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Automatisch gegenereerde beschrijving]REGISTRATION FORM
Welcome to MC Molenaar! To process your information correctly, we ask you to complete one form per family member as fully as possible. Upon submission, please present (a copy of) a valid ID and insurance card.
For children under 16 years of age, consent from both parents/legal guardians (if applicable) is required.
Registration in practice (please tick as applicable):
☐ N.B. Amoroso    	    ☐ F.M. de Groot    			☐ I.H. van der Waal
☐ Practice de Zoom 		 ☐ A.J. Evertse
First name:			................................................................................		M / F / X
Initials:				................................................................................		Multiple birth:
Last name: 			................................................................................		☐ Yes ☐ No
Date of birth:			................................................................................
Email address:			................................................................................
Address:			................................................................................
Postal code:			................................................................................
City:				................................................................................
Phone number:			................................................................................
Health insurance provider:	................................................................................
Policy / member number:	................................................................................
Citizen Service Number (BSN):	................................................................................
Occupation:			................................................................................
Allergies:			................................................................................
Medication:			................................................................................
                                                         ................................................................................
                                                         ................................................................................
Drug intolerance:		...............................................................................
Medical details / remarks:	...............................................................................
Preferred pharmacy*:
☐ Apotheek Zoomwijck (in-house) / ☐ Apotheek Apollo / Other, namely: .................................................
Previous GP (name and city): ........................................................................................................................
I hereby declare (and/or my parent(s)/guardian(s)) that I am registered with the above-mentioned doctor.           I GIVE / DO NOT GIVE* permission to my new GP to request my medical records from my previous GP.
If the patient is a child under 16 years: is parental authority shared with another parent? YES / NO / N/A*
I (and/or parent(s)/guardian(s)) GIVE / DO NOT GIVE* permission for my new GP to register my medical file in the National Switch Point (Landelijk Schakelpunt), allowing it to be accessed, for example, by out-of-hours GP services (see vzvz.nl).
I DO / DO NOT* wish to use MijnGezondheid.net. This is your free personal online health record, allowing you to manage healthcare matters easily and quickly. See mcmolenaar.nl *Delete as applicable
................................      ................................          ................................                ................................
Place                Name                     Name parent/guardian 1*  Name parent/guardian 2*
                                           (adult / child aged 12+)  (for children under 16)     (if applicable)
................................    ................................             ................................                ................................
Date                Signature                      Signature                          Signature
Identity verification carried out based on a valid ID: YES / NO
(to be completed by MC Molenaar staff)
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