The St. James Practice
New Born Registration Questionnaire

Dear Parent / Carer

Congratulations on the birth of your child. We hope you will be happy with the care we provide for
your new baby and your family. Our aim is to provide you with advice on many health issues and,

hopefully, to keep you in good health.
Please complete the form below to enable us to register your baby with the Practice. This
information is, of course COMPLETELY CONFIDENTIAL, and will help us to provide you with

the appropriate medical care for your needs.

You can contact the Health visitor Team on 020 8 430 7621 to arrange an appointment for you and

your child.
CHILD’S DETAILS Child’s Surname:
Gender: Male / Female (please circle)

Child’s Forename(s):
Child’s Date of Birth:

PARENT DETAILS:
Mother’s Surname : Father’ Surname:
Mother’s Maiden Name: Father’s Forename:

Mother’s Forename:

What is your main spoken language(s)?

Telephone Numbers:
Home: Mobile:

Address:

Post Code

Does your baby have a disability / any special requirements that we need to take into
account? 0 Yes O No

If yes, please give details :
What is your baby’s country of birth?
Is your child a Refugee or Asylum Seeker? O Yes O No

Date of entry into UK (if not born here)?
Cont’d...overleaf

If born in the UK state name of the COUNTY:




The St. James Practice
New Born Registration Questionnaire

Religion : [0 Buddhist 0O Christian O Hindu O Jewish O Muslim
0 Sikh 0 Other 0 None

IF OTHER , please state:

ETHNIC GROUP: which ethnic group do you feel you belong to?: (please tick v’ the
appropriate box)

Baby | Mother | Father

White: White British

Irish

Other White (please specify)

Mixed: White & Black Caribbean

White & Black African

White & Asian

Other Mixed (please specify)

Asian/British Asian Indian

Pakistani

Bangladeshi

Other Asian (please specify)

Black of Black British Caribbean

African

Other Black (please specify)

Other Ethnic Chinese

Categories: Any other (please specify)
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The St James Practice
St James Health Centre
St James Street, Walthamstow
London E17 TNH
Tel: 0208 430 8300

IMMUNISATIONS

Child’s Name: Date of Birth :

The Parent / Carer of :

Mother's Name

Father's Name

Dear Parent / Carer

Welcome to the St James Practice. We hope that you will be happy with the care we provide for your
family.

To contact your Health Visitor, please telephone 0208 430 7612 and they will make an appointment to meet
with you and your children.
Please complete as many of the following questions as you can relating to your child

IMMUNISATIONS: (please bring your child’s RED BOOK with this form)

BCG: (T.B.):

Diptheria / Tetanus / Pertussis (Whooping Cough) / Hib / Polio

1% 2nd: 3
Pneumococcal

1% 2" 3
Meningitis C

131 . 2nd .

Hib/Meningitis C Booster :
MMR (Measles/ Mumps/ Rubella) 1% Dose:

Pre-School Booster :

Diptheria / Tetanus /Polio :

MMR 2™ Dose :

Any other immunisations:
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