CHILD REGISTRATION FORM AGES 0-14







Surname:_________________________   Forename:________________________   Male / Female





D.O.B:___/___/___   NHS no:__/__/__/__/__/__/__/__/__/__/    Town of birth ________________





Address: _________________________________________________________________________


									I give Consent to be


Postcode: _____________.  Telephone: ___________________    contacted via phone. YES / NO 





Previous GP name & Address:______________________________________________________





Previous address: ___________________________________________________________ 


If you have never registered date you entered the UK: __________________ (dd/mm/yyyy)





Parent / Guardian details 


									  Relationship


Name: _____________________.  Mobile:___________________  to child  _________________





									  Relationship


Name: _____________________.  Mobile:___________________  to child  _________________








ETHNITICY


WHITE�
�
ASIAN / ASIAN BRITISH�
�
OTHER ETHNIC GROUPS�
�
�
British �
A�
Indian�
H�
Chinese�
O�
�
Irish�
B�
Pakistani�
I�
Any other ethnic group�
P�
�
Any other white ethnicity�
C�
Bangladeshi�
J�
NOT STATED�
�
�
MIXED�
�
Any other Asian ethnicity�
K�
Do not wish to state ethnicity�
Z�
�
White & black Caribbean�
D�
BLACK/ BLACK BRITISH�
�
�
�
�
White & Black African�
E�
Caribbean�
L�
�
�
�
White & Asian�
F�
African�
M�
�
�
�
Any other mixed ethnicity�
G�
Any other black ethnicity�
N�
�
�
�






MEDICATION. (Please use the space provided to list any regular medications) 


____________________________________	____________________________________


____________________________________	____________________________________


____________________________________	____________________________________





ALLERGIES (IT IS VERY IMPORTANT YOU LIST ANY KNOWN ALLERGIES)





____________________________________	Reaction _____________________________


____________________________________	Reaction _____________________________


____________________________________	Reaction _____________________________





OPERATIONS





_________________________________	Date: _________________


_________________________________	Date: _________________


_________________________________	Date: _________________

















IMMUNISATIONS. (Complete for children aged 6 and under ONLY) 





2 MONTHS�
VACCINE�
DATE�
12 MONTHS�
VACCINE�
DATE�
�
�
DTP / POLIO�
�
�
MEN C / HIB�
�
�
�
HIB�
�
�
�
�
�
�
PNEUMOCOCCAL�
�
13 MONTHS�
VACCINE�
DATE�
�
3 MONTHS�
VACCINE�
DATE�
�
MMR �
�
�
�
DTP /POLIO�
�
�
PNEUMOCOCCAL�
�
�
�
HIB�
�
3.5 YEARS �
VACCINE�
DATE�
�
�
MEN C 1ST DOSE�
�
�
MMR 2ND DOSE�
�
�
4 MONTHS�
VACCINE�
DATE�
�
DTP Pre school booster�
�
�
�
DTP / POLIO�
�
�
�
�
�
�
PNEUMOCOCCAL�
�
�
�
�
�
�
MEN C 2ND DOSE�
�
�
�
�
�






CHILD MINDER / NURSERY / SCHOOL DETAILS





NAME: ______________________________





ADDRESS: _______________________________________________ POSTCODE.  ______________





TELEPHONE: ___________________________











PARENT / GUARDIAN 


SIGNATURE & PRINT:  ________________________  __________________________





DATE: _______________








