 PATIENT INFORMATION QUESTIONNAIRE – 0 – 11 years 

Including child immunisation form

(Please complete in block capitals as appropriate)
Family Name:  ………………………………………..
First Name:  ………………………………………….

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

Post code:  ………………………………………..
Date of Birth:  ……………………………………….


Home telephone:  ………………………………..

Parent’s/carer’s name:   ………………………………………………………………………………………..
What is your ethnicity group?  Please tick next to the category.

	White
	Mixed
	Asian or Asian British
	Black or Black British
	Other ethnic group

	British
	White and Black
	Indian
	Caribbean
	Chinese

	Irish
	Caribbean
	Pakistani
	African
	 Vietnamese 

	Other white – please specify
	White and Black African
	Bangladeshi
	Other Black background
	

	
	White and Asian
	Other Asian background
	
	

	If none of the above please specify



	Prefer not to state ethnic group  (



What is your first language?  ……………………………………………………………………………………
Any other medical information/medication you feel we need to know about? ……………………….
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
………………………………………………………………………………………………………………………..
Mothers Full Name: 
Is mother registered at Salisbury House Surgery?

Fathers Full Name:

Is Father registered at Salisbury House Surgery?
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