Pembroke Surgery
New Patient Registration Form <5yrs

Today's Date:

Please complete this confidential questionnaire.

Please complete a separate form for each family member to be registered.

Please complete in BLOCK CAPITALS and tick the boxes as appropriate.

Full Name:

Date of Birth:

Mr / Mrs / Miss / Ms / Other........

Home Number

Address and Postcode

Mobile Number:

Work Number:

Email Address: Next of Kin:
Maie: Female:
Feet [ inches em CYour Stones / Ibs. kg
weight:
CofE Catholic Other Christian (state} Buddhist Hindu Musiim
Sikh Jewish Jehovah's Witness No religion Other religion (state)
"..Your:_'ﬁ_t'l‘.li’.}ic'-crigin; "1 White British White Irish White Other

(SEIE“ Gne)

Black Caribbean Black African

Mixed White/Caribbean Mixed White/Asian
. N . Other Asian
indian Pakistani Bangladeshi Background
Other Black Chinese Mixed White/Black African Other Ethnic Group {state)
Background
'Y_o;;lr'ni?_in"a;‘_::lftfla'n_g'_uage_'_ : English Hindi Gujurati Urdu Bengali Punjabi
 Spoken / Understood:
ot select. one)
Polish Ukrainian French German Spanish Other:

{Please specify)




' IWhat |Hnesses have
: '.'-'you had & When? -~

Your Medical Background: -

. What operations
~haveyouhadand .

fPiease list any tabiets,:'f
medicmes_or other -

Diabetes

Heart
Attack

Heart attack under age of
B0

Bowel Cancer

Breast Cancer

High Blood Pressure

Asthma

Thyroid Disorder

Any other important Family lliness?




Spec;flc Needs. O T
Pleas detatl be{ow any specaflc needs you haue 50 the Practu:e can ensure they are ldentsfled and
e ST accommodated by takmg the appropriate action:
Please state any Sensory

impalrment you'have - o

: (a e, Speech Hearmg, S:ght}

Are you an

Please state eny Physncaf

; Please state any Mental

Piease state any. re u}rem_em_ts_ .
you have tobe: abte 10 'ccess the
g Practlce prermses

Please state -any Rehglous o S
Cultural needs:

ator / lnterpreter‘-’
' Please state any spec:ﬂc

Please state any allergles and’
: -'SenSlthtIES youl have.

Piease'state any pho as: yo_ i

Person Cared For Contact Details:

lf you have a arer, please 't' te
. theirname /. address / -'phoe'

number and sign: herei you wnsh-

Carer Contact Details:

us to discfose mformaﬁon about Signed: Date:
your he th to your Carer i
Do you, heve a ”leng Wlli” Yes / No If “Yes”
(a statement expiamrng what : . - .
n you pl ring a writt i
medncal treatment you would not_ can you p eese b h gsa en copy of it
want in the future)? o In to the Surgery
- i Yes [ No
Have you nommated someone to

i “Yes”, can you please bring a written copy of it
in to the Surgery

speak on vour behalf (e ga please state their name / address / phone number

person who has Power' of
o Attomey)? i




THIS FORM IS TO IDENTIFY IF YOUR CHILD REQUIRES IMMUNISATION
AGAINST TUBERCULOSIS (BCG)

One form to be completed for every child/young person please. To be completed for all
young persons aged under 16 years who are registering.

This information WILL NOT be used for any other purpose.

Has your child been immunised against Tuberculosis (BCG)? Please tickv Yeso No o
If YES please give the date of immunisation ..........................................

Was the child born in the UK?v Yes o
If NO please PRINT the country where the child was born

Were either of the child’s parents born outside the UK? Please tick v/ Yes o

If YES please PRINT which country the parent/s was/were born in

Were any of the child’s grandparents born outside the UK? Please tickv’ Yes o

If YES please PRINT which country they were born in

Has there been a case of TB in the family in the last 5 years ? Please tickv’ Yes o No o

If YES please confirm if your child was tested for TB at that time Yes 0

No o

No o

No i

No o




Health Visitor Registration Form
SUrname/Family NaME.......o.oeeeeeeeeeee s e eee e eseerns Male/Female
First/Given Name. ..o vevieeeeevcccee s Dateof Birth__ / [/
AArEsS...coovvvri e e
et POSTCOG@
Telephone Number.........ccoovmiennnn, Mobile......ccovveiiiniren,
EMaIl ADAresS..c.oocc et s
Mother’'s First/Given NamMe ..o ieeeeevesreeeorersessese e
Mother’'s SUrName. ... e Date of Birth__ /  /

OR
Date of Entryin UK__ /  / Country of Origirt....ccccoiieriee e
Mother TONGUE.......cccoevve i English Spoken? Y/ N

If your child has any ongoing illnesses or takes any medications on a regular basis please
give details of these below.

Continue overleaf if required
Please also complete the immunisation information on the second page of this form.

This information will be passed onto the Health Visitor and they will make contact with
you.



IMMUNISATION DETAILS

To enable the surgery to make sure your child’s immunisation schedule is complete we need to know the
precise dates of theirimmunisations: Please complete the following information

Diptheria/Pertussis/Tetanus/Hib/Polio PCV Meningitis € Hepatitis B
Date Given Date Given Date Given Date Given

1% Dose

2nd Dose

3" Dose

Booster

{Diptheria/Pertussis/Tetanus//Polio)

MR BCG (if given)

1" Dose

2" Dose

As your child is newly registered with this GP practice please sign the Immunisation consent form below

Childs details

Surname First name

Date of Birth

Address

| agree to have my child named above receive appointments for immunisations

Signature of Parent / Guardian date

NOTE You can reconsider this agreement at any time. This Information will be held on computer within the
Data Protection Act




