
Patient registration & health questionnaire – Child (under 16)

	Gender:
	
	Date of birth
	

	Forename(s)
	

	Surname
	
	Calling Name
	

	Current address
	

	Home phone number
	

	School
	

	NHS number
	

	Previous address
	

	Previous GP
	

	Has your child been registered here previously? If yes, please give dates.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Has your child moved to the UK from abroad? If yes, give date of arrival in the UK.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Parent or Guardian details:

Title:

Surname:

Forename:

Relationship:

Address:

Telephone numbers:
	

	Preferred communication method
	

	Family Composition – Who does the child/young person live with. Please list all member of the household:


	Name
	Relationship to child/young person

	
	
	

	
	
	

	
	
	

	
	
	

	Is they anyone else with Parental responsibility for the child/young person
	Name
	Address/tel no. 
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	CHOICE OF GP

{office use – 9NN60}

[office use – 67DJ}


	DR A MURRAY (m) 
 FORMCHECKBOX 
            DR A HARRY  (f)  FORMCHECKBOX 

DR A CRAIG (m)   
   FORMCHECKBOX 
         DR P CHAPMAN (f)   FORMCHECKBOX 

DR I MONCASTER (f)  FORMCHECKBOX 

DR C FERRIDAY (f)  FORMCHECKBOX 

DR D TIERNEY (f)  FORMCHECKBOX 



The GP indicated above will have overall responsibility for care and support that our surgery provides to you.  This does not prevent you from seeing any GP in the practice. 



	Special circumstances:

{office use – 918F}

{office use – 918G}

{GP carers ID & Reg Form)

{office use – 13ZN} & pop up

{office use – 13CA} & pop up

{office use – NN }

{office use – NN}
	Please tick if any of the following apply:

I have a carer Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

I am a carer Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes to above please ask for Carers registration form Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Asylum seeker Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Housebound Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Live in a nursing home Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Live in a residential home Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Live in a community psychiatric home Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Live in a children’s home Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Height
	
	Weight
	

	Is your child:

Registered blind or partially sighted

Registered deaf

Registered disabled/other disability

{office use – pop up & accessible information needs questionnaire}
	Please state which of these apply:
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Please state your child’s ethnicity
	

	What is your child’s first language


	

	Does your child require an interpreter


	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does your child have any other allergies?

Please give as much detail as possible


	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Has your child had any of the following illnesses/problems? Please give details where possible:

Hearing Problems

Eye Problems

Speech/Language Problems

Reading/writing or spelling difficulties

Behaviour Problems

Development Delay, or problems with their growth

Childhood infections e.g. measles or chicken pox
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does your child suffer from any of the following:

Asthma, Eczema and Hay fever

Depression

Diabetes

Epilepsy/Convulsions
	Please state which of these apply and give date of last review:
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Does your child have any other serious or chronic illness?


	Please explain:

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Does your child have a family history of:

Asthma

Diabetes

Heart disease

High cholesterol

Heart attack

Stroke

Cancer

Liver Disease

Depression

Epilepsy

COPD 
	Please give details including relationship, illness and age at diagnosis if known:

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Has your child had any significant injuries or major operations?


	If yes, please give details:

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 




	Are your child’s immunisations up to date? 

IT WOULD BE REALLY HELPFUL IF YOU COULD PROVIDE US WITH ANY VACCINATION RECORDS YOU MAY HAVE. IF THIS INFORMATION IS NOT AVAILABLE, WE WOULD ADVISE YOU TO MAKE AN APPOINTMENT WITH OUR PRACTICE NURSE TO START A COURSE OF NHS VACCINES, PROTECTING YOU FROM TETANUS, DIPTHERIA, POLIO, MEASLES, MUMPS AND RUBELLA


	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



	Current medication
	If possible, attach a copy of your child’s repeat prescription list.

	Medication
	Dosage /  Repeat / Quantity Remaining

	
	

	
	

	
	

	
	

	We send our prescriptions electronically to pharmacies. 
	Pharmacy of your choice:

	Summary Care Record:
	 Please let us know if you would like to opt in or opt out of having a summary care record:

                            OPT IN    FORMCHECKBOX 

                         OPT OUT   FORMCHECKBOX 


	

	I confirm that, to the best of my knowledge, the information I have provided is accurate and correct.

	Signature
	

	Print name
	

	Date
	


Please note, it is your responsibility to keep the practice up to date with any changes to your address, telephone number or email address. 

Thank you for completing this form.

Please return this form to a member of the reception team who will make an appointment for your new patient health check.

	For Office use only

ID seen  FORMCHECKBOX 
     Birth Certifcate      FORMCHECKBOX 

Passport number ………………………Issue date……………Patient was confirmed as picture on the ID   FORMCHECKBOX 
  
Name of Staff Member who verified ID……………………………………………………….

Signature of Staff member who verified ID ………………………..  Date………………….


