NEW PATIENT APPLICATION FORM:  
CHILD


Name:






Date Birth:


Age:
          M/F

Natural Mother’s FULL name & DoB:


Natural Father’s FULL Name & DoB:



Other Partner living at home (specify: stepfather/mother/boyfriend)    Name/ DoB 

Names of other children at home:

Legally Responsible Carer (circle):       Mother     Father        Aunt       Grandmother     StepMother        Fostered       Adopted
Pre-School Day Care :              Mother     Father        Aunt         Grandmother      DayNursery       Childminder
Name of Infant / Junior School:

Name/Address/Tel No of Previous Health Visitor

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

ALLERGIES
Penicillin Allergy ?(need to have had an itchy rash)      yes=□     no= □                         

 Other Medicines:____________

IMMUNIZATIONS:  very important, we need this information from your Red book  to register the child.

If in doubt, just bring the Red Book..

Date=________

3rd  Triple  [Dipth Tet Pertussis, &  Polio]  and  HIB         (usually at 4months)                     
did your child have the Pertussis part of the course (Whooping Cough)?        yes=□          no=□
Date=________

Meningitis C     

Date=________

MMR
  (usually at 12months)
                                 Date=________  MMR booster before 2yrs age


Date=________

Pre-School Booster       (usually at  3-4 yrs)

PERSONAL MEDICAL HISTORY   Please list overleaf  any other serious illness, hospital admissions   and  operations.

            and any regular medication  including asthma inhalers.

●Asthma

●Kidney scans after having had a Urine Infection

Learning Difficulties:   ●Statemented      ●Speech Therapy    ●Dyslexia      ●ADH

Child Protection Register  (●past   ●present )

●Behavioural Difficulties requiring psychology help.

●Bedwetting, requiring assessment/treatment.

