BLUE DYKES SURGERY, CLAY CROSS

New Patient Questionnaire (Age 0-15)

Welcome to our practice, and thank you for registering with us. It may take some weeks before your records
reach us and by answering the following questions you will enable us to provide better medical care.

Surname Forenames (underline name by which you are
known)

Parent’s Surname Date of Birth

Place of Birth Male / Female

Address (and postcode) Name and Address of Previous G P

Telephone No Next of Kin and Telephone No

Please indicate if your child has a history of any of Any other significant illness or operations

the following:

Diabetes YES /NO

Asthma YES / NO

Epilepsy YES / NO

Allergies: Has your child ever been allergic to any Please list any drugs or medicines your child is

medicines? taking:
NAME DOSE HOW OFTEN

Immunisations: Please give dates and where, and

by whom (i.e. GP?Clinic) if known Pre School Booster

Dip / Tet/ W Cough / Polio / Hib / Pneumo / Men C MMR (booster/Z”d)

1% BCG

nd

3" Dip / Tet / Polio (leaving school)

Hib/MenC Other (please specify)

MMR (1%
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Please indicate:

1 White — British

2 White — Irish

3 White — Any other background

4 Mixed — White & Black Caribbean

5 Mixed — White & Black African

6 Mixed — Any other mixed race background
7 Any other Asian background

8 Black or Black-Caribbean

9 Black or Black British — African

10 Black or Black British — any other black background
11 Chinese

12 Any other ethnic group

Is English your first language? YES / NO
If no, do you consider yourself a fluent English speaker? YES / NO
If no, which languages do you speak?

Do you require an interpreter for consultations? YES / NO

If yes, in which language?
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