
(If you need assistance completing this form please speak to a member of the Practice Staff)

Marylebone Health Centre Registration Form 
     Name (Please Print) 



____________________________________

     Date of Birth 




____________________________________

Daytime Contact Number(s)

____________________________________

Section A: General Information 
Do you live/intend to live in the UK?

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No

Section B: About your Religious and Cultural Needs?
Which religion do you follow or practice?

 FORMCHECKBOX 
 I do not wish to answer

 FORMCHECKBOX 
 None 


 FORMCHECKBOX 
 
Christianity 


 FORMCHECKBOX 
 
Judaism / Jewish 





(Including Church of England, Catholic, Protestant, Methodist, Baptist)

 FORMCHECKBOX 

Buddhism / Buddhist     




 FORMCHECKBOX 
  
Jehovah’s Witness
 FORMCHECKBOX 

Hinduism / Hindu      FORMCHECKBOX 

Sikhism /Sikh


 FORMCHECKBOX 

Islam / Muslim




 FORMCHECKBOX 
 Any other religion, Please state ______________

Section C: About your Ethnic Group?

 Which of the following ethnic groups do you feel you belong to? Please tick one box

 FORMCHECKBOX 


I do not wish to answer 













 FORMCHECKBOX 
 
Black British


 FORMCHECKBOX 


White





 FORMCHECKBOX 

Caribbean


 FORMCHECKBOX 


White British




 FORMCHECKBOX 

African


 FORMCHECKBOX 


White Other 




 FORMCHECKBOX 

Any other non-mixed Black Background


 FORMCHECKBOX 


Irish






Please state ________________________


ASIAN OR ASIAN BRITISH



OTHER ETHNIC GROUP


 FORMCHECKBOX 


Indian 




 FORMCHECKBOX 

Chinese 


 FORMCHECKBOX 


Pakistani




 FORMCHECKBOX 

Vietnamese


 FORMCHECKBOX 


Bangladeshi




 FORMCHECKBOX 

North African /Arab/Iranian


 FORMCHECKBOX 


Any other non-mixed Asian background
 FORMCHECKBOX 

Arab




Please state ________________________


MIXED


 FORMCHECKBOX 


White and Black



 FORMCHECKBOX 

Other European (Non Mixed)


 FORMCHECKBOX 


White and Asian




Please state _______________________


 FORMCHECKBOX 


Black and Asian



 FORMCHECKBOX 

Other non-European (Non-mixed)

 FORMCHECKBOX 


Any other mixed background


Please state _______________________




Please state _________________________

Section D:  About you?
 Are you a smoker?
 FORMCHECKBOX 

    Yes

 FORMCHECKBOX 
 
No, never smoked
 FORMCHECKBOX 

Ex-smoker, approx date you stopped ________
Smoking can seriously damage your health and lead to premature death.  If you would like to stop smoking please make an appointment to see either a GP or Practice Nurse, alternatively for more Information on stopping smoking contact 0800 3288537
Section E: Children
If your child is under 5 years of age please supply their immunisation record (Red book if you have one) 

To reception as you register them 

Who is the legal guardian for the registering child? Please tick as appropriate
 FORMCHECKBOX 

    Mother

 FORMCHECKBOX 
 Father
 FORMCHECKBOX 
 other-provide details_____________________________
Section F:
Are you a carer?                      Yes                           No

Section G:
Please list any family members registered with this Health Centre
Name

____________________________
Date of Birth
___________________

Name  
____________________________
Date of Birth 
___________________

Name

_____________________________
Date of Birth
___________________

 Who may we contact in case of any emergency?
Next of kin/Emergency Contact
___________________________ Contact Number ________________
​​​​​​​​​​​​​​​​​​​
I confirm that I am, to be the best of my knowledge, eligible to receive NHS treatment.  Furthermore, I understand, that I am responsible for notify the health centre of any change(s) to the information given in respect of my application for registration particularly that which may affect my eligibility to receive NHS treatment.  
Please note you may be charged for services provided/treatment given if you are subsequently found to be ineligible to receive NHS treatment. 
Signed ___________________________ Date __________________________
PASSPORT AND VISA SEEN _________________________________ Signed and Date   for office use only






