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Registration Huisartsenpraktijk Verwielstraat

We are obliged to check your ID when you register with our practice.
Please bring a valid ID with you when you hand in this form.

LAST NMAIMIE ettt et e b b b b bt b b b b b b b sttt ettt
INIialS oo FIrSt NAmMe ..o
Date of birth ..o BSN s
Health insurance ..........cccccoovi i POLIS NI oo
AQAIESS ..ottt ettt s et e et e a kR e ek ekt R et st et en st ten e
ZIiPCOAE ..o It e
Phone number ... MODIIE ..o
EM@IIAAAIESS ...ttt ettt
FIFST CONTACT ... et ettt et et
PRONE NUMDET ...t ettt ettt sttt ettt et eee s

Are you moving in or do you live together with someone who is a patient with us? Yes / No

If so, please write down their name and date of birth ...,

Pharmacy of your choice

O Apotheek De Langstraat (Burgemeester Verwielstraat 2G)
O Apotheek Olympia (De Coubertinlaan 10c)

[ Apotheek De Ducdalf (Blyde Incomstelaan 9)

[ Apotheek Driessen (Koetshuislaan 603)

Do you give permission to share your medical record with the medical emergency post and the

pharmacist. Yes / No

| hereby give permission to send a request to my previous GP to get my medical record:

SHENATUIE e e ettt et et ettt ettt ettt et e et et a e e eate e e e eateas
INGMIE TAST GP ...ttt e et eb et a e s e ettt eae e
AdAress........ccooevevieviececeee e, It e

DatUum + PAraaf VOO ONTVANEST ... ..coeiiiriviieiit ettt ettt ettt ettt sttt b st b s s b e s b s e s e a bt sa bt s b s e et st b s ses s Versie 2024-06
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Medical history

Are you familiar with one of the conditions below?

[0 Diabetes Mellitus O Epilepsy

[0 Hypertension / High bloodpressure [0 Heart and/or vascular disease

O Lung disease (COPD / Asthma / Chronic bronchitis / TB)

I Oth@rWisSE, NAMEIY ettt et ettt ettt ettt e enn s e
Do you receive an annual flu shot? Yes / No
Are you being treated by a specialist? Yes / No
If so, for what purpose and WhiCh ONE. ...t
Have you ever had an operation? Yes / No
1T 50, WNEN @NA WHICK .ottt ettt ettt se e sae e
Are you familiar with an allergy? Yes / No
[T S0, TOIr WHT .ttt ettt ettt ettt e et e s ete et e ae et e eanesaneae
Are you taking any medications? Yes / No

Name: Dose: Use:

1.

2.

3.

4,

5.

6.

7.

8.
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