
BABY REGISTRATION QUESTIONNAIRE     MINEHEAD MEDICAL CENTRE 

 
We would be grateful if you would complete this questionnaire for your baby.  These  
details will be kept strictly confidential. Please use a continuation sheet if necessary. 

 

Title……………………Full Name…………………………………….………………………………………………...... 

 

Male/Female (Please circle)                                      Date of Birth…………………………………………...…….. 

 

Address………………….…………………………………………………………………………………………………... 

 

………………………………………………………………………………....Post Code………………………………… 

 

Tel. (Home)…………………………………………(Mobile)……………………………………………………….…….. 

 

Next of Kin Details…………………………………..…………………………Tel. No……….…...………………….… 

 

Relationship to Next of Kin …………………………………………………………………………………………….... 
 

 

Current Medical Problems……………………..…………………………………………………………………………………………………. 

 

…………………………………………………………………………………………………………………………………………………………………. 

 

Any Allergies ………………………………………………………………………………………………………………………………………….... 

ETHNIC GROUP  
 
What is your 1st Language ?........................................................................................................................ 
 
What is your ethnic group?  Choose ONE section for A to E, then tick the appropriate box to indicate your 
ethnic group. 
 

A: White 

 
 British 
 Irish 
 Any other White background (please write in)  ………………………….…………………………………. 
 

B: Mixed 

 
 White and Black Caribbean  
 White and Black African 
 White and Asian 
 Any other Mixed background (please write in).………………………………………………….………..… 
 

C: Asian or Asian British 

  
 Indian 
 Pakistani 
 Bangladeshi 
 Any other Asian background (please write in)………………………………………………………………. 
 

D: Black or British Black 
 
 Caribbean 
 African 
 Any other Black background (please write in………………………………………………………………... 
 

E: Chinese or other ethnic group 

 
 Chinese 
 Any other (please write in) ……………………………………………………………………………………. 
 

Not Stated 

 
 Not stated 
 

Thank you for your co-operation.            April 2019 


