Form of Registration for De Lindenhof general practice

[image: ]Main resident:
Name                 __________________________________________          M/F
BSN number     ________________________________________________________
Adress                ________________________________________________________
Postal code       ____________________________  City: _______________________
Date of Birth     ________________________________________________________
Phone number  __________________________  Mobile: ______________________
Emailadress       ________________________________________________________
Insurance company ____________________________________________________
Last GP (general practicioner)     __________________________________________
Desired pharmacy _____________________________________________________
Are you receiving any treatment from a pratice assistant? Answer YES or NO   
 COPD			Yes / No  		Heart disease		Yes No
 Diabetes		Yes / No                                                          
Partner:
Name                   _________________________________________          M/F
BSN number       _______________________________________________________
Adress                  _______________________________________________________
Postal code         ___________________________  City: _______________________
Date of Birth       _______________________________________________________
Phone number   __________________________  Mobile: ______________________
Emailadress         _______________________________________________________
Insurance company _____________________________________________________
Last GP (general practicioner)     ___________________________________________
Desired Pharmacy   _____________________________________________________
Are you receiving any treatment from a pratice assistant? Answer YES or NO       
COPD			Yes / No 		Heart disease                   Yes / No
Diabetes 		Yes /  No
  
                                                                             
[image: ]Children: 

	Surname
	First name
	M/F
	Date of Birth
	BSN-number
	Relevant medical history:

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


LSP
“This is a highly secured network where an important part of your medical data such as allergies and medication can be viewed. Through this network, only healthcare providers can consult your data 24 hours a day, seven days a week. This is very useful if, for example, you have to go to the GP post for a complaint. Moreover, it is a lot safer.” – www.volgjezorg.nl 
As a practice, we advise you to register for the National Switch Point (LSP).
Do you give your permission? Please sign below.  
For children up to 12 years old, the parent/guardian gives permission. Children aged 16 and over must give their own consent.

Signature Main resident		_______________________

Signature Partner		     	_______________________

Signature Childeren			_______________________
  (Only applicable to children over 16 years old)

Please hand in your registration form at the counter or email it to delindenhof@mcdelinde.nl
The assistant will further process your data.
07-11-2023	Kerkrade	HAP De Lindenhof
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