Patient Health Questionnaire For Children under 5 Years of Age

Patient’s Details

Orchard Medical Practice

Innisdoon, 1 Crow Hill Drive, Mansfield

Nottinghamshire, NG19 7AE
Tel: 01623 400 100

First Name:
Surname: Date of Birth: | ... looi... ...
dd/mm/yyyy
Name and Previous Surnames:
address of .
current school: (If applicable)
Home Address: Home Tel.:
Work Tel.:
Mobile:
Postcode: E-Mail:
Name and Address of Previous GP:
Ethnic Group
White O British Black O Caribbean
O lrish [0 African
[0 Other (please specify) [0 Other (please specify)
Asian O Indian Mixed O White + Black Caribbean
O Pakistani O White + Black African
0 Chinese O White + Asian
O Other (please specify) O Other (please specify)

Page 1 of 2



Relationship to Child

Name of Parent/Guardian etc
O Parent

0 Guardian

O Carer/Foster parent

O Other (Please state)

Name of Parent/Guardian etc

Immunisations

Are your child’s vaccinations up-to-date?

Yes O No O

Please tick if applicable Dip/Tet/Pert/Polio/Hib
(Pediacel 5in 1)

1 O
2 O
O
MMR At 1 Year O
Pre-School Booster Dip/Tet/Polio/Pert
(Repevax)
1 O
2 O
3 O

Meningitis Vaccination

(Meningocccal)

d
d
d

MMR 2

Please could you bring in your CHILD’S RED BOOK at your earlist convenience

Note to receptionist

Please take photocopy from the red book of all vaccinations history and pass to Clerical Officer.This will enable us to

update our computer records.
Please see check list to ensure everything necessary has been done.
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