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Dear Parent or Gaurdian

As your child’s NHS medical records will take a little time to be transferred here from your previous doctor it would be very helpful to us if you could answer as many of the following questions as you can.


Surname .........................................................        Forename ............................................................ M/F


Address         .........................................................................................................

                        .........................................................................................................

                        .........................................................................................................

                        .........................................................................................................

Postcode       .....................................................


Telephone   ....................................................


Mobile         ....................................................


Relationship to Adult  ........................................................


Has the child had any serious illnesses?   ..............................................................................................

(With approximate dates, if you can –      ..............................................................................................
please don’t worry about the spelling)
                                                                           .............................................................................................

Please list any medications being taken at present: (attach separate list if necessary)  

........................................................................................................................................................................
PTO


Any Known Drug allergies?   
........................................................................................................................................................................
.......................................................................................................................................................................

Ethnic Origin   please circle which group applies to your child 
White – British/ Irish/ any other White background
Mixed – White and black Caribbean/ African/ Asian/ any other mixed background
Asian or Asian British – Indian/ Pakistani/ Bangladeshi/ any other asian background
Black or Black british – Caribbean/Africa/ Any other Black background
Chinese or ethnic group – Chinese/ Any other



Childhood Immunisations: Please give dates from your hand held record


	
	1st
	2nd
	3rd
	Pre-school
	Teenager

	Diphtheria
	
	
	
	
	

	Tetanus
	
	
	
	
	

	Pertussis
	
	
	
	
	

	Polio
	
	
	
	
	

	HIB
	
	
	
	
	

	Men C
	
	
	
	
	

	MMR
	
	
	
	
	

	Pneumococcal
	
	
	
	
	

	Influenza
	
	
	
	
	






For Office use – If under school age notify Health Visitor    


	
