NEW PATIENT QUESTIONNAIRE – CHILDREN UNDER 8 YEARS OF AGE
Please complete this questionnaire and return it to the Practice as soon as possible.

NAME:
___________________________________DOB:    ______________________________________

ADDRESS:
_________________________________________TEL NO: _______________________
The NHS has requested that we record the Ethnic Origins of new patients, please tick one of the following boxes:

White Scottish  (  White Irish  (   Other White British  (   Other Ethnic Mixed Origin  (   Indian  (   Pakistani  ( Bangladeshi (   Chinese (   Other Asian Ethnic Group (   Black Caribbean (   Black African (   Other Black Ethnic Group (   Other Ethnic Group (.  

If you do not tick one of the above boxes, we will assume that you have declined to give this information.
Any serious illnesses, operations or other hospital attendance:

Since Birth:
_________________________________________________________________________

Any Allergies:
_________________________________________________________________________

Any Regular Medication: ___________________________________________________________________

Has your child had any of these illnesses:

Chicken Pox:  


Yes/No



Mumps:

Yes/No

German Measles (Rubella):

Yes/No



Measles:

Yes/No

Immunisations:

It is most important to have an accurate record of immunisations.   Please indicate whether or not your child has had the immunisations and the dates these immunisations were given.









Yes/No

Date

Date

 Rotavirus






______

______

_________

*First Triple Vaccine (Dip/Tet/Pert) HIB 
(or *DTaP/IPV/HIB) 
______

______      *Delete if not appropriate

*First Oral Polio Vaccine





______

______

*Second Triple Vaccine, HIB
 

(or *DTaP/IPV/HIB)
______

______
    *Delete if not appropriate

*Second Oral Polio Vaccine





______

______

*Third Triple Vaccine, HIB


(or *DTaP/IPV/HIB)
______

______      *Delete if not appropriate

*Third Oral Polio Vaccine





______

______

*MMR







______

______

*MEN C
– Dates of 1st , 2nd and 3rd Immunisations


______

______

_____
* Hib/Men C – Dates of 1st , 2nd and 3rd Immunisations


______

______

_____

PCV (Pneumococcal)  Dates of 1st, 2nd and 3rd Immunisations

______

______

_____

*Pre School Booster Dip/Tet/Polio




______

*Pre School Booster MMR





______
Hepatitis B






______

______

______

If your child has had any immunisations other than outlined, please give details below:
V:\Templates\Immunisations questionnaire for new patients under 8 years.doc
