ROYAL HEIGHTS DOCTORS

THE

Shop 12 Royal Heights Shopping Centre
P \ 8 pping .::é @C AUSE

138 Royal Rd Massey Auckland 0614

EFUfEE

ENROLMENT FOrRM JEfF3=

COLLECTIVE

Phone 09 3936313 Email reception@rhdoctors.nz

BHEEEE EDI : royaldrs

*Please choose 1 doctor as your PERSONAL GP and you can ONLY see the GP you chose
ERE | AEE, ZERAERRERNINRE

O DR FREDERICK GOH &4
O DR NELSON KHOR 1FEE4:

Incomplete Enrolment Forms with no signature/date or no Passport/Visa attached will NOT be NHI

accepted FATAREZILHASE [ 42544 1 % HEH 1 SR IR s BRI A4S,

First Name(s) As in Passport Family Name

4 TP —5, YL

Other Names Date of Birth / /

Hith 5 H4: HHA Day H Month H Year 4
Gender O Male &£ O Gender Diverse 4512 #¢ Country of Birth

vl O Female % (please state) HAEEZR

Home Address Street Number [ RS 1 Name of Street &4

JEEAE Suburb %N City/Town 3§17 Postcode N EgmbS

Email B Occupation T1E

Contact BEZ 5= | Mobile No FHH = Landline no [EEHiEER

Emergency contact | Name of person to contact Bi&xHE 2 A 44 Relationship =% Phone Number | 5k3
Tick your ethnic [0 New Zealand European [ Maori— Iwi: O Cook Islands Maori [0 Samoan
group O Chinese f A. [ Vietnamese [ Indian O Fijian O Niuean O Tongan
Fibigr [0 Japanese O Cambodian O Filipino [ Korean O Other — specify

Tick Smoking Status | O Current H gz {H O Ex-Smoker 7 {H T~ Date Quit 7 {KR H / /

IR KA e

O Never Smoked M IR HR Day H Month A Year 4

Eligibilty Criteria for
Enrolment

ARV TR b

[0 New Zealand Citizen ¥iP§ =2/ R [0 Resident / Permanent Resident Visa &R 57k A J&ERZHIE
O Work Visa (at least 2 years) TAEZSE(ZE /) 2 4F) O Australian Citizen/ PR JE K FIT A REk Z B R
O Others (refer to page 4 & enter applicable alphabet) 5E5 4 TUEB YN AYFEES

In order to get the best care possible, | agree to the transfer of my records from my previous GP. | understand | will be removed from

their practice register. J T 1S Z A ISR, JWEEHHERE CZAINVERICT. HHG, BRAFERZMIIHNERRE A,

Transfer of Records 1EEY > Fii2FTiw

O Yes HE O No REE O No Previous GP Z i’ £t % &=

Clinic Name HAFIZRE 2%

Private Health Insurance #., A EJT (&

O YESA Insurance Company {Rf& /N5 O NO &H

[0 Must be Ticked

| have read, understood and accept all the terms and conditions of service, agree to the Enrolment Process and

WNF TR Health Information Privacy Statement set out on pages 2 to 4 as well as any Patient Experience Survey.
Wbk, BRI Bk 55 SIS LU R E IR AR, (@G SIRAAHEA 1E 2, 3, 4 T, HIS I i2 2 H A& R G,
SIGNATURE (BY HAND) Z544 (F45) DATE HHH Day H/ Month H/ Year i+

OR Signed by AUTHORITY" =t \ 22
Full Name of Authority FZF{ A 444 Address i
Contact Number Signature of Authority Date / /

HEZ R BRNAZES (F5) HHH Day H Month F Year 4F
Basis of authority | O Parent of a child under 16 ZZ K-(f% TR 16 %) O Guardian of a child under 16 U5$F A (%%+K3#% 16 %)
REXNFER O Others (specify) At (i&FHH):

Last Updated: 8 Sep 2024




Terms of Service and Conditions of Enrolment ARSSHIESA:

Health and Safety Precautions {2 EF 122 & TG

e  Anyone above 10 years old MUST wear a mask in the clinic because the clinic is an indoor enclosed space used by babies, young
children, the elderly or medically vulnerable persons. We also need to minimize the risk of infections to our staff so that we can stay
well to continue to provide an essential service to patients.

FrA 10 % DL it ISPy AT S, Y2 — N N EFIZE R, )L ~ 40 - BEANSET 5938, i
AFERE R A TREGEAIRG, DUEFATRE S 4k FrA i ASEHEAR 55

e Anyone with a fever, cough, runny nose, sore throat, body aches or any other cold or flu symptoms, should NOT enter the waiting

room/reception area. Upon arrival, please notify the receptionist by phone and wait in the car or outside at the SIDE ENTRANCE.

WFA LSS ~ WK~ Fidei ~ W ~ B A POR s EME E SORBVE R, FREEAZHTAN ], $REAS, 1§ @S I EATHT
&, FAEF E BT,

Pre-Payment for services J§45 T~ 7

e  Full payment is expected BEFORE consultation/prescription/any other services is provided. Same fees apply to face-to-face, phone or
virtual consultations. We only accept cash, EFTPOS, Southern Cross Easy-Claim for all in-person appointments. Direct bank transfer is
only reserved for email/phone prescription requests and phone consultations.

TEIERSS ZRTEBUS B, EXSIE 12, BIG RIS I2HT g PR B IR 2 « T RIRT RRIR - F 2R
M. HAHRIERS ~ SRR EE A ITHFRK A LUK PR,

e Additional charges for consultations exceeding the allocated 15 minutes or other add-on services (e.g. ECG) are to be paid
immediately after the consultation.

WEGEH 15 73 &I (a], 2eA HAMFS IR AR S 2B ECC), AL M2 GBS (T ArA T .

Late payment / No payment 3SEA &/ S A 13Kk
e Alate Payment Fee of $10 applies if payment is not made on the day of service or within 3 days from invoice date.
WRAEHR 75 L R BRI S S HY 3 RINARATR, AN $10 Ay RAzE.
e A $20 Administration Fee will be imposed to cover the extra administrative effort required for handling overdue accounts not paid
within 7 days from invoice date.

RIS T HNAIFDZ A B R, S5 ML $20 A7 TBUE BB 4o Ik S Ay SRV A M T UL AF.
e  Overdue accounts not settled within 4 weeks will be charged a $30 account fee to reflect the costs of dealing with unpaid accounts

and passed onto a debt collection agency. Debt collection agency costs will be recovered from slow-payers on top of all outstanding
amount.

4 NIRRT B SR ML $30 By B B2, oA sq B 6. B AT A2 898% A B Gk A AR,
e  Full payment of outstanding balance has to be received before anymore services will be provided. In addition, Royal Heights Doctors
reserves the right to review the enrolment status of accounts not resolved in a timely manner.

FERSBR BE R A AP LIRSS A1, SRPEEEE AU EIFTA R R I BT EEAAFHUS 0L STSHIAR ],

Late for appointment / Cancellations/ Non Attendance TR /BN /A4S R TR
e  Late arrivals will result in a shortened consultation time. Any extension past the allocated 15-minute appointment time will incur
additional charges.

WHRE], BRI SRR, A5 TR (], 24t .

e Late arrivals for more than 10 minutes will not be seen within the remaining 5 minutes but full fees will still be charged.
WERFEES 10 739, RLEER, (BF 25k

e  Atleast 6 hours notice is required to cancel or reschedule any appointment otherwise full fees will be charged.
T/ DRRAT 6 /NI B AT & UM EE R ZeHEEY, & MR 223K

e  Failure to attend any appointments will incur full charges including nurse appointments. Missed doctor’s appointments for children
under 14 will be charged full adult fee. Missed nurse’s appointment for funded vaccination will be charged a $30 cancellation fee.

AR A BEP LRITIEY, TRE( 2K, B 0 - 13 YT, BRI . WFRETIP LRI ey, M2
$30 HUKTR.

Zero tolerance for verbal or physical abuse BEEFEEERE R T
e Any verbal or physical abusive or aggressive behaviour towards any staff will not be tolerated. We reserve the right to discontinue
care if any of our staff is not treated with respect.

BT A S MER A T EA A T TSR S E TR ITTH, FA RS BT AR (P EE .

We may make changes to our terms from time to time but you will be informed accordingly.

BANBREN TG TERS, ERA IS AR,

Last Updated: 24 Mar 2024




MY AGREEMENT TO THE ENROLMENT PROCESS F X B E =
Note: Parent or caregiver to sign if you are under 16 years old

AR ARER 16 ¥, NIRBERKEEF AZH

| intend to use this practice, Royal Heights Doctors as my regular and ongoing provider of general practice / GP / First
Level primary health care services.

PR RS EEF I A B R SHIREET ISR EE, IfEAST - ZEEEN— S T AERS.

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

T RS, (EFTGEE MR, TN A S EE AN T T AL, TRAGHEHE DR 53 (5 B AR
e S VRIS e

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

B, RFAERHS AT LS M T B, S IEE ST .

I have been given information about the benefits and implications of enrolment and the services this practice and PHO
provides, and their contact details.

WELHE T RTIEMNZRANSS, DX FSHTRIA S TSR AEIIR S K HBE R TTHHIE R

| 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. | 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.

W25 T~ ’%\J\ﬂ‘]ﬂ@h%?ﬁ'@ﬁi%ﬂ’ﬂ%‘Fiil%l &, D flavisrd, 252880,
FA RN R E AN, R LS E A B A SR A, Rt T TSRS EE(E A,

| confirm that | must provide proof of my identity and eligibility.

BT T B S (LR R,

| agree to inform the practice of any changes in my eligibility.

WEBBRA TS L MR LE B2

HEALTH INFORMATION PRIVACY f& (S B faFA

| agree to the practice sharing my health information with other health providers involved in my healthcare. 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.

HEBSZ5BNVET RENHMETRFRAELERNERES. REEME LRENVEEATHEREH
PSR NIETIBIRIIRSS . (B R TR S SHAMBUFY IR TEEE, B AERAE VRTINS .

| also agree to my information being used for practice quality/audit activities and to being included in the practice
screening, recall and health programmes.

AL EBIAVE B T &/ f TS, AT E, SRR,

I have been informed of the Health Information Privacy statement posters.

BAWE R (S B PSR AER -

| have read and understood the Enrolment Process and Health Information Privacy Statement, including how the practice
collects health information directly from me and may receive health information about me from other health providers,
agencies, whanau/caregivers, or other sources involved in my care, safety, enrolment, funding, screening, recall, audit,
quality improvement, or legal obligations.

P B B R AR A (@R (2 2B PR AL B, SR 12 P B M X U ERRE R, DA ATRE M A BRI AR
FRREE, YIM, ZA/BIFESEM S SRV, 24, £, Fe, i, Jlal, Hit, ESGHEUAR SRR
REFRAERER -



Please read this sheet and identify on your enrolment form which criteria provides your eligibility to funded health
services.

B RIRERIHE R B 10R _EE QA TR IR G BB BT IR S5 R

Enrolment in the Practice / Primary Health Organisation (PHO) i2F7/PHO i

| am eligible to enrol because | live in New Zealand ° and meet one of the following criteria

WA TS MR BAEEATE =1 BAG FYIH G Z —#Z5 04

a) I am a New Zealand citizen

FEE=AR OR
b) I hold a resident visa or a permanent resident visa (or a residence permit if issued before December 2010)
PFRAEBERZEEK ASERIIL (B 2010 4 12 H Z AL HYERVFANE) OR

C) 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

BRI REGHAF A A EER, BEWILHIRAENVE =, BB RAENTE = 2/ DRFESPIE OR

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

A LAERFUEAVF A, WTROEBHE AT DAMERPE = T /0 2 4 (BRELIRTHYZSIE) OR
E) | am an interim visa ' holder who was eligible immediately before my interim visa started
AL EE, EFRIRN SR 2 B LR E Y BTk OR

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

BB RBZ PRI Y NBIEAE B M R ECZ SRAPHI B, B2 NSRRI 2 E H EEE b2 EE OR

g) | 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

PRI 18 &, T & LAUER a - f SROFAVSCREEEIRIP A 1 77 SR 3P A1 IR OR

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)

TS =8 B 7 REIRET T 2 BB (BEHAHEEE 18 F DU TR ) OR
i) | am participating in the Ministry of Education Foreign Language Teaching Assistantship scheme
WIEAES NP =28 B MBS B0 OR

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.

B P 2 2 B A e B, FHESRR R A 5 RS & TUEPRE ¥l = R 5

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

TERTPE Z K A EERE SCRAIRTRAEARR 12 AN EDE 183 KEEHPEZAEE

'%|f a person has an interim visa this means they are waiting for Immigration to finish processing an application as Immigration issues interim visas if the old
visa has run out but the new visa is still being processed. To determine the eligibility of an interim visa holder you should look at what their eligibility
status was immediately prior to being issued the interim visa. For example, the person had a 2 year work permit and has been issued with an interim visa
while waiting for their application for another 2 year work permit to be processed. Immigration usually issues Interim visas in a letter form.

AL, BHE ILAEFRBREERFIBAHE, FAIRZECE D, EREiERA Mt ZREIRN 2L ERI BT, NiZ&EFEIRE
I 2 AV BEAE IR

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

AEFEH S P AEFNEENGENREF AR THEMERTENE &Y
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