87 Maidstone Road ENROLMENT FORM :im&ik "?;
Christchurch, 8041 2024 Deg(ls us
* ils *PAEHEE BOZREY
Ph: 03 358 5535 Mandatory details *A/RIESAYERD
Any one over the age of 16 years must complete their own
Fax: 03 3585753 enrolment form
EDI: waimairi RS U ENATHRE CIESHE

Practice Name Zfi%&
Waimairi Road Medical Centre

Dr James Wong NZMC 29010
Email: reception@waimairi.pegasus.net.nz  |\NH| (Office use only)

*Legal Name
BA @) @2

(Title) *Given Name & F *Other Given Name(s) *Family Name #

Other Name

Hih&F Other Name B fth &= Other Given Name(s) Other Family Name (eg. maiden name) Eth
Prefered name *Date of Birth H4BH#A
HEWULEF

= *Place of Birth tH4E#1 | *Country of Birth tHAEER

Preferred Name HE#H WAL F  |Day/ Month / Year of Birth
*Gender 143 ] ] ]
Male B [Female & [*Gender Please state if gender diverse
diverse Hith |- = 1 phzeagy Occupation L&

*Usual Residential
Address R it House (or RAPID) Number and Street Name S/3F1#14 Suburb #1X  Town / City and Postcode 35 i #1ER% |

Postal Address

ERZF bl

House Number and Street Name S5 F1% 53 or PO Box Number (515 Suburb #1X Town / City and Postcode i F1ER

Contact Details BX4& 5=

Mobile Phone FHBH |[Home Phone REHIE [Email Address EBER

*Emergency Contact Z=B4%  Name ##

Relationship B2RAX3R  |Mobile (or other) Phone Bt Z B8 1%

Community Services Card |:| |:|
T RARS .
AR+ Yes B No %% |Expiry Date FIHAH Card Number S5
High User Health Card ] |
BREERT :
T Yes & No %% |Expiry Date FIHAR Card Number S5
*Smoking Status Would you like any support to quit?
el g F _ R BT EE N AR DEx-smoker less than 12 months ago12 {& B A& Ik (&
S \r
14 years over moker = DYes =m D No AEE D Ex-Smoker more than 12 months ago12 fl A fii & kA
14 3 DA b DNever Smoked 7~ & IR H

*Ethnicity Details
Ri&

Tick the space or
spaces which apply
to you

SERE A REE TR R H

E Indian Ffl

00000000

New Zealand European BX&4HE = A

Which ethnic group(s) do Maori EF| A
you belong to?
EEFHB—RIK? Samoan FEEEI A

Cook Island Maori EE5E & EFIA
Tongan ER0IA

Niuean A& A
Chinese FIEIA/ EA

EA

Other E{th 4 & (such as Dutch,
Japanese, Tokelauan). Please state;

Iwi :

Are you happy to receive SMS Text Messages?
R EREEYEEZPINGER

Yes & D No Z:ED

I

|

Transfer of Records | In order to get the best care possible, | agree to the Practice obtaining my records from my previous
EfroRER Doctor. | also understand that | will be removed from their practiceregister. 37 R METTREREU
firE RERWLEZAIERABE A REREZAEL - B 7TRFREZIESIEREMINIER LiRA

D Yes, please request transfer of myrecords &% D No transfer TRIE &% ‘DNOt applicable A~4HEE

Previous Doctor and/or Practice Name JR5E 2RO B ¥ Address / Location [R 5252 FT it 11t
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*My declaration of entitlement and eligibility 3 % 59603 SRS &5

l intend to use this practice as my regular and on-going provider of general practice / GP / health care services.

B RAGALBZAARFIRENREELEE RS

| am entitled to enrol because | am residing permanently in New Zealand.

The definition of residing permanently in NZ is that you intend to be resident in New Zealand for at least 183 days in the next 12 months

HARNENEAERA=RPEEHETEERRN TN AZEDEL—B/N\+=X

| am eligible to enrol because:

a

I am a New Zealand citizen (ifyes, tick box and proceed to I confirm that, if requested, | can provide proof of my eligibility below)

HEAH=1"R

If you are not a New Zealand citizen please tick which entitlement criteria applies to you (b—j) below:

b

I hold a resident visa or a permanent resident visa (or a residence permit if issued before December 2010)

HARRIILAZXAERS

I am an Australian citizen or Australian permanent resident AND able to show | have been in New Zealand or
intend to stay in New Zealand for at least 2 consecutive years

BREMARSFRMNAKARREINBENR LI EFSEAR=F LEPMF

| have a work visa/permit and can show that | am able to be in New Zealand for at least 2 years (previous
permits included) B ITEHE LE A NI IR ESNEAR=F E 2/ DM E (T EB AR
o LIEIME -)

| am an interim visa holder who was eligible immediately before my interim visa started

HA Im N UL BEE S UEHF ta i B FIE N

I am a refugee or protected person OR in the process of applying for, or appealing refugee or protection
status, OR a victim or suspected victim of people trafficking

HRERNEZEFEFRFAALTRZEEERBERURFENNEZAORZEHNZEZNZRIREN
AORENZRE

| am under 18 years and in the care and control of a parent/legal guardian/adopting parent who meetsone
criterion in clauses a—f above and control of the Chief Executive of the Ministry of Social Development

HHERZET)\FLUT - BRABNVRE/RIFA/BREBRRE a 2 f A —MEGNREEHAEK
RENE B HATERE

I am a NZ Aid Programme student studying in NZ and receiving Official Development Assistance funding (or
their partner or child under 18 yearsold) EER AR =M EF N FZET BB EAF ARENZE (B2
AR S E M+ \Z UM%

| am participating in the Ministry of Education Foreign Language Teaching Assistantship scheme

HB AT EBHKEE

I am a Commonwealth Scholarship holder studying in NZ and receiving funding from a New Zealand university
under the Commonwealth Scholarship and Fellowship Fund 3 EBF B W AEATN = KFFhE - HER

B RFE N ANEA A =ARFhA TRER,

*1 confirm that, if requested, | can provide proof of my eligibility
ERER, HEEHNRUERAMERARNEREMAR
Evidence sighted (office use only) EEFEH BN (EAFER),
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*My agreement to the enrolment process st id=2A91HIX
NB. Parent or Caregiver to sign if you are under 16years ({Z52+F U T  BRXEFZ2RIFAEE)

| understand that by enrolling with this practice | will be included in the enrolled population of the Primary Health Organisation
(PHO) this practice is contracted to, and my name address and other identification details will be included on the Practice, PHO
and National Enrolment Service Registers.

B Bt BRZFREENR - th 25EMTE Pegasus Health 2 T, AL FMMIHIFHERIFFELLIBE2FT - Pegasus Health FIE R EE

S

I understand that if | visit another health care provider where I am not enrolled | may be charged a higher fee.

HEARRBELEHEMPAE, FRRAGSEM -

| have been given information about the benefits and implications of enrolment and the services this practice and PHO
provides along with the PHO’s name and contact details.

HOEWEFX THMNE XAPERIEFS - ILEZ TR HEAVARSS, Pegasus Health BI& FHRIBX R,

| have read and | agree with the Use of Health Information Statement. The information | have provided on the Enrolment
Form will be used to determine eligibility to receive publicly-funded services. Information may be compared with other
government agencies but only when permitted under the Privacy Act.

OB IF RS Y B S B . RAEFEMRAR LSRR BORS I T 02 RS A L BB AR S5 I B o (5 B PT RE 5 A BUR
PURIEAT BB, (B R R TR AUV LT

| agree to inform the practice of any changes in my contact details and entitlement and/or eligibility to be enrolled.

BB R AR REMEEEE R, RSB ATEMEZAT,
*Signatory D D

Details Self Signing Authority

/5 Y nif==r s

ERALiN " N —— HECEE WNEALH
Signature HE4 Ea;ﬂ on ear %

An authority has the legal right to sign for another person if for some reason they are unable to consent on their own behalf.

MRRAEMREASZAFRLZIAEIMHENCFREIANBCHNET HHIURE, NEA AR EEERE

»

Authority Details
Contact Phone

NEATRER Full Name 3 42 Relationship 5 1% AKX % N AT ryEE1E

(where signatory is not
the enrolling person)
Basis of authority (e.g. parent of a child under 16 years ofage)

NEZETF:
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