NEW PATIENT REGISTRATION V2.3.2026 (part 1)

Your background 
Demographic Confirmation and Contact Information
· Full Name:   


· Date of Birth: 


· Address: 



· Eircode: 


· Home Phone Number:   



· Mobile Phone Number:  



· Email Address: 



 
 

Emergency Contact Information (in the event that you became uncontactable or incapicted  in an emergency, who do you recommend we call?)
· Name: ___________________________________

· Relationship: ___________________________________

· Contact Number: ___________________________________
 














Practice Rules and Patient Agreement
To ensure smooth and effective care delivery, please read and confirm your agreement with the following rules by ticking the appropriate boxes. These guidelines are designed to minimize errors, improve access, and promote shared responsibility for your healthcare.
☐ Investigation Results
I understand that while the practice will make every effort to contact me with my investigation results (within 2 weeks for blood tests and within 4 to 6 weeks for radiology results), it is ultimately my responsibility to seek and understand my final results.
☐ Referrals
I understand that while the practice will aim to process referrals promptly and efficiently, it is my responsibility to confirm the hospital's acceptance of my referral within 6 weeks.
☐ Contact Information
I agree to keep the practice updated with any changes to my address, email, or phone details.
☐ Behavior Standards
I agree that verbal or physical abuse toward staff will not be tolerated and understand this may result in removal from the practice.
☐ DNA (Did Not Attend) Policy
I understand that failing to attend appointments without prior notice may limit my ability to book further appointments. This policy is in place to improve access for other patients.
☐ Medication Requests
I understand that medication requests must be made at least 7 days before the prescription is needed to ensure timely processing.
☐ Medication Monitoring
I understand that refusing to engage in necessary medication monitoring (e.g., blood tests, reviews) may result in the discontinuation of the medication to prevent it from causing me harm.

By signing below, I acknowledge my agreement to the above rules and understand my responsibilities as a patient.
Name:  

Date:  

Signature:  
 
 
Thank you for taking time to fill in this information 



Once registered, we will request further information to enhance your care 
· Part 2 Consent preference and GDPR 
· Part 3 Further medical information  
