
HAP Kadoelerbreek, Banne Buikslootlaan 133, 1034 AC Amsterdam tel 020 6333312
Registration form new patiënts

You can record and manage your consent choices online via MijnMItz.nl. Other healthcare 

providers can then request your medical data digitally when needed.

Initials  -------------------- First name  --------------------------------
Last name ------------------------------------------------------------------------
Maiden name --------------------------------------------------------------
Male / female:  m /v
Date of birth -------------------
Address + house number ------------------------------------------------------------------------
Postal code + place  ------------------------------------------------------------------------
E-mail address:----------------------------------------------------------------------------------------
Phone number ------------------------------------------------------------------------
Second phone number ------------------------------------------------------------------------
In case of emergency, phone number: -------------------------------------------------------

Pharmacy---------------------------------------------------------------------------------------------

Family / living alone / living together ------------------------------------------------------------------
In case you are living together with a roommate or with your family:
Name  --------------------------------------------------------------------
Date of birth -------------------------------------------------------
Relation --------------------------------------------------

Name insurance -----------------------------------------------------------------------
UZOVI number insurance (4 numbers, on insurance card) ---  ---  ---  ---
Policy number -----------------------------------------------------------------------
BSN / social security number ---  ---  ---  ---  ---  ---  ---  ---  --- 
Name and place previous doctor: -------------------------------------------------------
Document number O passport O residence permit-----------------------------------------------------------
country of origin-----------------------------------------------------------------

The undersigned declares that he/she has registered with the above-mentioned general practice 
today.
The undersigned also authorizes this practice t oderegister the above-mentioned persons from the 
previous general practitioner and requests him/her to send my files.

Date: Signature:



HAP Kadoelerbreek, Banne Buikslootlaan 133, 1034 AC Amsterdam tel 020 6333312
Registration form new patiënts

You can record and manage your consent choices online via MijnMItz.nl. Other healthcare 

providers can then request your medical data digitally when needed.

When you register, please bring the following items:

•    This registration form
•    ID / passport
•    Insurance card


