SPRINGCLIFFE SURGERY

Child registration (15 years or under)

Please complete this information sheet thoroughly, since it is the start of your child’s new medical record with our practice.  It forms part of the medical record and as such is completely confidential.
	Full Name
	

	Address
	
Post Code:

	Telephone Number
	

	Date of Birth
	
Place of Birth:



	NHS No (if known)
	

	Next of kin
	
Relationship

	Previous GP & Medical Practice
	
Telephone No:

	Your previous address

	
Post Code:


Do you wish to have a Summary Care Record created by this practice?

YES/NO

(See leaflet)
Please record below your child’s immunisations – with dates if possible

	Primary Immunisations
	Approx age due
	Approx date given

	Diptheria/Tetanus/Whooping cough/HIB injection and Polio
	1.  8 weeks
2.  12 weeks

3.  16 weeks
	1.
2.

3.

	Meningitis C
	1.  8 weeks

2.  12 weeks

3.  16 weeks
	1.

2.

3.

	MMR – Measles/Mumps/Rubella
	12 – 18 months
	

	Pre-school booster (DTP) – Whooping cough/Diptheria/Tetanus/Polio
	3½ - 5 years
	

	MMR Booster
	3½ - 5 years
	

	BCG (Tuberculosis)
	14 years
	

	Diptheria/tetanus and polio
	14 – 16 years
	


PTO
Has your child been registered at this practice before?



Yes/No

Is your child taking any medication?  If so please specify –

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Has your child any allergies (e.g. penicillin)?
……………………………………………………………………………………………………………………………………………………………………………………………………………………

Please advise of any disabilities

……………………………………………………………………………………………………………………………………………………………………………………………………………………

Does your child suffer from Asthma?

Yes/No

Does your child suffer from Diabetes?
Yes/No

Please note below any serious illness, accident or operation your child has had:

	Date
	Event

	
	

	
	

	
	

	
	


Is there anything else you think we should know about your child?

……………………………………………………………………………………………………………………………………………………………………………………………………………………

Thank you for completing this form.

SPRINGCLIFFE SURGERY QUESTIONNAIRE
We have been asked to collect information by The Department of Health so would appreciate it if you could complete the questionnaire below.  All information you provide will be held in a confidential manner and will ensure your health record is kept up to date. Thank you for your time

ETHNICITY

(A)
WHITE

	
	English

	
	Scottish

	
	Welsh

	
	Irish

	
	Any other white background, please write here………………………….


(B)
MIXED

	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background, please write here…………………………


(C)
ASIAN/ASIAN BRITISH

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background, please write here…………………………


(D)
BLACK/BLACK BRITISH

	
	Caribbean

	
	African

	
	Any other black background, please write here………………………….


(E)
CHINESE/CHINESE BRITISH/OTHER ETHNIC GROUP

	
	Chinese

	
	Other, please write here…………………………………………………..


FIRST LANGUAGE SPOKEN
	
	English

	
	Other, please write here…………………………………………………..


SMOKING STATUS

	
	Never smoked

	
	I used to smoke but do not smoke now

	
	I do smoke, please enter quantity per day smoked……………………….

	
	I do smoke and would like help from the practice to give up


Full Name…………………………………………………
Date of Birth…………………………...

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

…………………………………………………………………………………………………………

Telephone No………………………………………..
Mobile…………………………………
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