usual GP Address: ____________________________________________________________ 

Medicare No: _______________________________________Ref:________ Exp:____ /____ 

Pension / DVA No:__________________________________________Exp: _______/_______ 

Health Fund Name:__________________________________ Member No:_______________ 

 
MEDICAL HISTORY  
 
Please answer ALL questions: 

Have you ever had any of the following conditions? 

High Blood Pressure      ▢  Yes  ▢  No 

Heart Issues       ▢  Yes  ▢  No 

Insertion of a Pacemaker or Defibrillator    ▢  Yes  ▢  No 

Kidney Disease       ▢  Yes  ▢  No 

Diabetes       ▢  Yes  ▢  No 

Tendency to Bleed/Bruise     ▢  Yes  ▢  No 

Rheumatic Fever      ▢  Yes  ▢  No 

Hepatitis       ▢  Yes  ▢  No 

Lung Disease       ▢  Yes  ▢  No 



   

 

--------------------------------------------------------------------------------------------------------------------  

Are you pregnant?      ▢  Yes  ▢  No 

Do you or have you smoked in the past 6 months?  ▢  Yes  ▢  No 

Allergies:__________________________________________________________________________ 

Current Medications:________________________________________________________________ 

Past Operations:____________________________________________________________________ 

Have you suffered any serious illness in the past?    ▢  Yes (please provide details)      ▢  No        

__________________________________________________________________________________

__________________________________________________________________________________ 

 
PLEASE COMPLETE THE BELOW ONLY IF TAC OR WORKCOVER PATIENT: 
 
TAC/WorkCover Claim No:____________ Employer/Insurance Co:______________________ 

Insurance Co/Employer contact person:___________________________________________ 

Insurance Co/Employer address:_________________________________________________ 

 

TREATMENT FEES 
 
Surgeon’s Fee 
 
The fees charged by this practice for surgical procedures are based on those recommended by the 
Australian Medical Assocaition (AMA) in their list of medical services. Fees reflect the costs incurred in 
running a medical practice. These costs include staff wages, rent, consumables, dressings etc. The 
majority of health funds do not reimburse the full amount of this fee. The difference between your 
health fund’s reimbursement and the AMA rate is your out-of-pocket expense.  
(Please note credit card amounts over $1000 will incur a 1% surcharge)  
 
Anaesthetist Fee’s  
 
Please contact the anaesthetist’s rooms directly to obtain information relating to out-of-pcoket costs 
associated with their services.  
 
Hospital Costs  
 
Please check with your health fund regarding hospital expenses.  
 
Operations  
 
Each procedure has it’s own item numbers and costs. The anticipated item numbers that related to 
your operaton are listed above. Please be aware that it is impossible to determine the exact procedure 
that is required until during the operation.  
 
 



   

 

Effective 24 Aug 2024 

 
Consent for clinical photographic use  
 
Please read the following information carefully to ensure full understanding of the clincal 
photographic use policy for Evolve Plastic Surgery.  
 
While every patients surgical journey is different and adapted to their individual anatomy and desired 
outcomes, it can be greatly beneficial to offer realistic and genuine photographic evidence of the work 
performed at Evolve Plastic Surgery.  
 
Dr. Anavekar may ask your permission to use before and after photographs of your surgical journey for 
education, marketing, or in discussions with other clincal and non-clinical members of the plastics and 
reconstructive surgery community. While verbal consent is always gained prior, informed written 
consent is also required before any images are used. All clients reserve the right to decline the use of 
clincal photography to document their surgical journey.  
 
Clinical photography policy 
 

- Any and all images used will be completely de-identified, that is any and all identifiable 
features including previous existing scars, tattoos, piercings or identifiable skin markings will 
be digitally removed or blurred.  

- Any clinical images will be tightly cropped to the site of the procedure to ensure that where 
possible, non-surgery specific areas are not present in the images.  

- Any images will be utilized under strict clinical photography policy and only with express 
permission from the patient. 

 
I,________________________, confirm that the information I have provided in this form is true and 

accurate.  I understand the information that has been supplied to me, including the use of Clinical 

Photography and consent to the use of these photos inline with our Clinical photography policy.  I 

hereby agree to pay the fees, as outlined, associated with my treatment at Evolve Plastic Surgery. 

Signed:___________________________________________________Date: __________________ 
 

☐  Please tick if you would NOT like to be contacted via SMS (mobile text message) and/ or EMAIL for 

appointment reminders, recall and other test reminders, or medical services we offer. 

Fees Private Pension HCC  Medicare Rebate 

Std Initial Consult                
1-15min (Item 104) 

$210 $175 $175 
$84.15 (Subject to 

Medicare eligibility) 

Long Initial Consult            
15-30min (Item 104) 

$300 $300 $300 
$84.15  (Subject to 
Medicare eligibility) 

Review Consult               
(Item 105) 

$130 $105 $105 
$42.30 (Subject to 

Medicare eligibility) 

Biopsy (1-3) 
(Item 30071) 

$170 $140 $140 $50.60 

Steroid/Injection 
(Item 30207) 

$120 $100 $100 $43.20 

In Rooms  
Procedure 

Estimated Out of Pocket cost after Medicare rebate: $450-$700 
Varies based on item 

number/s used 


