NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE FOR CHILDREN
This form must be completed for all children under the age of 18 registering with the Practice.
GP PRACTICE

Please circle the GP practice you wish to register your child with:

Dr McCandless & Partners
   Dr McNiff & Partners
      Dr Ramsey & Partners

PATIENT DETAILS

Surname: ………………………………………. 
 Forename(s): ……………………………..
Address: ……………………………….……………………………………………………………….

………………………………………………...…….   Postcode: …………………………………..

Date of Birth: …………………………………
 Home tel: ……………………………………
Weight (approx): ………………………………
 Height: ………………………….………..…

PARENT/GUARDIAN DETAILS

Mother/Guardian



Father/Guardian

Name …………………………………..…..
Name …………………..…………………..…

Address …………………………………….
Address ……………………………………….


……………………………………………..….
…………..……………………………………….

Home tel ………………………….……….
Home tel …………..…………..…………….
Mobile ……………………………………….
Mobile ………………………………………….

Do you consent to being contacted by text eg appointment reminders, clinic invites:


Yes               No
CONTINUED OVERLEAF

PAST MEDICAL HISTORY
……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………
IMMUNISATIONS 
……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………
MEDICATIONS ………………………………………………………………………………..……..………….………………..

ALLERGIES ……………………………………………………………………………..…………..………………….……

ATTENDING OTHER HEALTH PROFESSIONAL/HOSPITAL? (eg speech & language/health visitor/special needs)

……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
CHILDREN AGED 15 – 18 YRS

Smoking
Please circle the statement that applies to you:

1. I am a smoker



2. I am a non smoker

3. I am an ex smoker

If you are a smoker how many do you smoke per day on average? ……………..
Signed ………………….……… Parent/Guardian Name ……….……………...

Date …………………………....
















