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FAIRHILL MEDICAL PRACTICE – Registration Form (CHILD)      







                               (0 – 14yrs)

Please complete in BLOCK CAPITALS and tick (() as appropriate 
	PATIENT DETAILS

	Title
	(  Mr                  ( Mrs                   ( Miss                    ( Ms

	First Names
	

	Surname
	

	(Previous Surname/s)
	

	Home Address
	

	
	

	Postcode
	

	Telephone Number
	

	Mobile Number
	

	Town and Country of Birth
	

	Date of Birth 
	

	Gender
	(  Male                  ( Female

	NHS No.
	

	
	


	Please help us trace your previous medical records by providing the following information

	Your previous address in the UK
	

	
	

	Name of previous doctor while at that address
	

	Address of previous doctor 
	

	
	


	If you are from abroad

	Your first UK address where registered with a GP
	

	If previously resident in UK, date of leaving
	

	Date you first came to live in UK
	


	MEDICAL DETAILS

	Drug Allergies
	(  No               ( Yes       Details:

	Any Other Allergies
	(  No               ( Yes       Details:

	Personal Medical History
	

	Current Medication
	

	Family Medical History
	( Cancers            ( Diabetes      ( Stroke            ( Raised Lipids 

( Hypertension    ( Glaucoma    ( Heart Attack  

	
	


	Carer Status
	( Is a Carer                  ( Has a Carer                   ( N/A

	Signature of Patient
	

	Signature on behalf of Patient
	

	Date
	               /                /


PLEASE TICK ONE OF THE BOXES BELOW          

	Ethnicity


	Please Tick
	For Office Use

	White British      
	(
	.9S10

	White Irish           
	(
	.9S11

	White – Other White Background       
	(
	.9S12

	Mixed - Black Caribbean & White
	(
	.9SB5

	Mixed – White & Black African
	(
	.9SB6

	Mixed -  White & Asian
	(
	.9SB2

	Mixed – Any Other Mixed Background
	(
	.9SB4

	Indian
	(
	.9S6

	Pakistani
	(
	.9S7

	Bangladeshi
	(
	.9S8

	Other Asian Background
	(
	.9SH

	Black Caribbean
	(
	.9S2

	Black African
	(
	.9S3

	Any Other Black Background
	(
	.9SG

	Chinese
	(
	.9S9

	Korean (Add both codes)
	(
	.13ee & .9SH

	Sri Lankan (Add both codes)
	(
	.13ef & .9iA4

	Other Ethnic Group
	(
	.9SJ

	Ethnicity Coding Declined
	(
	.9SE


	Please state first language spoken
	
	For Office Use (.13l – pick out from list)


	Height
	Please write your height 
	
[image: image1]
	Use BMI Index Icon to record

Height and weight

	Weight
	Please write your weight
	
	

	Waist Measurement
	Please write your waist measurement in next column
	
	.22NO


FAIRHILL MEDICAL PRACTICE – Registration Form (CHILD) ……Cont.
                              







         (0 – 14yrs)
	Immunisations

	
	Date of 1st
	Date of 2nd
	Date of 3rd
	Where Given
(please tick)

	Pertussis  (Whooping cough)
Diptheria

Tetanus

Hib

Polio
	
	
	
	( Clinic

( Previous GP

( Abroad       

	Pneumococcal


	
	
	
	( Clinic

( Previous GP

( Abroad  

    

	Meningitis C


	
	
	X
	( Clinic

( Previous GP

( Abroad  

        

	Hib / Meningitis C  Booster

(4th Hib & 3rd Meningitis C - only 1 injection)


	    DATE:  ………………………………………
	( Clinic

( Previous GP

( Abroad

           

	1st Measles / Mumps / Rubella

(known as MMR)


	DATE:  ………………………………………
	( Clinic

( Previous GP

( Abroad           

	2nd MMR


	DATE:  ………………………………………
	( Clinic

( Previous GP

( Abroad



	DTaP / IPV  (Pre School Booster)
(given at the same time as 2nd MMR)
	DATE:  ………………………………………
	( Clinic

( Previous GP

( Abroad      

 


Organ / Blood Donor
If you wish to register as an Organ or Blood Donor please visit either of the following websites where you will be able to easily register online:

www.uktransplant.org.uk
www.blood.co.uk
or by calling the freephone number: 

0300 123 23 23
--------------------------------------------------------------------------------------------------------------------------------------------------
