GREEN MAN MEDICAL CENTRE 

HEALTH QUESTIONNAIRE FOR CHILDREN UNDER 5
It may be some time before we receive your 
child’s medical records. In the meantime this questionnaire will give the doctors and nurse important information about your medical history and will help us to provide a better service. The information you give will be in strictest confidence and will only be used by your doctors and nurses.

PLEASE FILL IN OR CIRCLE THE APPROPRIATE ANSWERS.

Today’s Date:  ………………………………………

Mr. / Miss ……………………
Surname …………………………………….
First Names:…………………………………………………………………………

Address: ……………………………………………………………………………..
…………………………………………………………………………………………
Date of Birth: ……………………  
Home Tel No: …………………………………

Preferred Method of Contact from the Surgery: Phone / Email / Text Message / Post

First Language: ……………………...
Ethnicity: ……………………………..
Mother’s Full Name: ……………………………………………………………………

Father’s Full Name: ……………………………………………………………………

NEXT OK KIN / CARERS DETAILS/ Guardian/Parent
Name: …………………………………………………………………

Relationship to Patient: ……………………………………………….

Contact Tel No.: Home: ……………………….   Mobile: ………………………
DETAILS OF ANY PAST MEDICAL HISTORY
…………………………………………………………………………………………
DETAILS OF CURRENT MEDICATION

…………………………………………………………………………………………

YOUR  DATA  MATTERS

You can choose whether your confidential patient information is used for research and planning.

To find out more visit: nhs.uk/your-nhs-data-matters or call 0300 303 5678. 

See Leaflet  - YOUR DATA MATTERS TO THE NHS

IMMUNISATION HISTORY
Can you tell us what immunisations the child has already received?

Please give the date.

BCG 
Date: ……………………………..

Dip / Tet / Pert / HIB / Polio / Men C 1
Date: ……………………………..
Dip / Tet / Pert / HIB / Polio / Men C 2
Date: ……………………………..
Dip / Tet / Pert / HIB / Polio / Men C 3
Date: ……………………………..
MMR
Date: ……………………………..
Pre / School Booster Dip / Tet / Pert / Polio
Date: ……………………………..
MMR 2
Date: ……………………………..
Any other Immunisations

………………………………………………………………………………………

………………………………………………………………………………………
DETAILS REQUIRED BY THE HEALTH VISITOR

Name of Previous GP…………………………………………………………………
Name of Previous Health Visitor ……………………………………………………
Name of Baby Clinic attended ………………………………………………………
NHS SUMMARY CARE RECORD

The Summary Care Record will contain basic information about any allergies you may have, unexpected reactions to medications and any prescriptions you have recently received.  The intention is to help clinicians in Accident and Emergency Departments and ‘Out of Hours’ health services to give you safe, timely and effective treatment.

(PLEASE TICK ONE ONLY)

I would like to CONSENT for my Medication, Allergies and Adverse reactions to be available to NHS staff in an emergency.


I would like to CONSENT for my Medication, Allergies, and additional information to be available to NHS staff in an emergency.

I do NOT consent for my Medication, Allergies and Adverse reactions to be available to NHS staff in an emergency.

Name: ________________________________________________

Signature: ___________________________________ Date: _________________

PATIENT ONLINE REGISTRATION FORM
	Surname
	

	First name
	

	Date of birth
	

	Address


	

	Postcode
	

	Email address
	

	Telephone number
	
	Mobile number
	


I wish to have access to the following online services (tick all that apply):

	1. Booking appointments
	(

	2. Requesting repeat prescriptions
	(

	3. Accessing my medical record 
	(


Application for online access to my medical record

I wish to access my medical record online and understand and agree with each statement (please tick)

	4. I have read and understood the information on the reverse of this form
	(

	5. I will be responsible for the security of the information that I see or download
	(

	6. If I choose to share my information with anyone else, this is at my own risk
	(

	7. I will contact the practice as soon as possible if I suspect that my account has been accessed by someone without my agreement
	(

	8. If I see information in my record that it not about me, or is inaccurate I will log out immediately and contact the practice as soon as possible
	(


	Signature
	
	Date
	


