
 Mr  Mrs  Master  Miss  Ms   Dr   Prof   Other   Date of Birth: _____/_____/____________

Surname:__________________________________________ Given Name: ___________________________________________

Address: _________________________________________________________________________________________________

Suburb:_______________________________________________________________ Postcode:________________________

Email: ___________________________________________________________________________________________________

Occupation:_______________________________________________________________________________________________

Telephone Numbers:   Home: ________________________

Work: _______________________ Mobile:________________________ 

Next of kin details Name: _____________________________________________________

 Relationship to you: ________________________________ Contact number: ______________________________

GP’s Name: __________________________________________ GP Provider Number: ________________________________

Practice details: __________________________________________________________________________________________

Contact number: __________________________________________________________________________________________

Medicare Number:__________________________________   Ref No: ________ Exp Date:  ________________________________

 Yes    No     Fund Name: _______________________________ Membership Number: _____________________

Dept. Veterans A�airs Card No: ___________________________  White  Gold Exp Date: ________________________________

   

PERSONAL DETAILS NEW PATIENT FORM (Side 1)

DR’s Name: __________________________________________  Provider Number: ________________________________

Practice details: __________________________________________________________________________________________

Contact number: __________________________________________________________________________________________

ME L B O U R N E
NEUROSURGERY

Mr Damien Tange F.R.A.C.S

16 Wapole St 
Kew 

VIC  3101

Please complete  pr ior  to  appointment   and return by post , fax  or  emai l  (dtsec@neurosurgery .com.au)  
 

Referred by Doctor:  GP  Specialist _____________________________________________

 Our Website     Royal Australian College of Surgeons (RACS) website 

 Google   Yellow Pages  White Pages  Personal recommendation: ____________________________________________

 Other:_____________________________________________________

Who can we thank for  your  referra l  to  us?

Referr ing Doctor

If not referring Doctor

Pr ivate  Health  Insurance:

Longer than 12 months  Yes    No

Aged pension                                         Card number:  _______________________ Yes    No

Phone  03 9853 2000
Fax       03 9853 2500

www.neurosurgery.com.au

 Physiotherapist  Osteopath  Chiropractor

www.neurosurgery.com.au


Please list current medications: 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Please list previous surgical procedures: _________________________________________________________________________

_________________________________________________________________________

Operation: ____________________________________________________ Year Performed: _________________

Operation: ____________________________________________________ Year Performed: _________________

Operation: ____________________________________________________ Year Performed: _________________

_________________________________________________________________________________________________________

Do you smoke cigarettes?   Yes  No If so how many and for how long? ____________________________________________

Do you take any blood thinning agents (eg warfarin, plavix, aspirin, asasantin)?  Yes  No

Details: ___________________________________________________________________________________________________

Do you have any allergies?  Yes  No If yes please include details: _________________________________________________

_________________________________________________________________________________________________________

Please indicate if you suffer or have suffered from any of the following:

Please list any other doctors,physio,chiro, you are seeing or have seen with contact details:

Deep venous thrombosis (DVT)  Yes  No Heart Attack  Yes  No

      Epilepsy  Yes  No 

Pulmonary embolism (PE)   Yes  No Open Heart Surgery  Yes  No       Stroke/TIA  Yes  No

Bleeding disorder   Yes  No Coronary Stent  Yes  No       Migraines  Yes  No

Tuberculosis/chronic infection:  Yes  No Angina   Yes  No       Diabetes  Yes  No 

Asthma / COAD   Yes  No     

Other: ________________________________________________________________________________________________

All information collected by this practice will be used for providing healthcare. Collection and utilization and storage 
of this information will be compliant with the 2001 Health Records Act. 

I consent to Melbourne Neurosurgery collecting, storing, and sharing my health information with other practitioners:

Signature: __________________________________________________________ Date: ___/___/______

Name: (Please Print) _______________________________________________________________________________________

PRIVACY

Health  Information

      Infection  Yes  No 

Other  Pract i t ioners

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________



Costs of Consultations as at March 1st 2017

Accepted:  Cash / Cheque / Credit Card(VISA  and MASTERCARD only)
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These Charges are subject to change without notice.

We are able to process this online for you. Otherwise a receipt will issued for you to take to Medicare. 

Costs of Surgery as at March 1st 2017

Private Patients

We have no out of pockect costs for surgery for those patients who we are treating for cancer. 
For non malignant tumours, degenerative spine diseases and other conditions there  will be a co - payment 
depending on the level of private insurance that you have. The private hospital has its own charges seperate from 
ours and they will depend on your level of cover. Please discuss this withthe staff in the office.

Uninsured Patients
Mr Tange does not operate in the public system. We will prepare a quote from the hospital, the surgeon
and the anaesthetist. This is an estimate and will depend on your hospital stay. 

Workcover/TAC  Patients

If there is change in your status to workcover/TAC there is a rate set by your insurance company .  
Mr Tange bills for workover/TAC surgery at the AMA rate.
There will be an out of pocket expense that is payable prior to surgery or an adjustment after the surgery if you have claimed under 
your private health insurance .

Dr Tange does not see patients for medico - legal purposes. If any information is required for this purpose a letter will
be prepared. The cost of this will depend on its’ complexity. If this is for TAC or Workcover you will need to pay the 
balance of that fee payed by your insurance cover. We do not do disability assessments.

I state the problem for which I am consulting Melbourne Neurosurgery is not the result of a work related 
injury or motor vehicle accident. As such I understand that no history will be taken in relation to any such 
events. Neither I nor any one representing me will expect or request any reports or opinion relating to any 
work related injury or motor vehicle accident.

Payment for all appointments is required on the day of consultation

Should you have your bank details registered with medicare please let our staff member know.

Initial Consultation fees  $205.00
Medicare Rebate  $110.20

Review Consultation  $115.00
Medicare Rebate  $36.55

Workcover & TAC accounts
Mr Tange does not see compensable patients. If you have been booked in error please notify his secretary prior to appointment.

Veterans Affairs  No out of pocket for gold card holders

Medico Legal

Signed ................................. Date ..........................
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