
 
 
 103 Lincoln Road 

Whangamata 3620 

Phone: 07 8658032 

Email admin@wmcentre.co.nz 

 

Check List for New Enrolment 

**Please be aware that your forms need to be returned at least 24 hours before your first appointment. If forms are 

returned on the same day as your appointment, you will be charged as a casual patient. 

 

✓ Please tick the boxes to confirm the following: 
 

 Both sides of the enrolment form have all boxes completed.   
Ensure town and country of birth are filled in. 

 Eligibility that applies, is ticked 

 Sign and date form 
(Legal guardian must sign and complete authority for children under 16 at bottom of form). 

 Complete “Request for Notes” form.  Remember to sign it. 

 Bring in your Passport; 
OR, Driver’s License AND 18+ card OR Birth Certificate  
These must accompany the enrolment form so we can take a copy.  
This is a legal requirement to prove NZ Citizenship / eligibility. 

 Book “new patient appointment” within 2 weeks of enrolment date (1/2 hr with nurse).  
There will be a $35 fee for this appointment which will need to be paid at time of appointment.  Failure 
to attend will still incur a $35 admin fee.  
You may be required to see a doctor as well – standard consultation fees will apply to this consultation. 
New patient fee is $60.00. 

 

PLEASE understand that : 

• Failure to provide all of the above will result in you remaining a casual patient (and 
charged accordingly) until the enrolment process is fully completed. 
 

• We do not run accounts, so payment is required at time of appointments. 
 

PLEASE ask your receptionist about the following: 

1. MyIndici (online access) – see attached flier. 
2. Authority to Divulge – See attached information 
3. Terms and Conditions of enrolment with the Whangamata Medical Centre 



 
 

Documents that prove eligibility: 

New Zealand Passport 
 
OR 
 
NZ Birth Certificate (or Cook Island, Niue or Tokelau birth certificate) AND two (2) forms of proof that you are 
the person on the birth certificate 
 
OR 
 
Your NZ Certificate of Citizenship AND two (2) forms of supporting identity documentation (one needs to have 
a photograph of you)  
 
OR 
 
Your Descent Registration Certificate AND two (2) forms of supporting identity documentation (one needs to 
have a photograph of you)  
 
OR 
 
Your valid passport with a NZ Resident VISA (or Residence Permit if issued before 29 November 2010) or 
Permanent Resident Visa  
 
OR 
 
Your Certificate of Identity issued under the Immigration Act 2009 NZ 
 
OR 
 
Evidence you are currently getting a social security benefit (except emergency benefit) AND two (2) forms of 
supporting identity documentation (one needs to have a photograph of you). 
 
Examples of identity documents include: 

• a driver’s license 

• an 18+ card 

• a community services card or SuperGold Card 

• a school / tertiary ID card 

• an employment contract, a rental agreement, or 

• letters addressed to you at your current address 
 
Requirements for these documents are waived for children.  
NOTE:  Children aged 17 years or younger, in the care and control of a parent or legal guardian who is a New Zealand 
resident, are eligible for the same publicly funded health and disability services as that parent or guardian.  The same 
applies if the adult is applying to be their adopted parent or legal guardian. 
Except for maternity services (/new-zealand-healthsystem/publicly-funded-health-and-disability-services/pregnancy-
services), partners of people eligible for publicly funded health services must themselves meet the eligibility criteria. 
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  Whangamata Medical Centre 

PATIENT ENROLMENT FORM 
 

Fields with * are compulsory 
Anyone over age of 16 years must complete their 

own enrolment form NHI  (Office use only) 
 

Title * Family 
Name 

* First 
Name/s 

* 

 

Preferred Name:  Other Name/s: 
(eg: Maiden Name) 

 

 

Gender 
(please tick) 

*
  

        you would like to be identified as 

 Male  Female   Gender Diverse   

Sex at Birth 
(if different)   Male  Female   

 

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

 
Tick the space or spaces 
which apply to you 

*  11 New Zealand European    

    31 Samoan                              
    32 Cook Island Maori                       
    34 Niuean                                          

    Other (such as Dutch, Japanese, Tokelauan) 

 21 Maori - Iwi _                            ___________   
 33 Tongan   

 42 Chinese       

 43 Indian       
   

Please state:                            

Date of Birth *  
Day / Month / Year  

*  
Place of Birth 

* 
Country of birth 

Permanent 
Address 

* 

Unit / House no. 
* 

Street Name 

* 

Suburb 
* 

Town City 
 

Cell Phone 
Number 

*  Email 
Address 

*  

 I consent to receive text messages.  

   Yes         No 
 I consent to received emails     

   Yes          No 

Home Phone 
Number 

*  Work 
Number 

*  

 

Community 
Services Card 

 Yes   No 
 

Expiry Day / Month / Year  

Card 
Number  

High User 
Health Card 

 Yes   No 
 

Expiry Day / Month / Year  

Card 
Number  

 

Postal Address:  

If different from 

Permanent Address 

 

Unit / House / PO Box no 

 

Street Name 

 

Suburb 

 

Town / City 

 

Emergency Contact/NOK Relationship *  
Name *  Contact No: *  
    

* Alcohol 

Consumption 

 
Do you drink Alcohol?           

 Yes                 No 
 

* Smoking is an important factor 

influencing health  
If you are aged 15 and over, please tick the 
space that applies for you 
 

Smoking is hugely negative on your good 
health. In most cases, you will experience 
the benefits of quitting immediately.   

 
Currently smoke 

 
Recently quit 

If Yes, what is your 
average intake? 
 
**A unit is one standard 
drink 

 1 – 5 units per week  Never smoked 

 6 – 10 units per week  Ex-smoker (over 1 year) 

 11 – 15 units per week If you currently smoke, would you 
like some help to quit? 

 Yes 

 15 or more units per week  No 

 

Occupation *  
Employer Name *  Contact No: *  
Address * 

* My Indici   If you are over 16 years of age, we suggest your register with My Indici. Please supply your 

individual email address (can not be used by any other family member) for registration purposes.  

I wish to join My Indici (please tick)     Email for My Indici: 
 



Preferred Pharmacy:         

                                                                          
 

Residential 
Status: 

* If not born in NZ are you a NZ resident? 

 Yes    No 

* Are you on a working visa? 

Yes    No   Expiry Date: 

* Are you a Refugee?  

 Yes         No 

*My declaration of entitlement and eligibility (please tick as appropriate) 

I am entitled to enrol because I 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 

*I am eligible to enrol because: 

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

*If you are not a New Zealand citizen please tick which eligibility 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)  
c I am an Australian citizen or Australian permanent resident AND able to show I have been in New Zealand or 

intend to stay in New Zealand for at least 2 consecutive years  
d I have a work visa/permit and can show that I am able to be in New Zealand for at least 2 years (previous 

permits included)  
e I am an interim visa holder who was eligible immediately before my interim visa started  
f 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  
g I am 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 the control of the Chief Executive of the Ministry of Social Development  
h I am a NZ Aid Programme student studying in NZ and receiving Official Development Assistance funding (or their 

partner or child under 18 years old)  
i I am participating in the Ministry of Education Foreign Language Teaching Assistantship scheme  
j I am a Commonwealth Scholarship holder studying in NZ and receiving funding from a New Zealand university 

under the Commonwealth Scholarship and Fellowship Fund  
 

* I confirm that, if requested, I can provide proof of my eligibility   
Evidence sighted (Office use only) 

 

My agreement to the enrolment process  
NB. Parent or Caregiver to sign if you are under 16 years 

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

I understand that by enrolling with Whangamata Medical Centre I will be included in the enrolled population of the Midlands Regional 
Health Network Charitable Trust, and my name address and other identification details will be included on the Practice, PHO and 
National Enrolment Service Registers. 

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

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.  

I have read and I agree with the Use of Health Information Statement.  The information I 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. 

I understand that the Practice participates 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. I 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. 

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

I agree that this Practice is entitled to charge a fee for health services provided and that those fees are expected to be 
paid on the day the service is provided.   
Any arrangement to defer payment must be authorised by the Office Manager. 
 

Signatory Details * Signature * Day / Month / Year 

 

Self Signing 

 

Authority 

 

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

Authority Details 

(where signatory is not the 
enrolling person) 

Full Name Relationship Contact Phone 

Basis of authority (e.g. parent of a child under 16 years of age) 
 



 

 

 
 103 Lincoln Road 

Whangamata 3620 

Phone: 07 8658032 

Email admin@wmcentre.co.nz 

 

REQUEST TO HAVE MEDICAL RECORDS TRANSFERRED 
 

Each person 16 years or over to complete and sign own form 
 

To:  ............................................................ Fax no: ......................................... 
 
Address: ............................................................ Ph no: .......................................... 
 
Please transfer the medical records for the following people to: 
 

Whangamata Medical Centre 
 

PLEASE SEND ELECTRONIC FILES VIA GP2GP   

Please scan any hard copy files and send via GP2GP as we do not accept 
hardcopy files via post 

 

 Dr Donna Berry   NZMC 69518 EDI :  whanmcwh 

 Dr Tasha Robertson   NZMC 87687  

    

    

  

Please print and fax/post a list of recalls before you change the status of the patient as these do not 
transfer in GP2GP. 
 

Family Name Given Names Date of Birth 

   

   

   

   

 
Current Address: .................................................................................................................................................. 
 
......................................................................................................................................................................................... 
 

Signed: .................................................................  Date: .............................................. 

 
 

 

 

Fax Back Acknowledgement:   Medical Records Received 

Medical Centre: ...........................................................................   Date: ................................................... 

Signed: .........................................................................................  



 

 

  



 

 

 103 Lincoln Road 

Whangamata 3620 

Phone: 07 8658032 

Email admin@wmcentre.co.nz 

 

Terms and Conditions of Payment 

It is policy of this practice that payment is required on the day of consultation/service. Please note 
that if you are unable to pay your account on the day, it is your responsibility to notify a receptionist of 
this before your appointment or the service is provided (e.g prescription request). A full list of fees is 
available upon request. 

 

Whangamatā Medical Centre’s Terms and Conditions: 

 

• Payment is acceppted by cash, Eftpos, Visa, Mastercard or online banking. 
• Appointments are 15 mintues long – if you require longer that this, please advise reception at 

the time of booking. Additional charges will apply. 
• There is a charge for repeat prescriptions. Repeat prescriptions can only be issued for regular 

medications and require a review with the doctor within the 6 month prior. 48 hours notice is 
required for this service. 

• Whangamatā Medical Centre uses a debt collection agency. Any unpaid accounts plus cost in 
recovering the unpaid account will be the responsibility of the patient. 

• Please advise us of any changes to your contact details or eligibility to recieve funded 
healthcare in New Zealand (e.g vis status) 

• Whangamatā Medical Centre will not accept any verbal or physical abuse towards staff. 
Should an incident occur, it may effect your enrolment with our practice. 

 

 

I acknowledge that I have read the above and agree with these terms and conditions. 

 

Signed:  

 

Print Name:  

 

 

  



 

 

 

 



 

 

  



 

 

  



 

 

  



 

 

  



 

 

  



 

 

  



 

 

 


