Please bring the child’s Red Book with you so we can take a copy of

their immunisation record.

Clift Surgery

CONFIDENTIAL MEDICAL REGISTRATION FORM (Children Under 16)

Child’s Personal Details:

Please complete all pages in FULL using BLOCK capitals

Child’s Surname: |

Child’s First Names (in full): |

Previous Surnames: |

Title: O Master Miss

O Ms O Male

O Female

Date of Birth (day/month/year):

NHS Number:
(if known)

Town & Country of Birth: |

Address:

Post Code:

Telephone Number: |

| Mobile Number: |

1Note, we use the mobile number for text messages.
Text messages will automatically cease when the Child is 11 years old.

Email Address?: |

2 Please specify whose above email address this is, e.g.parent, guardian etc. |

If yes: O Wheelchair O Walking Aid
O Lip Reading™ Braille
0O Makaton Sign Language

O Hearing Aid

3 Large Print
O British Sign Language
OOther: ..o

Name of Parent(s) / Carers Has Legal / Parental Responsibility? Next of Kin?
1. 0 Yes O No 0 Yes O No
2. 0 Yes 0 No 0 Yes 0 No
If not the above, name of person with

legal responsibility:

Contact details of person with legal

responsibility

Does the child have any special communication / mobility needs? I Yes 0 No

Is the child currently:
Is the child a child in care?
Is the child a “Looked After Child”?

Is the child home educated?
Name of Social Worker:

Social Worker’s Phone No:

If yes to either of the above questions, in what capacity? O Temporary

O A Refugee [ An Asylum Seeker

3 Yes 3 No

3 Yes 3 No

O Permanent
O Yes O No

Name of Child’s NUISErY/SCROOI ..... ... e e




Has the child or family either currently or in the past been known to Children’s Services?
3 Yes 3 No

NaAME Of SOCIAl VWO KO T oo e e e

S0CIal WOTKEr'S PhoNE NO: oo e e e e e

Required Information:

Is your child looking after someone at home? O Yesd No

If so, who?? |
3Please tell us if thechild is looking after someone who is ill, frail, disabled, has mental health/emotional support needs or substance misuse problems

What is the adult’s
relationship to the child?

Do you think the child would like additional support as a young carer? O Yesd No
Is the child known to services such as Young Carers? O Yesd No
Is the child being privately fostered (see definition below)? 3 YesO No

If yes, please provide carer’s name:
Carer’s relationship to child:
Contact details of carer:

Are Children’s services aware? O YesO No

Private fostering is an arrangement whereby a child under the age of 16 (or 18 if the child has a disability) (S.66 Children Act 1989) is placed for 28
days or more in the care of someone who is not the child’s parent(s) or a ‘connected person’.Private foster carers can be from the extended family,
e.g. a cousin or a great aunt, but cannot be a relative as defined under the Children Act 1989, section 105:°A relative under the Children Act 1989
is defined as a ‘grandparent, brother, sister, uncle or aunt (whether full blood or half blood or by marriage or civil partnership) or step-parent’.

Please help us trace the child’s previous medical records by providing the following information:

Your previous address in the
UK:

Post Code:

Name of previous Doctor
while at that address:

Surgery Name and Address
of previous Doctor:

Post Code:

If you are from abroad:

Your first UK address where
Registered with a GP:

Post Code:

If previously resident in UK Date you first
date of leaving: came to the UK:

If registering a child under 5:




(31 wish the child above to be registered with Clift Surgery for Child Health Surveillance

If you need your doctor to dispense medicines and appliances*:

For Dispensing Practices only:

(31 live more than 1 mile in a straight line from the nearest chemist

Patient Declaration for all patients who are not ordinarily resident in the UK:

Please see appendix 1 for patient declaration (last page of form)

Child’s Personal Medical History:

If under 5 years old, type of Birth:
(eg normal, forceps, caesarean)

Has your child ever suffered from any important medical illness, operation or admission to hospital? If so
please enter details below (if extra space is required please use box at end of form):

Condition Year Diagnosed Ongoing
Yes/No

Yes/No

Yes/No

Family Medical History:

Have anyclose relatives (father, mother, sister, brother only) ever suffered from: (please indicate who in the boxes)

Heart iy L Ol Renal/ Learning
" Stroke | Diabetes Blood Asthma | Glaucoma | Cancer Health . s .
Disease P Kidney Difficulties
ressure Problems

At the time of diagnosis they were:

Over

60 yrs old

Under

60 yrs old

Child’s Immunisations:

Please provide details of your child’s immunisations with dates if possible (under 5’s). If possible please give
your Red Book to Reception to photocopy:

Immunsation Date Immunisation Date
Tetanus Booster: Tetanus

Whooping Cough Booster: Diphtheria

Polio Booster: Polio

HiB Booster: MMR

Measles

MMR

BCG (TB)

Meningitis

Child’s List of Current Medication:

Name of Medication Dosage




Child’s Allergies:

Please list any allergies the child has to any drugs/medications or if known egg allergy or peanut allergy:

Name of Medication What was the problem or upset?

Child’s Ethnicity:

OBritish or mixed British Olrish OAfrican OCaribbean  OlIndian  OPakistani
OBangladeshi OChinese OOther (please state):
ODecline to state

Child’s Religion:

Please state religion of child: |

Please advise if you feel your child’s religion will affect any treatment received: O Yesd No

Child’s Language:

Please state child’s main spoken language: |

Does the child need an interpreter? O YesO No

Data Sharing Consent Choices:

To maintain continuity of clinical care, we upload certain medical information so that it is available to other
healthcare organisations (eg Emergency Departments). Please read the accompanying leaflet which details
what part of your record is extracted and how it is used to help other NHS organisations.

If you wish to OPT OUT please complete the form found with this leaflet.

Where you have provided information on how to contact you, can you confirm you are happy for [insert name
of practice] to contact you by the following:

By email O Yes [ONo This will be to send you letters, the practice newsletter and the like
By text O Yes [ONo This will be to send you reminders of appointments via text
Signatures:

| confirm that the information that has been provided is true to the best of my knowledge.

Signed: | | Date: |

Signature on behalf of patient [JSignature of patient OJ

Name of Relationship
Person to Child:

Box for extra details:




Updated 26/09/17 Appendix 1

PATIENT DECLARATION for all patients who are not ordinarily resident in the UK

Patient’s Details Please complete in BLOCK CAPITALS and tick vas appropriate
OMr OMrs OMiss ONMs Surname:
Date of First Names:
Birth
NHS Previous
No. Surname/s:
0O Male O Female Town and
Country of Birth:

Home Address:

Postcode: Telephone No:

SUPPLEMENTARY OUESTIOMNS
PATIENT DECLARATIOM for all patients who are not ordinarily resident in the UK
Anybody im England can register with a GP practice and recerse fice med cal care from that practice.

HOMEWED IT WU are NoT "ordinNaniy resadent in T2 e ¥Ou msy Dave 10 pay 7o MHS TIRSTNEnt oulside o e WP Braciice. Bermng
ordinarliy resident broady means ving lewefElly in the U< on a oroperiy settied Easts for the time baelng. 'n most cases. nsttonals
of countries sutside the European Economilc Area mast aso have the status of "“imdefinte loave to remain’ im tha WEL

Some senvices, such as disgnostic tests of suspected Irfectious diseases and any treatment of those disaases ar2 free of charge to
ol peoplz, while some groups who o not ordinarily resident here amre exempt from all treabmen: charges.

pAore Infarmmation or ordinary restdence, exemiptions and paying for NHS services can be fownd 0 the wisibor and paloran

Vi mMiay e asked 1o prowicde proot of ertfitienmant in onoer 1o redaive Tres NHS treatmanT outskie of the 5P pracice, othamarse
o may ba dhorgod for yoor treatmantt. Evan 1 oo hiowva to paoy for o soreice, pow wailll oheroes boe prowvidaed with oy
Immadiately necessary o urgent treatment, regardless of advanoe paymemnt.

The nformation you ghve on this form willl be usad to assist in identifying your crargeshle statos, and may be shared, indudng
with MHS seoondary care organizatitons (z.g. vospitals) and s Digital, for te purposes of validation, Involdmg and oost
recovery. You may be contacted on behalf of the NHS to confinm any detalls yvou have prowvided.

Flaase tikk one of the folowing boxas:

2} || v wndderstand thati may need to pay for NHS reatment outside cf the GPF practice

b} [] tunderstand | have a valid exemption from payiyg for MHS treatment outside of the GP practice. This includes for
cxampolo, an EHNC, o0 pavmant of tha immiloration Hoslth Charngs ("tho surch aroo=), whan scccomponiced by o walkd wisa 1 can
provide documents to suppart this when recuested

o [ do not know my chargeable staius

Fufeclare Lhral LEve Sraforessaiioms bogiwer o 1als Doerom i cossrec L aref cormpbele. Fursles sigrel izt ol TL IS resl cpre L, apgprrogs lale
action may be taken against me.

A paremtrguardian should complete the form on behadf of a child under 160

L T B = Diatar

Frint namee:
Relatonship to
patieni:

O hohookf o

Complele this section if you live in amother EEA country, or have mowvad to tha LK to study or retire, or if you live in
thee UK but wwork in another EEA member stete. Do ot complete this section if yow hawe an EHIKC issued by the K.
MON-LIK FIFROPEAN HEATITH INSITRANCE CARD (FHEC) PROWISHEMNAL REPLACEFRAENT CERTIFCATE (PRIC)

DETAILS and 51 FORMS
Do wo havwe a non-LIK EHIC or PRC?

3 IT yas, piease enter getalls Trom your EHEC or
WES: |:I NCx |:I PRC balowe:

Couantry Codec

2 Hame

4 Given Namas

5 Date of Birth

& Personal ldentification

ek s

I o Sre wisErng frown Sroifar EEA B
oty ored do ot Foda o correat T dertification mnumber
EHIC {or Sroniisional Replsoormoent of the institution

Cartiffcate (PROINES T, youw rmay e billed’ = -
Four die -:asi o .::I:'_'.f tn-:r\.?rotmm I:.."E\:I:"\.'Ir'-.‘:{f 8: dertification number

outsiche of the GP practice, incluaing of the card

= a mascitai 9 Expiry Date

PRC validity period (=) —roam: by To: |

Plzaso tick | | iTyou hawve an 57 {e.g. you ore retirimg o the UK or you have beoen posted here by your employer for
weork or youw Tiwe in e UE byt work in another EES mamber state). Please give your 51 formm o the practice staff.

Homew wwill your EHICYPROSST data be used? By using yowr EHIC or PRC for MBS treatment costs yowr EHIC or PRC data
and GP appointment data will e shared with NHS secondary care {hospitak) and MNHS Digital sole vy for the purposes of
cost recoveny. Your dinikcal data wil not be shared in the cost reoowany [process.

Your EHIC, FRC or 5% information will be shared with The Department for Work and Pensions for the purpose of
recowering your NMHS costs from yowur Fome ooty

Scan and send this page of form to: NHSDigital-EHIC@nhs.net




