
DR. AMMAR NAGREE T  : (08) 95281192 

Gastroenterologist F  : (08) 95282292 

       E : reception@nagree.net 

MBBS (Syd Uni). FRACP W : www.nagree.net 

Provider number 206667AT Healthlink  ID : drnagree 

Waikiki Specialist Centre (Consulting rooms) Waikiki Private Hospital  (Endoscopy) St John of God Hospital Murdoch (Endoscopy) 

221 Willmott Dr , Waikiki WA 6169 221 Willmott Dr , Waikiki WA 6169 100 Murdoch Dr, Murdoch WA 6150 

PATIENT DETAILS 

Given name……….…………………......................….Surname.…………………………………...…………………………………………… 

Address…………………………….………………………...………………………………………………………............................................. 

Suburb…………………………….……………………………….…..…Postcode……………………………………..................................... 

Date of birth…………...…………....….………………………….………………………………………………………………………………………. 

Phone (H)…………………………..…..............................(M)…….................................................................................... 

Email address (if you are happy for us to correspond with you by email) ............................................................………….. 

Medicare number………………………………………………………………………………………………………………………………………….. 

Ref No (to the left of your name)……………………………………………………………………Exp date…..…..………..………………. 

Concession card number (if applicable)…………………..………………………………………..Exp date………………...…..……….. 

DVA type (if applicable e.g. gold, white etc.) …………………………. Membership  number………………..…………………. 

Private health fund membership number (if applicable) ………………………….…………………….……………………………… 

Private health fund (if applicable e.g. HBF, Medibank)………………………………………………..…………………………………. 

Have you been in the fund for more than twelve months (Yes or No ) .................................................................. 

The excess that you must pay when claiming from your health fund (if applicable)…………………………………………. 

Regular GP……………..…..…………………………………………….…….……..…………..………………………………………………………….. 

Referring doctor (if not the above GP)…………………………………………………………………..………………………………………… 

Preferred emergency contact details: 

Name…………………………………………………………………………….…………..………………………………………… 

Relationship to patient……………………………………………………………..……..…………………………………… 

Phone (H)…………………….…………….. (W)……………….…………………… (M) …………..………………………. 


