


        Huisartspraktijk de Wit
Welcome in our practice, 

This form is to register you to our practice.

If you need some help to fill in the forms, ask the assistant.
Personal information:
Last name:      ……………………………………………………………..     Male / Female
Initials:           ……………………………….    First name:      …………………………………

Date of birth:   ………………………………    Place of birth:   …………………………………

Marital status: ……………………………….   (example married, single)     
Profession:      ……………………………………………
Education:      ……………………………………………
Address: 
Street:        …………………………………………
Number:  …………………………………

Zipcode:      ………………………………………
City:        ……………………………………
Telephone:  ………………………………………
Cellphone:…………………………………..
E-mail:        ……………………………………..

Number in case of emergancy:………………………..
Insurance information and ID:
Name insurance company:……………………...    Insurance number:……………………………
ID: 
· ID-card 
· Passport
· Drivers license
· Residence document
Document number:
…………………………………
BSN number:……………………………………..
previous general practitioner:
Name:……………………………………..


Reason of change  

· Moved, 

· Other    ………………………..

Medical information:
Length: 
………………………….. Weight:
………………………

Do you smoke? 
(Yes


(No

How many cigarettes a day?
.......................................... 
When did you start or quit?
............................................
Do you have a chronic illness?

· Asthma/COPD (lung disease)
· High bloodpressure
· Increased cholesterol 
· CVA/TIA (cerebral hemorrhage)
· Diabetes
Do you have other illnesses?       .............................................................
Have you had any operations? 
.............................................................
Name of your new pharmacy:
………………………………………………………………………
(The registration at the pharmacy is a seperate registration at the pharmacy itself)

Do you use medication?  

( No


(Yes 
	Name
	Dose
	Use per day

	Example: Paracetamol
	500 mg
	2 times a day one pill

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Are you allergic to any medication or nutrition? 
· Which ones?...................................................................

· What complains do you have?....................................................




              Huisartspraktijk de Wit 

Register form
Please sign this registration form below, so we can register you.

Registration date:   


 ……………………………………………

Your name:    


 …..………………………………………

Date of birth:  


 ……………………………………………

Insurance company:

 …………………………………………….

Insurance number:


 ………………………………………………

Signature

:






