Registration form new patients



Form given dd:
Formulier handed in:




Health centre Meerzicht




General practitioner Cucinotta
Uiterwaard 3A
2716 VA Zoetermeer
Tel: 079 – 321.02.70
Fax: 079 – 321.07.59
Https://huisartscucinotta.zoetermeergezond.nl
Please fill in this form as completely as possible.
If  you have any questions or uncertainties you may ask our help with filling in this form any time.

Do not forget to inform your health insurance.
Personal details and health insurance details:
	
	First name:
Last name (incl maiden name):
	....................................................................................
.....................................................................................

	
	Date of birth:
Country of birth:
	.....................................................................................
.....................................................................................

	
	Street name and number:
Postal code and city
	.....................................................................................
.....................................................................................

	
	
	

	
	Gender: M / V
	

	
	
	

	
	BSN number: 
	………………………………………………………………

	
	
	

	
	Home telephone number:
	……………………………………………………………..

	
	
	

	
	Mobile telephone number: 
	……………………………………………………………..

	
	
	

	
	Email address:
	………………………………………………………………

	
	LSP: Yes/ No (See the LSP form for information)
	

	
	
	

	
	ID: passport / drivers licence / ID card                               
	Number: ………………………………………………….


	
	Health insurance and policy number: 
	………………………………………………………………

	Marital status: Married / Divorced / Cohabitant / Single / other ............
	
	

	
	Profession:

	.....................................................................................

	Medical information
	

	
	

	Are you currently seeing a hospital specialist or a psychiatrist?
	□ No
□ Yes, namely:.......................................................................................
..............................................................................................................

	
	

	Are you using medication?
	□ No
□ Yes, namely:. ...............................................................................................................
...............................................................................................................
...............................................................................................................

	
	

	Are you receiving an annual flu vaccination?

	□ No
□ Yes

	
	

	Are you known with (medication) allergies or allergies for bandages?
	□ No
□ Yes, namely:.................................................................................................

	
	

	What is your relevant medical history?
	................................................................................................................

	
	................................................................................................................

	Do you smoke?
	□ No
□ Yes


	
	

	Are there other issues you would like to mention to us?
	□  No
□  Yes, namely..................................................................................................
.................................................................................................................

	
	

	Current GP:
	.................................................................................................................

	
	

	Address details and city:
	.................................................................................................................
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