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Confidential Paediatric Patient Registration Form
Please complete both sides of this form (If the child is under 16 years of age then this form should be completed by the parent/guardian) in BLOCK CAPITALS as fully as possible and bring it with you when you attend the child’s appointment.  
Why are we recording your personal information?

This information is essential so that we can ensure we have your correct details on our database to assist our clinicians in the delivery of your care.  

Central & North West London NHS Foundation Trust (CNWL) has a legal responsibility to pay due regard to: eliminating discrimination, advancing equality of opportunity and fostering good relations between people of different groups.  To help us to do this, it is important we have a good understanding of how our services are received.  With up-to-date and accurate information we are able to:

· Better understand our service users & shape the Trust’s services to meet their specific needs.

· Identify & tackle any issues different people may have when accessing services

· Ensure that people who need our services the most are able to access them 

Your replies will help us to understand how community needs may vary; and helps us make informed decisions on how we develop services and target resources. 

Who has access to this information?

Patient information is strictly confidential and access to this information will be restricted to staff involved in the delivery of your direct care for more details please see our leaflet “How we use your Health Records” available on our website www.hillingdoncommunityhealth.org.uk under the leaflets section or you can ask your health care professional for a copy.
Child’s Personal Details
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Ethnic Categories: Please indicate by ticking the box for the category which you feel you belong:

	WHITE :    British [image: image1.emf] 

      Irish     [image: image2.emf] 

   Gypsy or Irish Traveller  [image: image3.emf] 

       Any other White background  [image: image4.emf] 


MIXED:    White & Black Caribbean  [image: image5.emf] 

   White & Black African [image: image6.emf] 

  White & Asian  [image: image7.emf] 

   Other Mixed [image: image8.emf] 


ASIAN or BRITISH ASIAN: Indian [image: image9.emf] 

   Pakistani [image: image10.emf] 

   Bangladeshi [image: image11.emf] 

   Any other Asian background [image: image12.emf] 


BLACK or BLACK BRITISH: Caribbean [image: image13.emf] 

   African  [image: image14.emf] 

  Any other Black background [image: image15.emf] 


OTHER ETHNIC GROUPS:  Chinese [image: image16.emf] 

 Arab  [image: image17.emf] 

 Any other ethnic background [image: image18.emf] 

 Not stated/Not disclosed [image: image19.emf] 




GP (Your Doctor) Details 

	Name of GP: ………………………………………………… NHS Number: …………………………………….

Surgery Address: …………………………………………..............................................................................  

Post Code: …………………………………….Telephone Number: ………………………………………………  




Next of Kin or Contact Person
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Signature of person completing the form
Thank you for completing this form, please hand this to the receptionist or the health care professional at your first appointment.




Surname: …………………………….……………………….  Forename: ……………………………………….





Previous Surname  (if different from above) ………………………… Sex (please tick)  Male �  Female �





Date of Birth …………………………………………….





Address………………………………………………..  Telephone Numbers





………………………………………………………….  Daytime: ……………………………………………………





………………………………………………………….  Evening: …………………………………………………….





………………………………………………………….  Mobile: ………………………………………………………





Postcode: …………………………………………….. School / Nursery ……………………………………………





Religion: ……………………………………………… Prefer not to say:  �





Are day-to-day activities limited because of a health problem or disability which has lasted, or is expected to last, at least 12 months?  Yes �  No �	





If you answered yes, does the child have any access needs e.g. BSL interpreter.  


Please specify …………………………………………………………………………………………………….


Does your child have any known allergies? Yes �  No �


Please specify  …………………………………………………………………………………………………


Is the child a Carer? (i.e. do they look after someone with an illness or special need)  Yes �  No � 

















Surname: …………………………………….. Forename: ………………………………. Title: ………………..





Relationship to you: ………………………………  Telephone Numbers:





Address: …………………………………………..    Daytime: …………………………………………………..





………………………………………………………   Evening: ……………………………………………………





Postcode: …………………………………………..  Mobile: ……………………………………………………..














Signed: ………………………………………………………….. ……..  Date: ………………………………….





If you have completed the form on behalf of the patient please state your relationship to the patient: 





…………………………………………………………………………………………………………………….
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