Ormeau Health Centre – Children Under 16 years NEW PATIENT HEALTH QUESTIONNAIRE

Please answer all questions in clear print.

Name……………………………………………………………………….Previous Name…………………………………………………………..
Address…………………………………………………………………………………….. Post Code………………………………………………..
Previous Address………………………………………………………………………. Post Code………………………………………………..
Date of Birth…………………………………………………….  

Telephone No*  ……………………………………… ………..(PREFERABLY A MOBILE TELEPHONE NUMBER) 
Mother, Father or Guardian  - Please circle appropriately
Email Address   ……………………………………………………………………………………………………………………………………………..   

Mother, Father or Guardian  - Please circle appropriately
Name of Mother…………………………………………………………………….Date of Birth……………………………………………….
Address………………………………………………………………………………………………………….…if different to child
Parental Responsibility            YES/NO    please circle appropriately

Name of Father………………………………………………………………………Date of Birth………………………………………………
Address……………………………………………………………………………………………………………..if different to child

Parental Responsibility            YES/NO    please circle appropriately

Name of Guardian…………………………………………………………………Date of Birth………………………………………………….
Address……………………………………………………………………………………………………………..if different to child

Parental Responsibility            YES/NO    please circle appropriately

Previous GP Name and Address……………………………………………………………………………………………………………………..

Health Visitor Name and Contact Details……………………………………………………………………………………………………….
Name and Address of School…………………………………………………………………………………………………………………………..

Name and Address of Previous School……………………………………………………………………………………………………………

*In the future the Practice may start sending you text messages and emails to the details provided; if you DO NOT CONSENT to this please advise the Receptionist.
Are Childhood Immunisations up to date?  Please provide a copy or bring the RED BOOK to your registration appointment.

Are you? (Please circle as appropriate)      Seeking Asylum (13ZN)           Illegal Immigrant (13D4)

Any Operations? ……………………………………………………………………….Year……………………

                            ………………………………………………………………………..Year……………………

History of Illness? ……………………………………………………………………..Year……………………

Do you have any Allergies? Yes /No Please specify ……………………………………………………………

Do you take any Medication? Please list names, strengths and how many you take:

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

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

Smoking Status: Never Smoked           Current Smoker inc Pipe                      Ex-Smoker

                                                                How many per day……………           Date you Quit……………………..

Alcohol:  YES/NO  Units per week…………Do you exercise? YES/NO   Weight……………Height…………..

Hearing Loss
Are you registered Deaf?                                                                                Yes / No

Do you require a British Sign Language Interpreter (BSL)?                       Yes / No

Do you require an Irish Sign Language Interpreter (ISL)?                          Yes / No

Do you wear a Hearing Aid?                                                                           Yes / No

We have an induction loop system in place in the practice – the receptionist will help you upon request.

We can offer a ‘SMS’ texting service and email communication service for those who are deaf or use sign language.

The receptionist will advise you on this and get you registered for on-line prescription ordering.

