Registration Form General Practitioners de Wedren
This registration form includes a confirmation that the patient is registered at the General Practitioners de Wedren, and can be used to request correction of General Practitioner declarations.

General Practice de Wedren

AGB code 01008033

Mr. drs. M.A. Hagenbeek 

AGB code 01027036-GP
Mrs. drs. H.D. Riem


GP
Mr. Q. van den Driesschen

Physician assistant

Practice Address
 

Waldeck Pyrmontsingel 67-69, 6524 BA Nijmegen

Phone number: 


024-3229386


Website:



www.hapdewedren.nl

The patient declares that he/she wishes to be registered at above General Practice with (if applicable) his/her family members. The patient shall request that his/her old General Practitioner forward their medical files to the new General Practice. 

Patient Details 


Name and Initials         
:   






m/v                                                            







 
Date of Birth


: 

Address, Postcode, Town
:

Phone Number

:

Mobile Number

:

E-mail



:

Health Insurance

:


Number(s) of insured persons  :

Social Security Number(BSN):

Preferred Chemist/Pharmacy:  
                      

Emergency Contact Name 
:




                                                                                                                                                                                                                                                                                                                                                                                          Phone number: 
Relation to patient  

:

Previous General Practitioner:  
Address, Country

:

Note: In case of children being registered with the same General Practitioner, please use the other side of this page to give details of name, initials, date of birth, and  insurance numbers of your children. However, please note that only one signature is required.

Do you give permission to exchange your medical data with hospital, pharmacy and the emergency General Practitioners  
: yes/no

Patient Signature  :





Date  :

To be filled in by General Practice de Wedren:

Registration accepted:

Check ID:

Date of registration:  

Patient Questionnaire

You are new to the practice. To make sure we can assist you as best as possible in the future it is important for us to be aware of any relevant information regarding your health and wellbeing. This questionnaire contains questions to obtain this information.

Please fill out one form per family member.

Patient Name: 

Date of Birth: 

General Health:

Are you on any medication? 






yes/no

	Name of medicine
	strength
	Dosage (eg. 1 tab 2x a day)

	
	
	

	
	
	

	
	
	

	
	
	


Are you currently under the care of a hospital consultant?


yes/no

If you are, please state the name, in which hospital and the reason.

Have you undergone any operations?     




yes/no

If you have, please state details of operation and date.

Have you ever had a long term illness?





yes/no

If yes, please state details of illness and dates.

Which vaccinations have you received in the past?

Standard children vaccines: 






yes/no

Travelers vaccines 







yes/no 

If so, which:

Extra vaccinations (E.g. hepatitis B or military) 

         


yes/no

If so, which:

Do you have any known allergies? 





yes/no

If so, which:


Are there any known reactions to medications? 



yes/no

If so, for which medications:

Do you smoke or have you smoked in the past? 

0  I have never smoked

0  I quit smoking in ……… and smoked for …… year(s)

0  I still smoke, around …… cigarettes/cigars/pipe per day

Would you like to quit smoking if you do smoke?             


yes/no

Do you consume alcohol? 






yes/no 

If so, how many beverages do you consume per day?

Do you use drugs? 







yes/no

If so, which drugs and how often?

Are there any hereditary diseases in your family? (Such as cancer, heart 
and coronary disease, digestive illness or lung disease?)


yes/no

If so, which and relation to you:

Biometrics (if known or approximate):

your height:

your weight: 

Mental Health:

Are you single, cohabiting, married, divorced or other?

Are there any major events that have had a great impact on your life?

yes/no

If so, which:

Do you feel capable of your daily responsibilities

at home and in your work






yes/no

If not, please elaborate: 


What is your educational background? 

What work do you do, and how do you find it? 

Do you practice spirituality or a religion?




yes/no 

If so, what do you think your General Practitioner should know about it? 

What are your hobbies? 

Do you play sports?







yes/no

If so, which and how often do you play?

Are there any other details you want to share with your General Practitioner that you find to be relevant? 


                                   







If so, which:

Do you have any requests or preferences you wish to let your General Practitioner known about in relation to dealing with you as a patient?


If so, which:

