
Children Under 15  - New Registration 
 

Name:    Address: 

 
Ethnic Status: e.g. (White Scottish/White British/Indian etc) 

Name & address of previous GP: 

 

 

Type of Delivery: Normal Caesarean  Forceps Other  

 
Birth weight: 

 

Any problems at or immediately after birth – if yes, please state: 

 

 
Major illnesses and dates: 

 

 

Operations and dates: 

 
 

Allergies: 

 

Vaccinations:  No    Yes   Date 

 

Diptheria 
 

Whooping Cough 

 

Tetanus 

 
HIB 

Polio (drops) 

 

MMR (measles/mumps/ 

Rubella) 
 

Rubella (German 

Measles) 

 

Any other, please 

State 
 

Current medications:  Drug    Dose 

 

 

 
 

Do you have any particular worries or concerns about your child? 

If yes, please state below:- 


