Dalhousie Medical Practice

New Patient Questionnaire for Children Under 16 Years

Please complete one form for every child that you are registering with the practice and return it to reception. 

Some children will be offered a consultation, depending on their medical background.  Please inform the receptionist if you think that your child would benefit from seeing a doctor or nurse.

Please let the receptionist know if you have any difficulty completing this form.

Date form completed:  ………………………………….

Part 1 Personal information

	Child’s name:


	Date of birth:



	Address (including postcode):
	Home/ Mobile telephone number:



	School or nursery attended:


	If over 13 yrs - Do you consent to texts reminders from the Practice: 

Yes                        No

	Previous Address:
	Name and address of previous GP:




It is very useful for us to be able to link family records.

Please list below the names and dates of birth of all adults who have parental responsibility for this child.  Please indicate if the adult lives at the same address as noted above.

	Forename
	Surname
	Date of birth
	Relationship to child
	Same address?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Part 2 Medical information

	Prescribed medication: please list any medications that your child takes regularly (or attach the repeat prescription list from your previous GP)

Drug name                            Strength              Dose instructions        Illness prescribed for

eg loratadine                                  10mg                         1 tab in the morning            hayfever

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

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

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

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

	Allergies (please state drug name and type of reaction eg rash, nausea, severe collapse):



	Any other information you think is relevant:



	Immunisation dates (please use exact dates or let us copy the page from your parent held record):

	Diphtheria
	
	
	
	
	

	Tetanus
	
	
	
	
	

	Pertussis
	
	
	
	
	

	Polio
	
	
	
	
	

	Hib
	
	
	
	
	

	Pneumococcal
	
	
	
	
	

	Meningitis C
	
	
	
	
	

	MMR
	
	
	
	
	

	Other (eg BCG, hepatitis B, travel vaccines):




Office use only:

Date of registration:

Date records assessed and coded (38B..):

Coded (13IF.):    yes / no   …and other associated records  updated   Date…………..

Date Family List completed and filed (if necessary):

Date ID field updated for all family members:

Date offered new patient consultation and coded (9Oh..):

Date completed new patient consultation and coded (9Oh6.):
Part 3 Ethnicity

The NHS is committed to helping all ethnic groups. In order to help the NHS pinpoint aid, would you please complete the following question. If you do not wish to divulge your ethnicity, please tick the box at the bottom of the page.

What is your ethnic group?
Choose one section from A to E, and then tick the appropriate box to indicate your ethnic group. 

A:  White


( Scottish


( Other white British



( Irish







( Any other white background (please specify)……………………………….
B:  Mixed


( White and black Caribbean



( White and black African




( White and Asian





( Any other mixed background (please specify)………………………………

C:  Asian or Asian British


( Indian






( Pakistani






( Bangladeshi





( Any other Asian background (please specify)………………………………..

D:  Black or Black British


( Caribbean





( African






( Any other black background (please specify)………………………………..
E:  Chinese or other ethnic group


( Chinese






( Any other (please specify)


( Do not wish to divulge ethnicity

Language

What is your first language? ………………………………………………………..
Do you speak English?    Yes/No 


Do you need an interpreter?    Yes/No

Disability

A disabled person is defined in the Disability Discrimination Act as someone with a physical or mental impairment that has a substantial and long-term impact on their ability to carry out day-today activities.

Having read this do you consider yourself to be covered by the definition?     Yes/No 

If yes, please state your disability:  …………………………………………………
