
 
PATIENT REGISTRATION FORM. 

         You must tick the clinic you wish to attend:   

  PUBLIC    SEMI  PRIVATE   
1 What is your full name: 

 

 

 

Surname:    

Forename:   

Maiden:    

16. What is your Mother’s birth 

Surname? 

 

 

2. Have you ever been a patient 

at this Hospital? 

 

If Yes, what is your: 

 Hospital number: 

 

 Surname (if different) 

 

 What was your address 

when you attended last 

 

Yes  No   

 

 

 

    

 

    

 

    

 

    

 

    

17. What Health Scheme do you 

have? 

 

What is your number?  

 

If you have a medical card 

please give:  Number  

 Expiry date 

V.H.I.     Viva    Quinn 

Other     

 

    

 

    

 

DD?MM/YY 

       /    /         

18 What is your marital status? Married    

Single   

Divorced   

Separated:    

Widowed:  

3. What is your current 

addresss? 

    

 

    

 

    

19 Date of Marriage 

 

 

 

Husband’s Name 

 

 DD/MM/YYYY 

 

__/__/____ 

 

    

4. What is your occupation?  20 Next of Kin 

Relationship to You  

Home Phone Number? 

Mobile  Phone number? 

    

    

    

    

5. What is your date of birth? 

 

   DD/MM/YYYY 

 ___/___/_____ 

21. 

. 

Next of Kin’s address?  

 

    

    

    

6. What is your  

Home phone number? 

Work Phone Number? 

Mobile Phone Number? 

 

    

    

    

7. What was date of the first day 

of your last menstrual period: 

 

DD/MM/YYYY 

__/__./____ 

8. If you attended this Hospital 

previously have you changed 

your GP since your last 

attendance: 

YES    NO  22 Information Required for Civil Registration 

The below information is only required if you are married. 

What is the Nationality of the Baby’s Father? 

     

What is the Baby’s Father’s Ethnic Group? 

     

What is his PPS number?     

What is the birth surname of the Father’s Mother? 

     

What is is the Father’s Occupation?    

What is the Father’s DOB?  DD/MM/YYYY___/____/____ 

What is the Father’s Phone Number?    

9. What is your GP’s Name?  

10. What is your GP’s address? 

 

 

    

 

    

 

    

 

11. What is your GP’s phone 

number? 

 

12. What is your Nationality?  

13. What is your country of birth?  

14. What is your Ethnic Group?  

15 What is your PPS number? 

 

 

WOULD YOU ACCEPT A BLOOD TRANSFUSION IF MEDICALLY REQUIRED? YES    NO      

 

Signature:      

NB: This form must be 

returned  

In advance of your 1
st
 

appt. 

Office Use Only 
Hosp No 

1st Visit Appt 

Clinic 

BRN No: 

LMP 



 

Religion 
 

Please tick the relevant box 

 

Atheist   Buddhist  Christian  Church of Ireland  

 

Evangelist  Hindu   Islam   Jehovah Witness  

 

Jewish   Lutheran  Latter Day Saint  Methodist  

      (Mormon) 

 

Orthodox  Palmarian  Presbyterian  Protestant  

 

Roman Catholic  None   Other please state     

 

 

Ethnicity 
 

Please tick the relevant box 

 

A. White   

Irish   Irish Traveller  Any other White Background  

 

B. Black or Black Irish 

 

African   Black Irish   Any other Black Background  

 

C. Asian or Asian Irish 

 

Chinese    Asian Irish   Any other Asian background  

 

 

D. Other including mixed background 

 

Other (please write in description)         

 

            

 

 

Name (Block Caps):       

 

Signature        

 

 

Date:         

 

 

Please ensure all questions are answered in full 

 

Have you booked the pregnancy with another hospital  YES   NO 

 

 

Please inform the hospital; if you transfer care to anther hospital / country or if 

for any other reason you will not continue to attend. 


