
  Knocknacarra Family Care 

No 1 Ashleigh Grove, 
Knocknacarra, Galway 

www.knocknacarrafamilycare.ie 
Tel: 091 590 055 

 

   

New Patient Registration Form 

 
First Name _______________________________ Surname _____________________________________ 

DOB        ____________________________________      Gender:   ______________________________ 

Mobile      ____________________________________________ Landline _________________________ 

Email ___________________________________________________ _  PPS _______________________ 

Emergency Contact/ Next of Kin ___________________________________________________________ 

Address ______________________________________________________________________________ 

Occupation __________________________Allergies:      No    Yes    Detail: _________________________ 
 
Medical Card   Yes No  Number _______________________________________________ 

Health Insurance Yes No Company Name _________________________________________ 

Membership No ______________________________________________________________________ 

Previous GP Name and Address __________________________________________________________ 

Medical History: (please attach an additional info page if needed)    

1)__________________________________  3)________________________________________ 

2)__________________________________  4)________________________________________ 

Current Medications: (please attach medication list from the pharmacy if available) 

1)__________________________________  3)_______________________________________ 

2)__________________________________  4)_______________________________________ 

Childhood immunizations:  NO YES      (please attach copy if available) 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Additional info: _________________________________________________________________ 

Patient signature:  ________________________________________ 
 
Date:    ________________________ 


