
 

 

Registration form 
Family name:  .……………………………..………………………………………..…………………. 
Maiden name: …………..…………..………………………………………..………………………… 
First name:  ………………………………..                Initials: …………………………… 
Date of birth:    ………………………………………… Sex: M/V 
Social security number: ………………………………………..……………………………………… 
Address:  …………………………………….  Postal/ZIPcode: …………..…… 
City:                 ………………………………………..………………………………………..……….. 
Mobile telephone number: ………………………………                      
E-mail:   ………………………………………..………………………………………..……… 
Pharmacy:   ………………………………………..………………………………………..…… 
Health insurance company: ………………………………………..……………………………… 
Registration number: ………………………………………..……………………………………… 
Name previous GP:  ………………………………………..…………………………………… 
Address previous GP: ………………………………………..…………………………………… 
City previous GP:   …………………………..………………………………………..………… 
Do you take any medicine: No/Yes:….…………..…………………………………….……… 
………………………………………………………………………………………………………………………… 
 
Is one of your family members registered at this practice: No/Yes:  
Nameof this  family member: …………………………..   
Date of birth: …………………….. 
 
Number of passport or ID- card: ….…………..……………………………………… 
 

o I hereby give permission fort he retrieval of  my complete medical file from 
my previous GP. 

o I hereby  give permission  for sharing this with the pharmacy, urgent care 
centers and hospitals in the region. 

 
Signature: ……………………………………….. Date: ……………………………………….. 
 
 
_________________________________________________________________________________ 
 
 
 
UZOVI:  ION aangemeld:  AGB-code VHA: 


