Broad Lane Surgery

Children’s Questionnaire [image: image1.wmf]
Today’s date: …………………………………….
Please complete as many questions as best you can about your child.  This information will help the practice provide better medical care for your family

	Child’s surname:


	Child’s first name:
	D.O.B:                    
Male/Female

	School:


	Names & D.O.B Brothers/Sisters:
	Names of others in household:

	Mother’s full name:


	Father’s full name:



	Occupation:


	Occupation:

	Address:
	Telephone number
Home:
Work:
Mobile (Mother):
Mobile (Father):

	Previous address:


	Name & address of previous Doctor:
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ETHNIC ORIGIN (NOT place of birth) PLEASE TICK A BOX

WHITE BACKGROUND:   British or mixed British  (   Irish  (   Other White Background ( 

ASIAN BACKGROUND:   Indian or British Indian (   Pakistani or British Pakistani ( 

Bangladeshi or British Bangladeshi (    Other Asian Background (
BLACK BACKGROUND:  African (    Caribbean (    Other Black background ( 

MIXED BACKGROUND:  White and Black Caribbean (    White and Black African ( 

White and Asian (   Other Mixed Background (
CHINESE BACKGROUND:   Chinese (
OTHER BACKGROUND:……………………………….. Date Entered UK:………………..
· FIRST LANGUAGE: ………………………….

Child’s medical history

	Place of birth:

	Birth weight:

	Has your child ever suffered from:
 

Eczema? Yes/No
	Asthma? Yes/No

	Is your child allergic to any medication (PLEASE SPECIFY NAMES)?


	Does your child take any medication regularly (PLEASE SPECIFY NAMES)?



	Has your child had any operations, stays in hospital or out patient attendance? 

	Date


	Hospital
	Speciality 
	Illness

	Has your child had the following development checks? (As appropriate to their age)

	6 Weeks: Yes/No
	8 Months: Yes/No
	2 Years: Yes/No
	3+ Years: Yes/No


NAME:………………………………………DATE OF BIRTH:……………………
[image: image3.wmf]Vaccinations

	Please give details of when and by whom Vaccinations have been given 
(i.e. GP or Clinic)

	VACCINE
	WHEN
	BY WHOM

	BCG
	
	

	1st DTaP/IPV/Hib + 1stPneumococcal Conjugate Vaccine (PCV) +Rotavirus +Men B
	
	

	2nd DTaP/IPV/Hib +Rotavirus
	
	

	3rd DTaP/IPV/Hib + 2nd Pneumococcal Conjugate Vaccine (PCV) + Men B
	
	

	
	
	

	1st MMR + PCV (3rd) +Hib Men C + Men B
	
	

	DTaP/IPV  

(Pre-School Booster) + MMR Booster
	
	


(Please bring in your ‘Personal Child Health Record’ book, 

for any child under 6)

Family History

	Please give details of any illness, which runs in the family? (e.g. Asthma, Heart disease or Diabetes)

	


SUMMARY CARE RECORDS/ CARE DATA
If you require further information about either Summary Care Records or Care Data our reception staff‘s are able to provide you with information. If you have already made your decision to opt out please ask at reception for the appropriate form which you will need to complete and return to the Practice.   
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