 Porters Avenue Health Centre

NEW PATIENT REGISTRATION/HEALTH QUESTIONNAIRE

FOR CHILDREN UNDER 16
To the Patient:
To register with the Practice please complete this questionnaire as fully as possible. The information will help the doctor to make an initial assessment of your health which will help in your future treatment.

Surname: ………………………………………………….. Forename(s): …………………………………

Date of Birth: …………………………………………….. Parent/Guardian: ….……………………………
Address: …………………………………………………………………………………………………………….

……………………………………………………………….… Postcode: …………………………………..….

Home tel: ……………………………………………..…… Mobile: ……………………………………….…

Weight (approx): ……………………………………….. Height: …………………………………………
Date of completion of this form: ………………………………………………………………………….


Ethnicity:                    Please Tick the appropriate Box
□ (Asian or Asian British) Bangladeshi

□ (Asian or Asian British) Indian 

□ (Asian or Asian British) Pakistani 

          □ (Asian or Asian British) Other Background 

□ (Black or Black British) African 


□ (Black or Black British) Caribbean

□ (Black or Black British) Other Background
          □ (Mixed) Other Background

□ (Mixed) White & Asian



□ (Mixed) White & Black African

□ (Mixed) White & Black Caribbean

          □ (Other) Any other

□ (Other) Chinese




□ (White) British

□ (White) Irish




          □ (White) Other Background

Main Spoken Language:………………………………………………………………………………………………….
Next of Kin:………………………………………….
Contact Number:……………………………………..

ALLERGIES

Are you allergic to any substances or foods?     Yes / No

If yes, please give details: …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Thank you for completing this questionnaire. Your doctor/ nurse will assess the information provided and will invite you for an initial examination, discussion about your health, and general check within the next few days.
