BROOK STREET SURGERY

NEW PATIENT QUESTIONNAIRE - CHILDREN AGED UP TO 13 YRS (INCL) 
DATE__________

Dear Parent.    

We like to provide our patients with good medical care and in order to do this, we need up to date records of your child's health. We would be grateful if could complete this questionnaire and return it with your child’s Medical Card so we can process your application to register with the practice.   Thank you for your help.







NAME:                   _______________________________________

DATE OF BIRTH:    _______/________/_____

ADDRESS:           ________________________________________                 TOWN OF BIRTH________________________


  ________________________________________

POST CODE:
_________________________________________

TELEPHONE:     ______________________


PLEASE GIVE DETAILS OF ANY SERIOUS ILLNESSES, OPERATIONS, ACCIDENTS

PLEASE LIST ANY CURRENT MEDICINES, INJECTIONS OR TABLETS ( including strength if possible)

ANY  ALLERGIES?       PLEASE GIVE DETAILS BELOW

	IS THIS YOUNG PERSON ON THE CHILD PROTECTION REGISTER (PLEASE CIRCLE)

	YES                             NO


IMMUNISATION HISTORY 


PLEASE NOTE

It is most important that your child’s immunisation history is accurately recorded, therefore it is essential that you provide us with the immunisation records before we can proceed with your childs registration.  The information will be photocopied and recorded and the documentation returned to you on completion of this.

Thank you for your co-operation.

FOR PRACTICE USE ONLY
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