
Phone: (091) 773000 

Fax: (091) 773054 

E-mail: 

admin@galwayprimarycare.ie 

Galway Primary Care 

Harrmack House 

Tuam Road 

New Patient Registration Form 

First Name:______________________________ 

Surname:___________________________________________ 

Date Of Birth: _______/_______/___________ 

 

Gender:   (please Circle) Male  Female  Date:____/_____/2011 

Address: 

_____________________________ 

_____________________________ 

_____________________________ 

Signature:__________________________________________ 

P1/2 

Current Medications: 

1) ……………………………………………….. 

2) ……………………………………………….. 

3) ……………………………………………….. 

4) ……………………………………………….. 

5) ……………………………………………….. 

6) ……………………………………………….. 

7) ……………………………………………….. 

 

Allergies:    Yes     No   ____________ 

   

PPS Number: _________________ 

GMS Number:  
(if applicable)  ____________________ 

 

Medical Insurance:    Yes      No 

 Company: ______________ 

 Plan:   ______________ 

Previous GP:_________________ 

Practice Name: 

____________________________ 

Phone:  

 Landline  (___) ___________ 

 Mobile: (___)___________  

Email: ________________________  


