
 
*Please fill the following in Capital Letters 

NEW PATIENT REGISTRATION FORM 

First Name:                Surname:    

Date of Birth: PPS Number:  

Current Address: Any previous address: 

Mobile Number:                                Home phone:      

Email: 

Female                        Male                    Other: 

Occupation: 

Next of Kin - Name:             Phone Number: 
Relationship to patient: 

Medical Card GMS or Doctor Visit Card?      
Yes             No 

 GMS or DVC Card Number:  
 

Private Health Insurance?: Yes             No                    Provider/Policy Number: 

Medical History:  

Current list of medications: 

Do you have any allergies? Please specify: 

Do you consent to receive text messages regarding results/appointments? 
Yes               No 

 

I confirm that in advance of signing this document, that I have read and understood and agree to 

Wilton Medical Centre’s GDPR Statement. 

Signed: _____________________________  Date: __________________________ 


