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Registration form new patient 
(1 form per patient) 

 

 

First name:  ............................................................................................. 

Initials:  ............................................................................................. 

Surname:  ............................................................................................. 

Gender:  O Male  O Female O Other, ....................................... 

Date of birth:  ............................................................................................. 

Nationality:  ............................................................................................. 

ID-number:  ............................................................................................. 

Type ID:  O Passport   O ID-card   O Drivers-license   O Residence document 

BSN-number:  ............................................................................................. 

Address:  ............................................................................................. 

Zip code:  ............................................................................................. 

City:   ............................................................................................. 

Phone number: ............................................................................................. 

E-mail address: ............................................................................................. 

Health insurance: ............................................................................................. 

Insurance number: ............................................................................................. 

New pharmacy: ............................................................................................. 

Do you have a preference for a general practitioner? O No  O Yes, ......................... 

Name previous general practitioner: ....................................................................... 

Address previous general practitioner: .................................................................... 

Have you ever been registered in our practice before?     O No         O Yes 

Do you agree to requesting your medical file from your previous GP?  O No        O Yes 

Signature:    Date: 

 

 

Please bring a valid ID and a health insurance card with you when submitting the 

registration forms 

 



 

  

 

   

 

Consent to exchange patient data  

 
With this form you can indicate whether you give permission to a healthcare provider to have the data in your 

patient file viewed by other healthcare providers.  

 

□ YES, I give permission for my GP to make my medical data available to the practitioners/care 

providers relevant to me. 

□ No, I do not agree to my GP making my medical data available to the practitioners/care providers 

relevant to me. 

 
My details 

First name………………………………………………………………… Surname……………………………………………………………………………… 

Date of birth……………………………………………………… BSN no.……………………………………………………………………………………… 

Address …………………………………………………………………………………………………………………………………………………………………… 

Postal code………………………………… Residence…………………………………………………………………………………………………………… 

 
Data for children under 16 years of age. Children aged 16 and over complete their own form.  

 
For children under the age of 16 who are under your authority, you can fill in the following information. 

Children between the ages of 12 and 16 also require their own consent. They must co-sign this form. 

Name of child 1………………………………………………………………………………………………………………………………………………… 

BSN no.  ……………………………………………………………………………………………………………………………………………………………… 

Date of birth………………………………………………………………………………………………………………………………………………………… 

Signature of child 1, only necessary for ages 12 to 15 years         ………………………………………………………………… 

Name of child 2  ……………………………………………………………………………………………………………………………………………… 

BSN no.  ……………………………………………………………………………………………………………………………………………………………… 

Date of birth………………………………………………………………………………………………………………………………………………………… 

Signature of child 2, only necessary for ages 12 to 15 years         ………………………………………………………………… 

Name of child 3  ……………………………………………………………………………………………………………………………………………… 

BSN no.  ……………………………………………………………………………………………………………………………………………………………… 

Date of birth………………………………………………………………………………………………………………………………………………………… 

Signature of child 3, only necessary for ages 12 to 15 years         ………………………………………………………………… 

 
Siganture 

Date en place …………………………………………………………… Your signature ……………………………………………………………… 



  

   

 

 

 

 

First and surname ............................................................................................. 

Date of birth: ...................................................................................................... 

O Single O Living together/married O Widow(er) 

Current profession/education: ............................................................................... 

 

Do you have the following conditions? If so, since when? 

  Since when: Under treatment at: 

High bloodpressure Yes/No*  GP/Practice nurse/specialist* 

Diabetes Yes/No*  GP/Practice nurse/specialist* 

Asthma/bronchitis/COPD Yes/No*  GP/Practice nurse/specialist* 

Heartcondition Yes/No*  GP/Practice nurse/specialist* 

* cross out what is not applicable 

Are you currently taking any medications, including medications such as the 

contraceptive pill or sleeping medication? 

O No  O Yes: ............................................................................................. 

Are there any medications that you cannot tolerate or are allergic to? 

O No  O Yes: ............................................................................................. 

Are you under the supervision of a specialist or therapist? 

O No   O Yes: ............................................................................................ 

 

If there is anything else you think we should know or if you would like an introductory 

meeting, you can contact the assistant one week after submitting your registration 

forms. 
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