REGISTRATION FORM FOR NEW PATIENTS
Date of registration: ........................

Familyname: ....................................... 
Initials: .........................

First name ........................................ 
Gender: M / F

Date of Birth: .................. 


Place of birth: ..........................

Address: ...............................................
No.: ............... Postalcode: ...................

City: .......................................................................

Home Phone: ......................... work: .......................... mobile: ...........................

E-mail address: ........................................ @......................................................

BSN (Personal Identification Number) ...............................................................

Insurancecompany: ........................
Insurance number: ................................

Reason of registration .......................................................................................

Name of pharmacy ..............................................................................................

Previous GP: ................................ 
Address: ..........................City  ................

ID checked? yes  /   no                           Signature: .........................................






    (Specifies registration and permission to request your medical file)

I give permission to share my medical information with the LSP.   Yes / No
More information about the Landelijk SchakelPunt is available at www.volgjezorg.nl or in the leaflet in our practice
The practice can send me a link, so I can create an account.        Yes / No 
This is possible from the age of 16.
FAMILY / LIVING CONNECTION

0 living alone

0 cohabiting 


with: .......................................

0 married: 


with:  ........................................

0 separated 


since: ......................................

0 widow / widower 

since: ......................................

Do you have children?

0 no

0 yes, living at home, 

number: .................. date of birth: ...............

0 Yes, not living at home, 

number: .................. date of birth: ...............

WORK

0 I work as: .........................................

0 I am unemployed since: 


my work was: .............. 
benefit: ....

0 I am unable to work since: 


my work was: .............. 
cause: .....

0 I am retired since:



my work was .....................................

0 I study: .....................................
Name + date of birth: .....................................................

HEALTH AND DISEASES
Have you ever (had) complaints of :

0 diabetes

0 lung diseases (asthma, chronic bronchitis, COPD, TB)

0 high blood pressure / heart disease

0 burnout

0 depression or anxiety

0 eating disorder

0 liver or bowel disease

0 persistent joint pain

0 venereal diseases (STD)

0 other serious diseases, namely: ............................

Are you currently being treated by a specialist?

0 no

0 yes,
specialism: ................... disease: ..........................
 
specialism: ................... disease: ..........................

Do you use medication ?

0 no

0 yes, namely:

Are you hypersensitive (allergic) to:

0 medicines : ……………………………………………..
0 special food :…………………………………………….

0 other substances, namely .........................................

Have you had an influenza vaccination in the past year?

0 no

0 yes, reason:

Have you ever had a major accident or surgery?

0 major accident: ..........................................

0 interventions: .............................................

0 operations:  ................................................

0 hospitalization: ...........................................

Do you smoke?

0 no


0 yes, number of cigarettes per day: .........

Do you take drinks containing alcohol?

0 no


0 yes, number of drinks : .........

Do you use drugs?

0 no


0 yes, namely: .............

DISEASES IN THE FAMILY (Which diseases run in your family?)

0 diabetes 




by whom: ........................

0 hypertension 



by whom: ........................

0 heart disease 



by whom: ........................

0 stroke or brain hemorrhage 

by whom: ........................

0 asthma, COPD, bronchitis 


by whom: ........................

0 kidney disease 



by whom: ........................:

0 mental illness 



by whom: ........................ 

0 cancer, cancer type ...................... 
by whom: ........................
