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NEW PATIENT REGISTRATION FORM
Practice Name: Rowe Creavin Medical Practice
Date of Registration: ____ / ____ / ______

1. PATIENT DETAILS
Title: ☐ Mr ☐ Mrs ☐ Ms ☐ Miss ☐ Other
First Name: ___________________________________________	
Surname: _____________________________________________
Date of Birth: ____ / ____ / ______
Gender: _____________________________________________
PPS Number: _________________________________________
Address: _____________________________________________

Eircode: _____________________________________________
Mobile Number: ______________________________________
Home Number: ________________________________________
Email Address: _______________________________________

2. EMERGENCY CONTACT / NEXT OF KIN
Name: _______________________________________________
Relationship: ________________________________________
Contact Number: ______________________________________


3. CHILD / GUARDIAN DETAILS (UNDER 18 YEARS)
Parent / Guardian 1
Name: _________________________________________________
Relationship: __________________________________________
Mobile: _______________________________________________
Email: ________________________________________________
Parent / Guardian 2
Name: _________________________________________________
Relationship: __________________________________________
Mobile: _______________________________________________
Email: ________________________________________________
Guardianship Status
☐ Foster Care
☐ Other: _____________________________________________
I confirm that I am legally authorised to consent to healthcare decisions for this child.
Guardian Signature: ______________________
Date: ____ / ____ / ______

4. MEDICAL CARD / GP VISIT CARD DETAILS
☐ Medical Card
☐ GP Visit Card
☐ Private Patient
☐ Applying for Medical Card / GP Visit Card
Card Number: _______________________________________
Expiry Date: ____ / ____ / ______

5. ELIGIBILITY FOR HSE SERVICES
Please indicate if applicable:
☐ Long-Term Illness Scheme
☐ Drugs Payment Scheme
☐ European Health Insurance Card (EHIC)
☐ Private Health Insurance
Provider: _________________________________________
Policy Number: ____________________________________
☐ None
I agree to notify the Practice of any changes to my eligibility status.
Signature: _____________________ Date: ____________

6. CURRENT MEDICAL HISTORY
Current Medical Conditions
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Previous Significant Illnesses / Operations
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies
☐ No Known Allergies
☐ Allergies Present
Details:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. FAMILY HISTORY
Please indicate if there is a family history of:
☐ Heart Disease
☐ High Blood Pressure
☐ Diabetes
☐ Stroke
☐ Cancer
☐ Mental Health Conditions
☐ Other:


8. LIFESTYLE INFORMATION
Smoking
☐ Never Smoked
☐ Current Smoker- Number per week___________
☐ Ex-Smoker
Alcohol
☐ None
☐ Occasional
☐ Regular – Number of Units per week _______
Exercise
☐ Regular
☐ Occasional
☐ Rarely

9. CHRONIC DISEASE MANAGEMENT
Please tick any condition diagnosed by a healthcare professional:
Respiratory
☐ Asthma
☐ COPD
☐ Sleep Apnoea
Cardiovascular
☐ Hypertension
☐ Heart Disease
☐ Stroke/TIA
☐ High Cholesterol
Diabetes
☐ Type 1 Diabetes
☐ Type 2 Diabetes
Endocrine
☐ Thyroid Disorder
Mental Health
☐ Anxiety
☐ Depression
☐ Other: ______________________________

Hospital Consultants / Clinics
Are you currently attending any hospital clinics?
☐ Yes
☐ No
Details:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. PHARMACY NOMINATION
Preferred Pharmacy:
_________________________________________________________________________________
Address:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Telephone:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


11. LANGUAGE REQUIREMENTS 
What is your Native Language _____________

Interpreter Required
☐ Yes
☐ No
Language Required:
_________________________________________________________________________________
13. CONSENT TO REQUEST MEDICAL RECORDS
I authorise this Practice to obtain my healthcare records from my previous GP and relevant healthcare providers.
Previous GP Details
Practice Name:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Address:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Signature: ________________________________
Date: ____ / ____ / ______

14. CONSENT TO SMS COMMUNICATION
The Practice may use SMS for:
• Appointment reminders
• Recall appointments
• Administrative communications
• Health screening reminders
☐ I consent to SMS communications.
☐ I do not consent to SMS communications.
Signature: ____________________ Date: __________

15. CONSENT TO EMAIL COMMUNICATION
The Practice may use email for:
• Administrative correspondence
• Healthcare information
☐ I consent to email communications.
☐ I do not consent to email communications.
Signature: ____________________ Date: __________


18. CHAPERONE POLICY ACKNOWLEDGEMENT
I understand that:
• I may request a chaperone at any stage of a consultation or examination.
• The Practice may offer a chaperone where appropriate.
☐ I acknowledge the Practice Chaperone Policy.
Signature: ____________________ Date: __________


20. MISSED APPOINTMENT POLICY
I understand that:
• Appointments should be cancelled as early as possible if I cannot attend.
• Repeated non-attendance may impact future appointment availability.
• Persistent failure to attend ,may result in a review of my registration with the Practice.
☐ I acknowledge the Practice Missed Appointment Policy.
Signature: ____________________ Date: __________

21. PRACTICE TERMS & CONDITIONS
I agree to:
• Treat staff and other patients with respect.
• Provide accurate information.
• Update changes to contact details or eligibility status.
• Comply with Practice policies.
• Adhere to the Practice's Zero Tolerance Policy regarding abusive or threatening behaviour.
☐ I acknowledge and accept the Practice Terms and Conditions.
Signature: ____________________ Date: __________

22. GDPR & PRIVACY DECLARATION
The Practice processes personal data in accordance with:
· GDPR
· Data Protection Act 2018
· Medical Council Guidelines
· HSE Requirements
I confirm that:
☐ The information provided is accurate.
☐ I have received or been offered access to the Practice Privacy Notice.
☐ I consent to the Practice processing my personal and healthcare information for the provision of medical care.
Patient Signature: __________________________________
Print Name: ________________________________________
Date: ____ / ____ / ______

FOR PRACTICE USE ONLY
Patient Registered By:

Date Registered:
____ / ____ / ______
Medical Records Requested:
☐ Yes ☐ No
Medical Records Received:
☐ Yes ☐ No
Medical Card Verified:
☒ Yes ☐ No ☐ N/A
Patient Number:
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