NORTVILLE FAMILY PRACTICE


HEALTH QUESTIONNAIRE (0 – 14 YEARS)
To be completed by the PARENT/GUARDIAN.  Please complete the following sections as completely and accurately as possible. This will provide us with the basic health information to offer appropriate care and advice.

First Name: ………………….. 
Surname: ……………………….     DOB: ………………


Home Telephone No: ……………………..
Mobile Telephone No: ……………………………
1. Please list any important illnesses they have had in the past or suffer from now (e.g. asthma, diabetes or epilepsy) Please give dates if relevant.

	
	

	
	

	
	

	
	


2. List any tablets or other medication they need regularly

	
	

	
	

	
	

	
	


3. Are they allergic to anything (e.g. penicillin)?  YES/NO
4. Is the child up to date with children’s immunisations? Please give dates of all immunisations if possible (under 6 only)

	Immunisation
	Date
	
	Immunisation
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


5. What is your child’s height?.................................

6. What is your child’s weight?.................................
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