
 Registration form new patient    

__________________________________________________________________________________________ 
Stationsstraat 2j, 6741 DH  Lunteren    Phone number 0318 48 24 71 

www.huisartslunteren.nl      https://www.facebook.com/huisartslunteren.nl    

Last name : _________________________________________ 

Maiden name : _________________________________________ 

Initials : __________________ First name : _____________________________ 

Date of birth : __________________ Place of birth :  _____________________________ 

Sex : male / female    (delete as appropriate)  

Street :  _________________________________________      Number : _______________ 

Zip code : __________________                     Place : _____________________________ 

 

Phone number  : __________________     Mobile phone number : _____________________________ 

Marital status : _________________________________________ 

e-mail address : _________________________________________ 

Social Security  

Number (BSN) : _________________________________________ 

Health insurance : __________________ Insurance number. :   ___________________________ 

 

 

Contact previous family doctor  

Name family doctor :  _________________________________________  

Street :  _________________________________________      Number : _______________ 

Zip code : __________________                Place : _____________________________ 

Phone number : _________________________________________ 

 

I would like an introductory meeting with the doctor:  yes  /  no      (delete as appropriate)  

                                                                                                                                 

Allergic to the following substances (medications, iodine, plasters) 

 

____________________________________________________________________________________________________ 
 

 

Other comments: 

 

____________________________________________________________________________________________________ 
 

 

 

I agree that a summary of my medical record available is at the general practice centerpost  

(for more information see www.ikgeeftoestemming.nl) :          yes  /  no       (delete as appropriate)

                                                                                                                                                                         

 

Pharmacy :  Lunterse apotheek / Benu apotheek / apotheek Kernhem /     

   (delete as appropriate) 

  otherwise: _________________________________________  

 

Place :  _________________________________________ Date : _____________ 

 

Signature :  _________________________________________ 

Please hand in this form, a copy of your ID card and health insurance card, at our 

practice or send it to the address below. 

http://www.huisartslunteren.nl/
https://www.facebook.com/huisartslunteren.nl
http://www.ikgeeftoestemming.nl/

