
Deansgrange Medical Centre 
NEW PATIENT REGISTRATION APPLICATION FORM 

Please complete the form below and submit in person to our Practice Manager 
*required for vaccinations, Dept Soc Welfare, Screening programme  

  

NAME 
 

 

ADDRESS 
 

 

DATE OF BIRTH  
 

PHONE NUMBER 
 

 

PPS NUMBER* 
 

 

OCCUPATION 
 

 

GMS NUMBER IF APPLICABLE 
 

 

PREVIOUS GP NAME & ADDRESS 
 
 

 

REASON FOR CHANGE OF DOCTOR 
 

 

PAST MEDICAL HISTORY 
 
 

 

MEDICATIONS 
 

 

ARE ANY OF YOUR FAMILY 
MEMBERS ALREADY PATIENTS OF 
OUR PRACTICE? 
 

  YES                   NO 
 
  IF YES, Who 

I CONSENT TO RECEIVE RESULTS 
OR NOTIFICATIONS BY SMS? 
 

  YES                   NO 

SIGNATURE DATE: 
 



 


