 Ardingly Court Surgery

Confidential Health Questionnaire for New Patients Under 16
Please complete your form and hand in to Reception
	Name:
	


	Main Carer(s) of child:
Relationship(s) to child:
	Contact Number(s):
Email:


	Family Medical History

	Please specify if any of the childs close relatives have suffered from any significant medical problems (who and diagnosis):



[image: image1.emf] 



	Text Message Consent

We offer a text messaging service, allowing you to receive reminders of appointment times and other important communications from the Practice regarding your child.

Do you consent to receiving messages from us via text?    Yes                   No                        
              

	Proxy Access- For Under 11’s
By providing us with an email address we can set up an account which can you can use to book appointments and order medication quickly online, on behalf of your child.
                 
              Yes I would like proxy access                                         No I do not want proxy access

Email Address: 

If your child is age 11-15, please speak to Reception regarding their Online Access


Important Note:

If you are unsure of anything, please speak with a receptionist.
If the forms are incomplete or you forget to bring ID and record of your child’s previous immunisations, your registration will be delayed.

Registrations can take between 7 and 10 days to be processed.
You must therefore obtain at least 2 weeks medication from your previous surgery before submitting your application to join Ardingly Court Surgery. Failure to do this may leave you without medication due to the time aspect of the registration process, please also inform reception if you receive your medication in a blister pack.
Please sign below and hand back to reception

Signature………………………………………………………….…….  Date………………………………………………………

Print Name…………………………………....................................................................................................
Relationship to Child…………………………………………………………………………………………………………………..
Office use only 
	ID

Passport/ Birth Certificate
	Red Book/ Immunisation History
Please give to Nurse to review.

Patient will be contacted when it can be collected


Checked by:




 
Date:
Additional Information


Name of child’s School: 





Is your child home schooled? 	Yes		No





Name of Health Visitor (if applicable):





Name of Social Worker (if applicable):
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