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CHILD REGISTRATION FORM
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Thank you for registering your child with our Practice. We would be grateful if you could answer some background details, as it may take some time for your previous records to arrive.

	Name in full

	Date of Birth

	Address

	Postcode
Telephone Number

	Next of kin

	Relationship

	Brothers

	Date of Birth

	Sisters
	Date of Birth


	Has your child had any ILLNESS OR HOSPITAL ATTENDANCES?


	

	Is there any FAMILY HISTORY of Diabetes, Heart Disease, Epilepsy, Allergies or any other problems:


	


	IMMUNISATIONS/INJECTIONS
	AGE DUE
	DATE GIVEN

	Diphtheria, Tetanus, Pertussis (whooping cough), Hib, Polio

Pneumococcal 

(DTap/IPV/Hib and PCV)
	2 months
	

	Diphtheria, Tetanus, Pertussis(whooping cough), Hib, Polio,Meningitis C

(DTap/IPV/Hib and MENC)
	3 months
	

	Diphtheria, Tetanus, Pertussis(whooping cough), Hib, Polio, Meningitis C, Pneumococcal

DTap/IPV/Hib and PCV)
	4 months
	

	Hib, Meningitis C  (Hib/MenC)
Measles, Mumps, Rubella and Pneumococcal  (MMR and PCV)
	Around 
12-13 months
	

	Diphtheria, tetanus, Pertussis (whooping cough) , Polio, Measles, Mumps and Rubella

(Dtap,IPV and MMR)
	Pre-School
	

	Tetanus, Diphtheria, and Polio

(Td/IPV)

	15 years
	

	Females Only – HPV
(Cervical Cancer Immunisation)
	13-18 years
	

	Other injections


	
	


ONLINE SERVICES
Would you like to register your child for our online services? 
You will be able to book appointments and order repeat medications using this system. 

If yes please complete the ‘Avoid the Q’ form.
Ethnic Origin

The following questions follow the recommendations of the Commission for Racial Equality and comply with the Race Relations Act. This is not compulsory, but may help with your healthcare provision as some health problems are more common in specific communities.

Please tick as appropriate:
□ White or White British    □ Mixed     □ Black or Black British     

□ Chinese
□ Asian or Asian British    □ Other Ethnic Group        

□ Prefer not to say

Main Language Spoken

□ English


□ other (Please specify) ____________________
Parent/Guardian’s Signature: ___________________________ Date: ___________________

The Health Visiting Team is based at Swadlincote Clinic and can be contacted on 01283 818000
Please complete separate form for each child.

Office Use Only:  Staff Signature   ………………………………   Date ……………...
IF YOU WOULD LIKE THIS FORM IN A LARGER FORMAT PLEASE ASK


