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Fields marked with an* are compulsory

EDI: drs109gp

W ShwiRIRE

Dr. Andrew Shiu NZMC 37700

* NHI(Office use only) ((NEA#HH)

Name (Title) *Given name *QOther Given Name(s) *Family Name
#"E (FRIF) = g e
Birth Details *Day/Month/Year of birth *Place of Birth *Country of birth
HEER *HER/B/E *HAEkT *HAER
Gender I:l
i3] *Male 55 *Female & * Gender diverse Eift
Occupation Company Name Occupation
;2 NEBR BRIV
Company address Work Phone
ANt T{rEEIR

Usual Residential Address

EAES a8

RS RANER

*House(or RAPID) Number and Street Name

*Suburb/Rural Location

X

*Town/City and Postcode

TR R EBR S 1D

Postal Address

(If different from above)

HREF bk G sRAN RIS ES)

House Number and Street Number or PO Box

Number [ ISR EERRE HBIEHESH

Suburb/Rural Delivery H2X44

Town/City and Postcode 35542 R HF4RSF5

Contact Details

BKRAGR

Mobile Phone FHIE13

Home Phone EEH 1S53

Email Address EBFHEFE

Do you consent to the practice sending TEXT messages for the purpose of recalls, surveys
& updating your details? ZR2ERBHFICATAELS. FAENEHRSHEHMAIXER?

D Yes &

D No &

Do you consent to the practice sending EMAILS for the purpose of recalls, surveys &

D Yes &

D No &

updating your details? EREREFIZAE. FEHEHRESHEHTREEM?

Emergency Contact ZSERREA

Name #4 Relationship <&

Mobile (or other) Phone BF4ZEEIE

Transfer of Records | agree to 109 Doctors obtaining my records from my previous doctor, which will mean | will be removed
from their practice register. #3RRETICHR FKERE109 Doctors AFZ RIREEEMREFANFS, BEOREFABEAIREEEATT

AEA.
[ ves, please request transfer i&#3 [ Not applicable/ No Transfer ;@ s R E /Rt
Signature &
Previous Doctor and/or Practice Name and Address BIZRERFHERIZREIZFIRAF NI Date HEA

*Ethnicity Details
Which ethnic
group(s) do you
belong to?

Tick the space or
spaces which
apply to you
“MIRER

Gl ENIPAL
i&?

HikE

New Zealand European SrFg=EuMA
Maori FEFIA
Samoan FEEET A

Cook Island Maori FEFREEBEFIA
Tongan iZINIA

Niuean IR A

Chinese FEIA

Indian ENEA

Others (Such as Dutch, Japanese,
Tokelaua). Please state

Hft (flInfr=A, BEA, £=
FHA) iEA

000000000 :

Iwi: FEFUERE
Hapu: EFFEB%:

Community Services Card Number Expiry Date

HXIRS RS K EEA

High User Health Card Number Expiry Date
ESi=L

O] AT 1248

Smoklng Status (if over 15) IRMEIN (IR ATF 15 %)
D Never Smoked MAIRRA EI MRS |:| AT

1548
[] BsmEs

1BEIRREAIEEENS?
Would you like support to quit?

{7 BB EIRIRRIRS BN ?

If you are a current smoker or have recently quit, we would like to help you
stop to improve your health. Would you like help to stop/stay and ex-smoker?

NSRMRE RIEEIRIREE NIFFIAMIE, Bl BRI E R BRI,

e

|:| Yes & |:| No &




My declaration of entitlement and eligibility {3 & E¥TR/ERIFEEE ‘

I am entitled to enrol because | am residing permanently in New Zealand BT SiEMATE, EARXKBERA=
The definition of residing permanent/y in NZ is that you intend to be resident in New Zealand/or at least 183 days in the next 12 months XEHENX B TEEZEH

RAMAZAERA=REE) 183X
1 am eligible to enrol because: BT & EMITER S

a | 1ama New Zealand citizen.(If yes, tick box and proceed to | confirm that | can provide proof of my eligibility below)
BISHHE=FR (MRS, BARAEHRE TS "BIRARTILURHEASEMITRER" )
If you are not a New Zealand citizen please tick which eligibility criteria applies to you (b-j) below: {IREREHBEZAR, BE NEIEERTIEAIEEIRE (b-) :

O

]

b I hold a resident visa or a permanent resident visa (or a residence permit if issued before December 2010)
BSET=EREXAERSIE(EE 2010 F 12 B ZAIERIEEIT)

¢ | 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 FIFERAFIIIFREERAFIAKABBIE, HEXCEREREEIA=SEEEEZPRE

d | I have a work visa/permit and can show that | am able to be in New Zealand for at least 2 years (previous permits included).

BIFEHA=TESEERTLERR=EEZRF (BEZRTE)

e | lam aninterim visa holder who was eligible immediately before my interim visa started. F#HFGIGEIE, BEIRNESITERIFS TRE

f | l'am arefugee 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. WEWRHZ/RIFE, SIEARBN DIFERKZRPSH, IAORENZEEZNTEZES

g | lam under 18 years and in the care and control of a parent/legal guardian/adopting parent who meets one criterion in clauses a-f above OR in
thee control of the Chief Executive of the Ministry of Social Development

BA# 185, AR LA a-f RPNE—THRENR B/AEIEPA/ZRXBRMEE Bt SR ESEREITESE

h | am a NZ Aid Programme student studying in NZ and receiving Official Development Assistance funding (or their partner or child under 18 years
old) RE— A=A RINSE, AFR=IHBENES KRR EEMER 18 ZLATHEF)

i | am participating in the Ministry of Education Foreign Language Teaching Assistantship scheme FIFES IS ZPARIINERIZGT R

j | am a Commonwealth Scholarship holder studying in NZ and receiving funding from a New Zealand university under the Commonwealth Scholarship and Fellowship

Fund BREEHAI=F INRBFIRFSREE, FRZHFE=AFREIRF SRR ESRHSE

OO0 o ogojojd

| confirm that | can provide proof of my eligibility. I:l
ERIAR AT LR R & A ERTIERR Evidence sighted (Office use only) IEBAEAR3Z ((NE/AER)
My work/student/visitor/other visa is valid for a period of Year(s) JLEE: Expiry Date: ZF43 H EA:

KA ILE/Z3 /Bt ESIEE TRk
My agreement to the enrolment process NB. Parent or Caregiver to sign if you are under 16 years

MRS xe: mRekH e 3, BARSNEPAST
l intend to use this practice as my regular and on-going provider of general practice / GP / health care services.
BRI REEESREABRNETIERE REEL/EABERESRSE.

1 understand that by enrolling with the [Practice Name], | will be included in the enrolled population of National Hauora Coalition PHO, and my name address and
other identification details will be included on the Practice, PHO and National Enrolment Service Registers.

HEEAEILIZEN M ERERBISEZATERER PHO TSI, ENEF. IR ECHSMIERERRBEISAFILA,

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

HIERNREES— M IETMNZFRES, KRS EESRIZE,

I 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.

EEWSME XM ImER, LURAIZFFIPHORMIRSS, EEPHORETRIIBRR A .

I have read and | agree with the Use of 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.

ECWEHRRE (EREMAER) . RIRENEEEEATRERSALEMRSINES. SRR TSEMBAFEHTISS, BFRT (FFAE) AFHER.

1 understand that the Practice participants in a national survey about people’s health care experience and how their overall care is managed. Taking part is
voluntary and all responses will be anonymous. | can decline the survey or opt out of the survey by informing the Practice. The survey provides important
information that is used to improve health services.

BTBZ2AE 57 I TFT MINET RERE LR ENNBHMERERSNEERE, 252880, MEREHMERESMN. KoLUEEEESREBAIZINELTE
B, ZAERETRATYIERERSHEERER.

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

BRSMNRERBES I/ EREBEEIE, RSBRIZH.

O O

Self signing Authority
£ T
Signature 5 Day/ Month/ Year /B /£ ANEF BRAEF

Signatory Details ERi¥E

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

WRHTEMEREEMAZZETER, ERAGSEFEMAER.

Authority Details
(where Slgnatory Is not Full Name £74 Relationship <& Contact Phone BXZEEIE
the enrolling person)
EYNES
NRAREMATALET)
= * Basis of authority (e.g. parent of a child under 16 years of age)#ZfU&IE (20 16 ZLAITILENRE)

Primary Health Services Provider Enrolment Form
Last updated February 2018



