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WELCOME TO OUR DOCTOR’ PRACTICE.
To treat you as best as possible while you are registered at our practice, it is of importance that we know your medical history. We kindly ask you to fill in a form per member of the family. We ask you to briefly answer the questions below so we can enter this into our system. Please hand over this form to one of our assistants. She will also ask for a valid ID.

Last name:_______________________________________________________Gender: M/F
First name:__________________________________________________________________
Residential address: __________________________________________________________
Zipcode and residence: ______________________________________________________
Phone number:  ____________________________________________________Secret: J/N
Mobile number: ____________________________________________________Secret: J/N
E-mail address: ______________________________________________________________
Date of birth: _______________________________________________________________
Sort of ID:                 O  Passport             O  ID-card               O  Driving-licence
Number ID:_________________________________________________________________
BSN number:____________________________________________________________	____
Marital status:_______________________________________________________________
Name health insurance: _______________________________________________________
Insurance number: ___________________________________________________________

Members of the family:

	LAST  NAME
	INITIALS
	M/F
	DATE OF BIRTH

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Preference new doctor: O Mrs. N.M.L. Haselager-Wolfs  	O Mrs. R.M.R. Langen   				    O Mr. E.C. Dekker (patient-stop)   	O No preference		  
			    O Mr. S. Veeger
                                           									
Name previous doctor:________________________________________________________
Address: ___________________________________________________________________
Zipcode and residence: ________________________________________________________
Phone number: ______________________________________________________________


Name previous pharmacy: _____________________________________________________
Address:____________________________________________________________________
Zipcode and residence: ________________________________________________________
Phone number: ______________________________________________________________
For the security of patients, the LSP (Landelijk Selectie Punt) has been developed to give medical professionals access to medical data and the use of (prescribed) medication through a secure internet connection. Through the LSP, a medical professional can look into our practice’s file on you. This might be necessary when you receive care at a general practice center on weekends.

Do you consent to your information being exchanged through the LSP:	O Yes        O No

Which pharmacy do you want?_______________________________________________
Or will you stay by your current pharmacy?   			             O Yes       O No

What kind of medication are you using at the moment?    (you may also attach a medication list)
	MEDICINE
	STRENGHT
	DOSAGE

	
	
	

	
	
	

	
	
	



Are you allergic to any medication, preservatives or ointments? If yes, please specify:
_____________________________________________________________________________________________________________________________________________________

Have you had surgery in the past? If yes, please specify.
______________________________________________________________________________________________________________________________________________________

Does your family have a medical history of:  if  so by whom ?
Cardiovascular:		yes/no	_____________________________________________
High blood pressure:		yes/no	_____________________________________________
Diabetes:			yes/no______________________________________________
Elevated intraocular pressure: 	yes/no______________________________________________
Breast cancer:			yes/no______________________________________________
Bowel cancer:			yes/no______________________________________________
Bowel polyps: 			yes/no	_____________________________________________
High cholesterol:		yes/no	_____________________________________________
Asthma/bronchitis:		yes/no______________________________________________
Melanoma:	            		yes/no______________________________________________

Any other information what could be possible important: ______________________________________________________________________________________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
I hereby also give permission to request my medical file from my previous GP.


Date:					        Signature for approval:

___________________                               _______________________
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