
NEW PATIENT HEALTH QUESTIONNAIRE (Child Under 16) 

	Title                                                                                        Date of Birth   	


	Surname                                                                                Forename(s)


	Previous	                                                                     Email
Surname

	Home 	House Name/Flat
Address	

		No and Street


		Village


		Town
	

		Postcode
	

	Home Tel	                      Work Tel


	Mobile		                email                


	Providing the surgery with a mobile number will ensure that you 
receive appointment text reminders and important surgery news and 
updates.  If you do not wish to receive texts please inform reception.



Next of Kin details 
	Title                                                                                        Date of Birth   	


	Surname                                                                                Forename(s)


	Home 	House Name/Flat
Address	

		No and Street


		Town


		Postcode
	

	                             Telephone/mobile 








Ethnic group:
	White         British	Irish		Other        If other please specify:
         	  	                         	

	Black	Caribbean	African	Other        If other please specify:
	                         

	 (
 
)Asian	Indian	Pakistani	Chinese         Other       If other please specify:
	                  	      

	Mixed        White + Black Caribbean	White + Black African        White + Asian
	

	                Other 	       prefer not to say 

	Do you require an interpretor? 	Yes	No         If yes please specify language:	





Information about your child:
	Height?                                                                             Weight?


	What is your childs first language?


	Does your child smoke?                                                            Yes                                       No
                                                  

	

	

	Would you like advice to help your child stop                      Yes                                        No  
 smoking?                                                                                                                         


	

	

	Is your child a Carer?                                                              	  Yes                                          No
                                                                                                          
A carer is anyone who cares, unpaid, for a friend or family 
member who due to illness, disability, 
a mental health problem or an addiction 
cannot cope without their support .       
                                                     

	Does your child drink alcohol  ?                                                   Yes                                         No

If yes how many units of alcohol a week (1 unit = ½ pint of beer or 1 small glass of wine or 1 single measure of spirit )                 

Total weekly units of alcohol ………………………………………………………………………………………………..                                   










Which of the following options best describes your child?
	
	Heterosexual/Straight 
	
	Lesbian/Gay

	
	Bisexual
	
	In another way
(please state)



Which of the following best describes how your child thinks of themselves?
	
	Female (including trans women)
	
	Male (including trans men)

	
	Non-binary
	 (
 
)
	In another way
(please state)



Is your child’s gender identity the same as the gender you were given at birth?
	
	Yes
	
	No




Who will this Data be shared with? 
The practice is bound by strict confidentiality and the General Data Protection Regulations 2018 (GDPR). This means we will only share your information if consent is provided or if necessary for your healthcare e.g., referrals to other clinical services. Where requested, information will be shared with lawyers, for insurance forms etc. 

We hold your patient records in the strictest confidence, regardless of whether they are electronic or on paper. We take all reasonable precautions to prevent unauthorised access to your records, however they are stored. Any information that may identify you is only shared with the practice team, or, if you are referred to hospital, to the clinician who will be treating you. We will only share information about you with anyone else if you give your permission in writing.

For trans patients we adhere to the Gender Recognition Act 2004 and will not disclose a patient’s transgender history to a third party without written consent to do so. 

Why do we collect it?
Under the Equality Act 2010, we have a duty of care to pay due regard to patients with protected characteristics. For this reason, we collect a variety of demographic information in order to tailor the service and support you receive from us. Sexual orientation and trans status monitoring are one of many pieces of information we collect from our patients. 
If you are not comfortable providing this information, you don’t have to. But filling in all of the demographic information on patient forms allows us to provide you the best care possible. 



	Is your child on any regular medication?

	     Yes  
	     No


	What school does your child attend?

	

	Who has parental responsibility?
	Title
	

	
	Surname
	

	
	Forename
	

	Is the adult with parental responsibility registered with our practice?
	     Yes  
	     No




	Please state any other adults living within the home.



	

	Does your child have any learning disabilities?

	      Yes	                No

	Does the family have a social worker?

	     Yes	                 No

	Please give the names and dates of birth of any other children in the household.


	Name
DOB
Name
DOB
Name
DOB
Name
DOB

	Has the child you are registering ever been in foster care?
	     Yes                                        No


	
1

