CH/Comp 5

- Royal Devon and Exeter NHS Foundation Trust

NOTIFICATION OF CHILD MOVING INTO THE AREA

THIS FORM SHOULD BE USED BY HEALTH VISITORS
WHEN THEY VISIT A CHILD WHO HAS MOVED INTO
THEIR LOCALITY FROM ANOTHER DISTRICT

* Delete as necessary

To be sent to:

Child Health Department
Newcourt House

Old Rydon Lane

EXETER EX2 7JU

Tel: 01322 449821

{(PLEASE USE BLOCK CAPITALS)

Child’s Sumame ..o

Forenames

Present Address ........oooevoon .

Postcode

Mother's Date of Birth ! 1
No. of Previous Live Births
Child's Birth Weight (grams) "

Date of Birth.........coeeovene o,
ceereereeen. Male / Female *
PreviousAddress..........-.....................,w......................‘...-..

...........................................................................................

Please answer each of the following:
Y/IN*
YIN*

Parent Held Record already exists?
Health Visitor's Index Card required?
Is the Child the * First / Second of Twins?

PROTECTION AGAINST DISEASE
I ¥ wish / do not wish my child named above to receive, at the appropriate times, protection using the following

vaccines:

* DIPHTHERIA; WHOQPING COUGH - TETANUS - POLIOMYELITIS - MEASLES MUMPS RUBELLA - Hib - Men'C’

* Deleie any not required

NOTE: You can reconsider your decision at any time, and you may wish to seek the advice of your doctor.

Signature of Parent/Guardian.........cocoueooooooovovo

Child’s GP (name) .............cccccvevvennn.

I'intend to take my child for Vaccination and Immunisation to:

Treatment Centre .......coocoevveeevivn,

cremereennene. {DOCHOP'S Surgery)

tintend to take my child for Pre-school Deveiopment Examinations to:

Examination Centre...............ooooovooeomeeeoo

Date of Treatment
Triple + Polio + Hib 1o
Triple + Polic + Hib 2. oo SwEe
Triple + Polio + Hib 3.

Pre-school Diph / Tet/ Polio / MMR 2...co.ooooooo e
Measles...........coccoeerevririrennn,

LR o S———————————
21T S———————————

Please indicate below whether the treatment was given; ‘

.......................

(Doctor’s Surgery or Health Service Clinic)

Date of Treatment

DIph £ Tet+ PONO T -.evoeee oot
Bl [ W10 A o S
DIph.L Teb s Pollo 3. cvmasmmnmesns: g cesmemmanecescessens
Meningitis ‘C" 1 .....c.oveeeeeee,

Meningitis ‘C'2 .......c...o.oomeerreeoeeeeeeeeeoo
Meningitis ‘C' 3 ...t
Y O B o mme emserovamssmssesas evi S s S e om S

() before arrival in this District; (b) by GP named above; (c) an.other GP in Devon (give name)

.....................................................................................



