BOYNE MEDICAL PRACTICE

Temporary Registration Form

Name:___________________________ Date of Birth:______________  Married  Wodowed  Separated  ____________













































































Address:_____________________________________________
Home phone: ________________Mobile:___________________ 
Marital Status:  Single/Married/Divorced/Partnered/Separated/Widowed
Nationality: ___________________________________________
Medical Insurance:    VHI:______   BUPA:______   Other:_______
Medical Card Number: ​​​​​​​​​​​​________________ Expiry date: ________
PPS Number (formerly RSI no.):___________________________
Previous GP:__________________________________________
Address of GP:________________________________________
Phone No:____________________________________________
Reason for leaving previous GP: __________________________

_____________________________________________________

I hereby consent to my previous GP and/or Consultant to be contacted regards my previous medical history
Signed​: ____________________________ Date: _____________
Occupation: __________________________________________
Do you smoke: Yes/No   If yes, how many a day: _____________
Do you drink: Yes/No   If yes, how many units in a week:_______Status: artnered/Separated/Widowed______
















































































Previous medical Problems: (heart problems, diabetes, asthma, etc)? ______________________________________________
Medications:   ________________________________________
Do you have any allergies:______________________________
Have you had any operations? __________________________
When you register with this practice you are under the care of all the doctors.
This is a very busy surgery and therefore you will be offered an appointment with the first available doctor.
This is a Training Practice attached to the North Eastern Regional Training Programme in General Practice.
