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New Baby / Under 5s Practice Questionnaire

First Name: 

Last Name: 

Date of Birth: 

Address: 

Postcode:

Parent/Guardian Name: 

Relationship to baby: 

Phone number: 

Any Known Allergies?:

*CURRENT MEDICAL CONDITIONS/ MEDICATION?:
IMMUNISATION HISTORY (IF UNSURE OF DATES JUST TICK) 

*DIP/ TET/ PERT/ POLIO/ HIB/ MEN C/ MEN B (DELETE WERE APPROPRIATE) 

DATE OF 1ST: ____________________________ 

DATEOF 2ND: ____________________________ 

DATE OF 3RD: ____________________________ 

*MEASLES /MUMPS /RUBELLA (DELETE WERE APPROPRIATE) 

DATE OF 1ST: ____________________________ 

DATEOF 2ND: ____________________________ 

*PNEUMOCCOAL: 

DATE OF 1ST: ____________________________ 

DATEOF 2ND: ____________________________

 DATE OF 3RD: ____________________________ 

*PRE-SCHOOL BOOSTER: 

DATE:
          ____________________________
As Parent /Guardian you are required to make contact with the Health Visitor on 0141 5316500 as early as possible after registration, to ensure that you have met the Lead Person for your child. This is a government requirement for every child in Scotland. Failure to contact the Health Visitor could affect your registration with the practice. I agree to contact the Health Visitor:
Print Name: _____________________________________________ Signature:_______________________________________________ Date:__________________________
463 Edinburgh Road

Glasgow, G33 3AL

Telephone: 0141 770 4044
www.edinburghroadsurgery.co.uk
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