THE LIMES MEDICAL CENTRE

REGISTRATION OF CHILD/YOUNG PERSON (0-18)

Please print all sections clearly in black ink

Surname________________________
First Name______________________
Sex M/F

Date of Birth____/____/____
Age_____
NHS Number______________________

Current Address_______________________
Previous Address___________________

____________________________________
_________________________________

Post Code____________________________
Post Code_________________________


Top of Form

Please tick box if appropriate 

Moved in from Abroad  MACROBUTTON HTMLDirect [image: image1.wmf]


Phone Number Home___________________
Daytime Contact_____________________

Current or New School__________________
Previous School_____________________

____________________________________
__________________________________

Ethnic Group_______________________________________________________________

Religion______________________________
Family Language_____________________

Previous GP________________________________________________________________

Main carer__________________________________________________________________

Relationship of main carer to child/young person____________________________________

Name of person completing this form_____________________________________________

Signature_______________________________________
Date______/______/______

Thank you. This information will be shared with The Primary Health Care Team
__________________________________________________________________________

PLEASE FAX THIS FORM TO THE CHILD HEALTH DEPARTMENT

FAX: 01279 698810

For CHILD HEALTH USE ONLY_______________
            Information Received _____/_____/_____

Records requested from______________________
             on_____/_____/_____
Bottom of Form

