NEW PATIENT REGISTRATION V2.3.2026 (part 2 – only to undertake if accepted into the practice) - over 18 only (under 18 see separate document

Demographic Confirmation and Contact Information
· Full Name: 


· Date of Birth: 



· Who do you live with    
· If you live alone, do you have someone who visits and offers support?  


· Working [ ] Yes [ ] No     retired: [ ] Yes [ ] No  


· Previous line of work:  
 

Health insurance (if applicable) 
· Health Insurance company and number (if applicable)___________________________________
 
 





























 
PART 2 Your medications 
 Medications 
· Are you currently taking any medications? - only for new patients DO NOT ANSWER IF YOU HAVE BEEN IN THE PRACTICE FOR MORE THAN 6 MONTHS 
[ ] Yes [ ] No
· If Yes, please list: (and in brackets describe what you understand the medication does to help you)
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
· Do you have any known medication allergies?  [ ] Yes [ ] No 
· if yes - which medication? ____________
· Do you have any specific questions or concerns about your medication? [ ] Yes [ ] No 
. if yes - which medication? ____________
 














PART 3 Your medical / surgical history  
 
Surgical history 
· Previous Surgeries or Major Procedures:
·  Yes [ ] No
· If Yes, please specify: ___________________________________
 

MEDICAL history 
· What is your medical history 
·  ___________________________________
·  ___________________________________
·  ___________________________________
·  ___________________________________
·  ___________________________________
·  ___________________________________

 
Hospital admissions 
· Any overnight hospital admissions in the past 5 years?
[ ] Yes [ ] No
· If Yes, reason(s) for stay: ___________________________________
 
 
 
 
· Risk and Bone Protection Assessment
· Have you had any previous fractures after age 40?   [ ] Yes [ ] No
· Osteoporosis (thinning of the bones):  [ ] Yes [ ] No 
· if yes, when were your diagnosed? _________ 
· when did you last attend hospital (routine outpatient) for this?________  
· were you admitted for a flare up of this illness?  ] Yes [ ] No  - if yes, when ______
· Have you taken corticosteroids or similar medications long-term?  [ ] Yes [ ] No
· Do you have rheumatoid arthritis?  [ ] Yes [ ] No
· Have you experienced a fall in the past year?  [ ] Yes [ ] No
· Medical conditions:
6. Hyperthyroidism: [ ] Yes [ ] No
6. Liver disease: [ ] Yes [ ] No
· For females 
· Do you take hormone-related medications?
· Tamoxifen (Females only): [ ] Yes [ ] No
· Aromatase inhibitors (Females only): [ ] Yes [ ] No
 
 
Investigations 
· Have you ever had a spirometry test? (This is a test where you blow into a machine to check how well your lungs are working) [ ] Yes [ ] No
· Have you ever had an ECG? (This is a test where sticky pads are placed on your chest to check the rhythm and activity of your heart) [ ] Yes [ ] No
· Have you ever had an echocardiogram? (This is a scan that uses sound waves to create a picture of your heart and check how it is working) [ ] Yes [ ] No
 
 

PART 4 Your lifestyle
 
Lifestyle Questions  
· SMOKING 
· Do you currently smoke?  [ ] Yes [ ] No
· Did you smoke in the past? 
· if yes, when did you give up?
· Do you currently vape? [ ] Yes [ ] No
· Did you vape in the past? 
· if yes, when did you give up?
 
· ALCOHOL 
· How often do you have a drink containing alcohol?
[ ] Never [ ] Monthly or less [ ] 2–4 times a month [ ] 2–3 times a week [ ] 4 or more times a week
 
· How many units of alcohol do you drink on a typical day when you are drinking?
[ ] 1–2 units [ ] 3–4 units [ ] 5–6 units [ ] 7–9 units [ ] 10 or more units
 
· 3. How often do you have six or more units (if female) or eight or more units (if male) on a single occasion in the last year?
[ ] Never [ ] Less than monthly [ ] Monthly [ ] Weekly [ ] Daily or almost daily
 
Units of Alcohol Guide
· To calculate units:
· One unit = 10ml or 8g of pure alcohol
· Here are examples:
· Full pint of beer/lager/cider (3–4%) = 2 units
· Half pint of beer/lager/cider (3–4%) = 1 unit
· Small glass of wine (125ml, 12%) = 1.5 units
· Large glass of wine (250ml, 12%) = 3 units
· Single measure of spirits (25ml, 40%) = 1 unit
 
 















PART 5 your family history 
 
 
Family History of Chronic Conditions
· Mother
· Is your mother still alive? [ ] Yes [ ] No
· If No, cause of death: ___________________________________
 
· Father
· Is your father still alive? [ ] Yes [ ] No
· If No, cause of death: ___________________________________
 
· Has any family member had a heart attack or stroke? [ ] Yes [ ] No
· If Yes, age of onset: ________
· Relation to you (e.g., mother, father, sibling): ___________________________________
 
· Has any family member had cancer? [ ] Yes [ ] No
· If Yes, age of onset: ________
· Relation to you: ___________________________________
 
· Has any family member had osteoporosis (thinning of the bones)? [ ] Yes [ ] No
· If Yes, age of onset: ________
· Relation to you: ___________________________________
 
 
 
 

PART 6 your diet 
 
Detailed Dietary Questions (Risk Factors for Cardiovascular and Bone Health)
 
A. Dietary Habits in a Typical Week  
· How many servings of processed or fried foods do you consume weekly?
[ ] None [ ] 1-3 [ ] 4-6 [ ] 7+
 
· How often do you eat red or processed meat (e.g., bacon, sausage) weekly?
[ ] None [ ] 1-3 [ ] 4-6 [ ] 7+
 
· How many sugary snacks or drinks (e.g., soda, sweets) do you consume weekly?
[ ] None [ ] 1-3 [ ] 4-6 [ ] 7+
 
· How many servings of salty foods (e.g., crisps, ready meals) do you consume weekly?
[ ] None [ ] 1-3 [ ] 4-6 [ ] 7+
 
 
B. Diet Habits that Support Cardiovascular and Bone Health
· Do you include oily fish (e.g., salmon, mackerel) in your diet at least once a week?
[ ] Yes [ ] No
 
· Do you consume at least five portions of fruits and vegetables daily?
[ ] Yes [ ] No
 
· Do you consume calcium-rich foods or supplements (e.g., dairy, fortified alternatives) daily?
[ ] Yes [ ] No
 
· Do you limit alcohol to no more than the recommended weekly limit?
[ ] Yes [ ] No
 
· Do you use healthy oils (e.g., olive oil) instead of saturated fats for cooking?
[ ] Yes [ ] No
 
C. Additional Information
· Please describe any additional dietary habits or patterns, particularly if they differ in summer and winter:
 
 
PART 7 your screening history
 
SCREENING 
· Have you had any recent health screenings
· Cervical smear (females only, age 25–65, every 3–5 years) [ ] Yes [ ] No [ ] Not Applicable
Note: Women aged 25 to 29 are typically screened every 3 years, while those aged 30 to 65 are screened every 5 years.
 
· Bowel cancer screening (age 59–69, every 2 years) [ ] Yes [ ] No [ ] Not Applicable
Note: The BowelScreen program offers free home screening tests every 2 years to individuals aged 59 to 69.
 
· Breast screening (females only, age 50–69, every 2 years) [ ] Yes [ ] No [ ] Not Applicable
Note: The BreastCheck program invites women aged 50 to 69 for a free mammogram every 2 years
 
 
PART 8 your vaccine history
 
 
Vaccination and Preventative Health
· VACCINE 
· Did you receive annual flu vaccinations? (generally an annual vaccine, for eligibility see the back of this form)   [ ] Yes [ ] No [ ] Not applicable
 
· Did you receive annual covid vaccinations? (generally an annual vaccine, for eligibility see the back of this form)   [ ] Yes [ ] No [ ] Not applicable
 
· Have you had a PCV (pneumonia) vaccine? (this is generally a once off vaccine, for eligibility see the back of this form)   [ ] Yes [ ] No [ ] Not applicable
 
· Have you had a PCV (pneumonia) vaccine? (this is generally a once off vaccine, for eligibility see the back of this form)   [ ] Yes [ ] No [ ] Not applicable
 
 
 
APPENDIX 1 - ARE YOU ELIGABLE FOR A VACCINE ?
 
Eligibility Criteria for Vaccinations
Flu Vaccine
The annual flu vaccine is recommended and available for free to the following groups:
· Age-Based Eligibility:
· Individuals aged 60 years and older.
· Children aged 2 to 17 years.
· Health Conditions:
· Chronic heart disease, including acute coronary syndrome.
· Chronic respiratory conditions such as COPD, cystic fibrosis, moderate or severe asthma, or bronchopulmonary dysplasia.
· Chronic neurological disorders, including multiple sclerosis and hereditary or degenerative central nervous system conditions.
· Immunosuppression due to disease or treatment (e.g., cancer, asplenia, or hyposplenism).
· Children with moderate to severe neurodevelopmental disorders, such as cerebral palsy.
· Any condition compromising respiratory function, like spinal cord injury or seizure disorders, especially those attending special schools or day centres.
· Occupational Exposure:
· Healthcare workers.
· Individuals in regular contact with pigs, poultry, or waterfowl.
· Living Situations:
· Residents of nursing homes or other long-term care facilities.
· Carers and those living with individuals at higher risk of flu complications.
For more detailed information, please visit the HSE website: Getting the flu vaccine.

 
COVID-19 Vaccine Eligibility
The COVID-19 vaccine is recommended and available for free to the following groups:
· Age-Based Eligibility:
· Individuals aged 60 years and older.
· Individuals aged 18 to 59 living in long-term care facilities.
· Individuals aged 6 months to 59 years with a weak immune system.
· Cancer
· Chronic kidney disease
· Transplantation
· Genetic diseases
· Treatment
· High dose systemic steroids
· HIV
· Individuals aged 6 months to 59 years with conditions that put them at high risk of serious illness from COVID-19.
· Occupational Exposure:
· Healthcare workers.
· Other Considerations:
· Pregnant women (booster doses are recommended during pregnancy).
For the most current information, please refer to the HSE's official guidelines: COVID-19 Vaccination.

Pneumococcal Vaccine (PPV23)
This vaccine for people at risk of pneumococcal disease is called the PPV23 vaccine. There is a separate pneumococcal vaccine for young children.
· Age-Based Eligibility:
· 65 years or older
· aged 2 or over and in an at-risk group (NOTE Children between 2 and 5 who have a history of pneumococcal disease should get the pneumococcal vaccine)
· Health Conditions:
· diabetes
· chronic lung, heart, liver or kidney disease
· chronic neurological conditions
· coeliac disease
· Down syndrome
· cochlear implants (or about to get cochlear implants)
· a weak immune system because of a disease or treatment, including cancer patients
· HIV
· problems with their spleen or if they've had their spleen removed
· cerebrospinal fluid leaks
· a brain shunt
For additional details, please visit the HSE website: Pneumococcal vaccine.

Note: Eligibility criteria are subject to change. For the most current information, please consult the HSE website

