
Child Registration Questionnaire

(for patients who are under 16 years)

Children between the ages of 5 years and 16 years are invited to attend for new patient screening.  Please book an appointment with the practice nurse.

Surname …………………………………….    Forename(s) ………………………………………

Date of birth ……………………..  Age ……..  NHS number (if known) ………………………...

Address ……………………………………………………………………………Post code ………

Home tel. no. …………..  Mobile no. ………………… Emergency contact tel. No. …………….

Place of birth ………………………  Ethnicity ……………..

Name of school …………………..………………………………………………...

Please inform the surgery of any changes to the above information.

Are you a Carer for a dependent relative?  Yes / No

IMMUNISATION DATES





Date given



Date given

DPT (triple) + polio   
1st dose 
………………
HIB Vaccine
1st dose …………………..

DPT (triple) + polio
2nd dose ………………
HIB Vaccine
2nd dose ……………………

DPT (triple) + polio
3rd dose ………………
HIB Vaccine
3rd dose ……………………

Pre school DTP + polio      ………………………

MMR Vaccine

1st dose ……………….
MMR Booster
……………………………...

Rubella Vaccination
………………………..
BCG Vaccination …………………………….

Meningitis C Vaccination
………………..

Please list any existing health problems, childhood illnesses and any operations











Date

…………………………………………………………………………..

……………………………

…………………………………………………………………………..

……………………………



………………………………………………………………………….

……………………………

………………………………………………………………………….

…………………………….

…………………………………………………………………………

…………………………….

………………………………………………………………………….

…………………………….

Please state name and dosage of medication taken regularly



Medication






Dosage

………………………………………………………………………….

…………………………….

………………………………………………………………………….

…………………………….

…………………………………………………………………………

…………………………….

Please give details of any allergies (e.g. food, latex, drugs)

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

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

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

CONSENT

I ……………………………………………………….  (parent) agree to my child being screened by the practice nurse / doctor

Signed ………………………………………………   Date ……………………………

Please bring a urine sample with you – the receptionist will provide you with a sample pot.

To be completed by the practice nurse

Height …………………………….   Weight ……………………………   BMI ……………………………..
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