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NEW PATIENT HEALTH QUESTIONNAIRE FOR CHILDREN
 AGED 0-12 YEARS
	Name of Child
	

	Date of Birth
	

	Address


	

	Telephone Number
	


	Name and address of School / Nursey (if Applicable)
	

	Next of Kin
	

	Relationship with child 
	


Which of the following options best describes how you think of yourself?

Female ☐                      Male ☐   
Non-binary ☐   
In another way (pleases state): ………………………………………………….

Is your gender identity the same as the one you were given at birth?

Yes ☐   No ☐   

Which of the following options best describes how you think of yourself?

Lesbian ☐    Bisexual ☐     Gay ☐    Heterosexual/Straight ☐   In another way (pleases state): ………………………

*Ethnic Origin ……………………………………………….

*What is your main spoken language? ……………………………………………

Family Details
Please provide details of any relatives / tenants living at the above address and their relationship to the child. 

	Name
	Date of Birth
	Relationship to Child
	Registered at this practice
	Does this person have parental responsibilities?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I confirm that the above information is correct and it is my responsibility to inform the surgery of any change in these details. 

Signature:  ……………………………………………….…
Name:   ……………………………………………………….
Health 
*Do you have any ongoing health problems?  If so, please specify below
………………………………………………………………………………………………………

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

*Are you currently seeing any specialist consultants? If so who and what for? ………………………………………………………………………………………………………

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

*Has your child been immunised and if so, are they up to date?
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
SPECIFIC NEEDS
Do you/your child have difficulty with communication, please inform the practice and we will make every effort to accommodate your needs. Please detail below any specific needs you may have so the Practice can ensure they are recorded correctly.

	Please state any sensory impairment (i.e. Speech, hearing, sight)
	

	Do you have an assistance dog?
	

	Please state any physical disabilities you have?
	

	Please state any mental disabilities you have
	

	Please state any requirements you have, to be able to access the practice premises
	

	Please state any religious or cultural needs 
	

	Please state any allergies and sensitivities you have 
	

	Please state any phobias you have 
	

	Please state any learning difficulties you have 
	

	Does the family have a social worker? If so, please provide details 
	


*Is there any other information you would like us to know about the health of your child?

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..
Military Information: Does your child have a family member in the military including ex-service personnel? Please give details 
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
CARER INFORMATION
The practice understands that it is possible for a child or young person under the age of 18 to be a carer. Please tick the relevant statements below if they apply to your child 

	


My child provides a substantial amount of care to an adult                 

	


 My child provides a substantial amount of care to a disabled child   
	


 I give permission for my child’s name to be entered on the practice carers register   

Please sign ………………………………………………………………
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NHS Summary Care Record with additional   information

If you are registered with a GP practice in England you will have a Summary Care Record (SCR), unless you have previously chosen not to have one. It includes important information about your health: 

· • Medicines you are taking 

· • Allergies you suffer from 

· • Any bad reactions to medicines 

You may need to be treated by health and care professionals that do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. Having an SCR means that when you need healthcare you can be helped to recall vital information. 

SCRs can help the staff involved in your care make better and safer decisions about how best to treat you. 

You can choose to have additional information included in your SCR, which can enhance the care you receive. This information includes: 

· • Your illnesses and health problems 

· • Operations and vaccinations, you have had in the past 

· • How you would like to be treated - such as where you would prefer to receive care 

· • What support you might need 

· • Who should be contacted for more information about you 

What to do next 
If you would like this information adding to your SCR, then please complete this form, for return to the relevant GP surgery. 

Name of Patient: ………………………………………………..…..................................... 

Date of Birth: ……………………………. Patient’s Postcode: …………………………….

Surgery Name: ………………………….. Surgery Location (Town): ………................... 

NHS Number (if known): …………………………..……………….................................... 

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

If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: ………….............................................................................................................. 

Capacity: circle as appropriate Parent Legal Guardian Lasting Power of Attorney 

If you require any more information, please visit https://digital.nhs.uk or phone NHS Digital on 0300 303 5678 or speak to your GP Practice 

For practice use: To update the patient’s consent status to ‘Express consent for medication, allergies, adverse reactions and Additional Information’ use the SCR consent preference dialogue box or add Read code 9Ndn (or CTV3 code XaXbZ for SystmOne practices).
