Charnock Health Primary Care Centre                            Today’s Date: 

New Patient Health Questionnaire (Child)

Please complete this confidential questionnaire (one for each member of the family to be registered with the practice)

Please bring evidence of your identity (eg passport, photo driving licence) and proof of residency (eg utility bill showing your address)

	Full Name:
	Telephone Numbers

Home:

Mobile:

	Address and Postcode 
	

	
	Mr / Mrs / Miss / Ms / Other….

	 Date of Birth
	Any previous surnames
	Other Residents of your home:



	Gender
	Male
	Female
	

	Next of Kin
	Next of Kin contact number
	Next of Kin relationship to child


	 Ethnic Origin:

(select one)
	White (UK)
	White (Irish)
	White (Other)

	Caribbean
	African
	Asian
	Other Mixed background

	Indian / Brit Indian
	Pakistani / Brit Pakistani
	Bangladeshi  / Brit Bangladeshi
	Other Asian Background

	Other Black Background
	Chinese
	Other
	

	 Religion:


	C Of E 
	Catholic
	Other Christian (state)
	Buddhist
	Hindu
	Muslim

	
	Sikh
	Jewish
	Jehovah’s Witness
	No Religion
	Other Religion (state)

	Main or 1st language spoken/understood: 

	Medical Background:

	Has your child ever had?

	High blood pressure 
YES / NO
	Epilepsy

YES / NO
	Asthma

YES / NO
	Kidney Disease 

YES / NO

	
	Heart Disease/Heart Failure/Atrial Fibrillation

YES / NO
	Stroke

YES / NO
	Diabetes

YES / NO
	Peripheral Vascular Disease 

YES / NO

	Other serious illnesses or operations (with dates)
	

	Is your child undergoing any regular treatment

or follow-up?


	

	If your child is on any current medication please ensure you have a month’s supply from your previous surgery and send a copy of the right side of the prescription with the registration form.


	Does your child have any allergies?
	

	Have any of your child’s near family (parents, grandparents, brothers or sisters) ever suffered from?
	Diabetes (who?)
	Asthma (who?)
	Stroke (who/age?) 
	Heart Disease (who/age?)

	
	High Blood Pressure (who?)
	Cancer of the bowel (who/age)
	Breast Cancer (who/age?)
	Osteoporosis (who/age?)

	Smoking, Diet and Exercise?

	Are you a current smoker if over 14?
	Yes
	No
	Have you ever been a smoker if over 14?
	Yes
	No

	If so, how many cigarettes/ cigars/ tobacco you smoke in a week?
	
	If you are a smoker and want to stop, please ask for information about local smoking cessation services

	How often does your child exercise? (no. of times per week)

What type of exercise do they do?



	Do you know your childs height? (in cm)
	Do you know your childs weight? (in kg)

	Is your child up to date with their Immunisations?
	YES
	NO

If not please book an appointment via one of our receptionists.

	Does your child attend school?
	YES       (if yes, list which school)
	NO

	Signature on behalf of patient:


