
 

 
 

      

 

 

 
                                                                

     The Health Centre, Oliver Street, Ampthill, Beds. MK45 2SB    
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Transfer in - Under fives  
(Details to be passed onto the Health visitors) 

 
 

Date of registration…………………………………………………… 
 
Name   Date of Birth 
 
Mother………………………………………………….  ……………………………………… 
 
Father………………………………………………….   ………………………………………. 
 
Child……………………………………………………   ………………………………………. 
 
Child…………………………………………………..   ………………………………………. 
 
Child…………………………………………………….  ………………………………………. 
 
Child…………………………………………………….  ………………………………………. 
 
Child……………………………………………………..  ………………………………………. 
 
Present address:  Previous address 
 
……………………………………………………………. …………………………………………………. 
 
…………………………………………………………… …………………………………………………. 
 
…………………………………………………………… …………………………………………………. 
 
Postcode………………………………………………. Postcode…………………………………… 
 
Telephone number………………………………… 
 
Name of previous GP……………………………. 
 
Date of Health visitor contact made (office only)……………………………………letter/tel 
 
Date of assessment visit (office only)………………………………………………………. 
 
Date of Child Health Department informed(office only)……………………………… 
 
Date Health visitor notes received(office only)…………………………………………. 


