
Eva Women’s Health 
Dr Elizabeth Varughese 

 

Date form completed:____ /____ /____ 
 
Name of Patient: ______________________________________ 
 
Date of birth: ____ /____ /____ 
 
Home Address: __________________________________________________ 
 
_______________________________________________________________ 
 
Postal Address: __________________________________________________ 
 
_______________________________________________________________ 
 
Email: ____________________________________________ 
 
Phone: _________________________ 
 
Medicare No: _________________________ Number on Card:____ 
 
Health fund name: ___________________ Member No: _____________________ 
 
Emergency Contact: __________________ Phone Number: __________________ 
 
Please see reception to have current measurements taken before your appointment 

 
Height:___________ Weight: ___________ 
 
Your visit today may require an examination 
 
Would you like a chaperone?   Yes   No  
 
 

Signature:_____________________________ 


