Nuffield Road Medical Centre 
CHILD AGED UNDER 5 YEARS
                                    Nuffield Road, Cambridge, CB4 1GL

                                                                                              Telephone(01223) 423424


New Registration Questionnaire for child under 5 years
FULL NAME (Mr / Miss):  *
DATE OF BIRTH:  *





NATIONALITY:  *
ADDRESS:  *

POST CODE:  *
COUNTRY OF ORIGIN:  *
PLEASE STATE YOUR PREFERRED METHOD OF CONTACT:    TEXT   (   EMAIL   (   LETTER  (
Has your child lived in this country for the last 6 months:  *
Has your child previously been registered or been seen by a doctor at Nuffield Road Medical Centre?  *                                    

  

         

If your child is from abroad, how long will he/she be resident in the UK?  

Less than 1 year ( 

 Less than 2 years ( 

 More than 2 years (
PARENT/GUARDIAN DETAILS – PLEASE COMPLETE
NAMES: Mother   *





  Father   *
Other (E.g. Specialist Guardian Order)    *
HOME TELEPHONE NO:  *



MOBILE:   *
WORKS NO:   *




EMAIL ADDRESS:   *
DOES YOUR FAMILY HAVE A SOCIAL WORKER?   YES / NO

WHICH SCHOOL DOES YOUR CHILD ATTEND?    *
CONFIDENTIAL QUESTIONNAIRE FOR NEWLY REGISTERED PATIENTS

It can take a while for the child’s previous doctor’s records to reach us and, therefore, it would help us to have some basic details. Please complete this Confidential Questionnaire.

What (if any) on-going medical problems does your child have?   *
PLEASE TURN OVER
Please list any serious illnesses/operations/serious accidents your child has had in the past:   
*
Please list all medicines, injections, creams/gels he/she is taking:
*

Does your child have any Allergies?   *
_____________________________________________________________________________________

Family History:

	Is there any history of the following in your family (father, mother, brother or sister) 



	
	Family Member
	Age of Onset

	Heart Disease ?  (heart attacks, angina)
	Yes/No
	
	

	Stroke?
	Yes/No
	
	

	Hypertension?
	Yes/No
	
	

	Diabetes ?
	Yes/No
	
	

	Cancer?
	Yes/No
	
	

	Site of Cancer?-----------------------------------------------

--------------------------------------------------------------------
	


Please indicate your Ethnic Group
	White
	
	Black or Black British
	 

	White British
	(
	Black, Caribbean
	(

	White, Irish
	(
	Black, African
	(

	Irish Traveller

Gypsy / Romany 
White, Other (please write in)  …………………………………………………..
	(
(
(
	Black, Other (please write in) …………………………………………………..
	(

	
	
	
	

	Mixed
	
	Other Ethnic Group
	

	Mixed, White & Black Caribbean
	(
	Chinese
	(

	Mixed, White & Black African
	(
	Other, Ethnic Group (please write in) …………………………………………………..
	(

	Mixed, White & Asian
	(
	
	

	Mixed, Other (please write in) …………………………………………………..
	(
	
	

	Asian
	
	Not Stated
	

	Asian, Indian
	(
	Not Stated
	(

	Asian, Pakistani
	(
	
	

	Asian, Bangladeshi
	(
	
	

	Asian, Other (please write in) ………………………………………………….
.
	(
	
	


PLEASE STATE YOUR 1ST SPOKEN LANGUAGE  *
TO BE COMPLETED FOR ALL CHILDREN NEW TO THE COUNTRY

Immunisation Record.                                        

Name of Child  
Date of Birth

DTP (Diphtheria Tetanus & Pertussis) & Polio                
 1st    YES / NO   Date Given ...........................................................................................           

 2nd    YES / NO   Date Given..........................................................................................           

 3rd    YES / NO   Date Given...........................................................................................

HIB (Haemophilus Influenza B)                    

1st    YES / NO   Date Given............................................................................................

2nd    YES / NO   Date Given...........................................................................................

3rd    YES / NO   Date Given............................................................................................

Meningitis C                                     

1st    YES / NO   Date Given............................................................................................

2nd    YES / NO   Date Given...........................................................................................

3rd    YES / NO   Date Given............................................................................................          

Single Meningitis C  YES / NO  Date Given..........          

MMR (Measles Mumps and Rubella)                            

1st    YES / NO   Date Given............................................................................................          

2nd    YES / NO   Date Given...........................................................................................          

Pre School Booster (Diphtheria Pertussis Tetanus and Polio)

    YES / NO   Date Given.................................................................................................          

Other (eg. Pneumococcal vaccination,  Hepatitis A and B, travel immunisations)      

Immunisation Type                                                              Date Given           

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

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

..........................................................                               ...............................................
Tuberculosis (TB) New Patient Questionnaire

To be completed ONLY if you have arrived in the UK from Ukraine

If you have arrived in the UK from Ukraine, as part of our registration process please complete this questionnaire.  The purpose of this questionnaire is to assess and address your health needs.  

FULL NAME (Mr / Miss):  *




DATE OF BIRTH:   *


*

Please answer the following Tuberculosis (TB) screening questions:

Do you have:

a) a lack of appetite weight loss





Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

b) weight loss







Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

c) a high temperature · 






Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

d) night sweats







Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

e) extreme tiredness or fatigue · 




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

f) a persistent cough that lasts more than 3 weeks and usually 

brings up phlegm, which may be bloody breathlessness that 

gradually gets worse






Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

g) any new swelling around the neck




Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


