STONEYCROFT MEDICAL CENTRE 
Child New Patient Health Questionnaire



Patient Details

	Title
	Mr
	
	Mrs
	
	Miss
	
	Ms
	
	Surname
	

	Date of Birth
	
	First Names
	

	Home Address:

	

	

	Post Code:

	

	Tel No:



	Mobile:
	Work:


	Your previous address:

	

	


	Name and Address of Previous GP:

	

	


Ethnic Group
	
	White
	
	British

	
	
	
	Irish

	
	
	
	Other (Please specify)
	


	
	Black
	
	Caribbean

	
	
	
	African

	
	
	
	Other (Please specify)
	


	
	Asian
	
	Indian

	
	
	
	Pakistani

	
	
	
	Chinese

	
	
	
	Other (Please specify)
	


	
	Mixed
	
	White & Black Caribbean

	
	
	
	White & Black African

	
	
	
	White & Asian

	
	
	
	Other (Please specify)
	


	Full name of main carer? 
	


	Name of others with parental responsibility?


	


	Who else lives at address ?  

Eg : siblings 
	


PLEASE TURN OVER 

	Name of school? 
	


	Name of social worker?

(if applicable) 
	


For children under 5 years of age please provide your “red book” immunisation record, our receptionist will photocopy this and ensure the relevant information is added to our records.   
	Signature:

	
	Date:
	


For staff use only 

	DATA 
	CODE
	COMPLETED 



	Ethnicity
	Select from drop down menu in registration 
	

	Allocated named GP

	9NN60
	

	Informed named GP

	67DJ
	

	GMS1 and questionnaire faxed to Health Visitor


	Fax : 0151 295 3996
	

	Questionnaire passed on for scanning 


	
	

	GMS1 filed 


	
	


Health check appointment :
