
  Thomond Park Clinic

Dr. Ciarán Joyce MB MICGP MMedSc DCH DRCOG                              Nurse Michelle Leahy RGN RM
Dr. Siobhán Twohig MB MICGP DPD DCH DRCOG

Thomond Park Clinic,     				                               Telephone:  061 327797	              
Unit 12a Watch House Cross Shopping centre,			      Fax:         061 328229
Limerick.                                                                                        e-mail: thomondparkclinic@gmail.com
V94 2T67                                          Consultations by appointment

Patient Registration Form
Title           		_____________________________________________________________________
Name 			_____________________________________________________________________
Address		_____________________________________________________________________
Date of Birth		_____________________________________________________________________
Contact number	_____________________________________________________________________
Email address		_____________________________________________________________________
Permission to contact you phone/text/email?             Yes         No

PPS number		_____________________________________________________________________
Medical Card number	_____________________________________________________________________
Occupation		_____________________________________________________________________

Medical History		_____________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Medication		_____________________________________________________________________
_________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Allergies 			________________________________________________________________
__________________________________________________________________________________________
Relevant Family History		________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Name of Previous GP		________________________________________________________________
Address of previous GP		________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Do you have family already attending this practice?
__________________________________________________________________________________________
[bookmark: _GoBack]Additional family members also wishing to join?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________


Consent to Data Processing

 The information collected on my patient registration form will be held by Thomond Park Clinic in manual and in electronic format. 
The purpose of holding this information is the provision of appropriate healthcare, treatment and services to me as a patient and to ensure my continuity of care and patient safety. I understand that Thomond Park Clinic may also collect information when required to by law. 
The information will be processed in accordance with Data Protection legislation. Disclosure of this information will only take place with my express consent or in accordance with legislation or regulatory requirements. Parents/Guardians of patients and patients aged 18 or over have a right to access the personal data held on them by Thomond Park Clinic and to correct it if necessary. I am aware that I am entitled to:
 • Withdraw consent to the processing of my personal information 
• Request to access the information Thomond Park Clinic holds about me
 • Request the correction of inaccuracies in / erasure of the information Thomond Park Clinic holds about me
 • Request the restriction of processing of the information Thomond Park Clinic holds about me 
• Exercise my entitlement to data portability
 • Make a complaint to the Office of the Data Protection Commissioner of Ireland
 I consent to the use of the information supplied as described above and in the Data Protection Patient Information Leaflet which I have received. 
Signed: _________________________(signature)
 ______________________________(print name)
 Date: __________________________

