LEYBURN MEDICAL PRACTICE

NEW PATIENT REGISTRATION – Under 16 years old
Name …………………………………………

Date of Birth ………………………………….
Address …………………………………………………………………………………………………………..


Nationality …………………………….                    Home Telephone/Mobile …………………………..

Full Name of Main Carer(s) and relationship to child …………………………………………………….
………………………………………………………………………………………………………………………

Who has Parental Responsibility ……………………………………………………………………………
Lives with   Parents   /   Grandparents   /  Other
Is Child Fostered   Yes / No

Is Child Adopted   Yes / No

Any Siblings (give names and ages) ……………………………………………………………………….
First Language of child ……………………………   First language of carer …………………………..
Ethnic Group (please tick relevant box)

White


British            (
Irish      ( 
Any other white background (
Mixed (White and Black)

Caribbean      (  
African              (
White and Asian    (
Any other mixed background  (
Asian or Asian British

Indian            ( 
Pakistani          (
Bangladeshi   (
Any other Asian background    (
Black or Black British 


Caribbean      (
African   ( 
Any other black background     (
Other Ethnic Groups


Chinese          (  

Any other ethnic group              (
Please list any illnesses/operations/ongoing concerns:
………………………………………………………………………………………………………………………

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

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

………………………………………………………………………………………………………………………
Are any close family members affected by any of the following conditions?

Asthma

(

Diabetes
(

Glaucoma
(
Cancer

(
Blindness
(

Heart Disease
(

Tuberculosis
(
Infectious disease (
Other (please specify) …………………………………………………………………………………………
Does the child attend school or nursery?  Yes / No   If so, please detail …………………………………………..
Medication Allergy:
Yes / No    
If Yes, please detail …………………………………………………….
Any Other Allergies:
Yes / No
If Yes, please  ……………………………………………………………
Are there any concerns regarding:
Speech

(

Hearing

(

Vision
(

Mobility

(
Sleep

(

Other

(
Please list any current prescribed medications (or ideally provide a current prescription slip):
…………………………………………………………………………………………………………………….......
………………………………………………………………………………………………………………………….

Do the parents / guardians have any chronic illnesses or depression? ……………………………………
Is the child a carer?  Yes / No

Have there been any recent admissions or A&E attendances?   Yes / No

Has there been any Social Services involvement?      Yes / No

Is the child on the ‘At Risk’ register?    Yes / No

Please add any information below that you think relevant and the Doctor should be aware of:
………………………………………………………………………………………………………………………

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

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

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

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

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

Your child is welcome to have a healthcheck with the Practice Nurse.

When you return this form to Reception please make an appointment. Please bring your child’s Red Book to the appointment if possible.
To be completed by Practice Staff

Date and Time of Appointment:
Practice Nurse:
Jan 2018


