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	St. David’s Court Surgery
68a Cowbridge Road East
Canton, Cardiff, CF11 9DU
Tel: 02920 379510 
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Dr Zahid Shabbir




	Children’s Health Form 
for Under  16 years
	This information is Essential for Registration

	
Today’s date: ______________________________

Name: ____________________________________

DOB (Date of Birth):  ________________________

Male/Female: _____________________________

Address: __________________________________

_________________________________________

 Religion _________________________________

Town/Country of Birth: ______________________

Language Spoken ___________________________

Nationality ________________________________

Family History
Please provided us with information on the health of your family.

Mother                     Age:            Health:
Father                       Age:	 Health:
Sibling:	        Age:	 Health:	
Sibling:                     Age:            Health:

Medication:
Does your child take any routine medication?

Please provide copy of repeat prescription

Is your child allergic to any medication that you know of? 

__________________________________________
	
Immunisations Given and Date

DTaP/IPV/HIb (1) ___________________________
DTaP/IPV/Hib (2) ___________________________
DTaP/IPV/Hib (3) ___________________________
BCG _____________________________________
PCV Pneumococcal 1st & 2nd __________________
Rotavirus 1st & 2nd  _________________________
MMR 1st __________________________________
MMR Booster______________________________
Hib/Menc _________________________________
DTaP/IPV Booster___________________________
Men ACWY _______________________________
DTP Booster 2 _____________________________
Any other immunisation: - ___________________

Medical History:

Has your child been diagnosed from any of the following conditions and Date diagnosed?         
                             
Epilepsy
Diabetes
Cancer
Asthma
Hay fever
Jaundice
Skin Disease

Operations:

Disabilities:

Please state if your child has any disabilities.
Please bring the completed form with photo ID and a copy to keep in your file





Parents Signature: _______________________________________________________ I Consent for the Surgery to send me messages via Text.  I will inform the Surgery if I wish to opt Out #9NdP
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