
 

 
 

Registration form Huisartsenpraktijk Sonnenschein, general 
practitioner (GP) 
Surname:                                                                                                                                           Male/Female                                                                                                                                 

Initials:                                                                                     First name: 

Date of birth:                                                    Social security number: 

Address:                                                                                       Zip code:  

City: 

Phone number:                                                               Mobile number: 

E-mail: 

Insurance company:                                                  Insurance number: 

Name new pharmacy: 

* Do you give us permission to make your patient file accessible to other doctors on call (only in case 
of emergency) and your medication to the pharmacist in order to improve your health care in 
emergency situations, by using (LSP)? For more information please visit www.vzvz.nl    
 
Yes/No                                                Signature: 
 
 

I hereby declare to register with the practice of doctor Sonnenschein. 
Date:______________________________ 
 
The undersigned hereby authorizes the transmission of the electronic medical records from the 
previous GP to doctor Sonnenschein. 
Name and address previous GP :____________________________________________ 
This applies also to the following family members: 
  
Partner: 

Surname:                                                                                                                                           Male/Female                                                                                                                                 

Initials:                                                                                     First name: 

Date of birth:                                                    Social security number: 

Address:                                                                                       Zip code:  

City: 

Phone number:                                                               Mobile number: 

E-mail: 

Insurance company:                                                  Insurance number: 

Name new pharmacy: 

* Do you give us permission to make your patient file accessible to other doctors on call (only in case 
of emergency) and your medication to the pharmacist in order to improve your health care in 
emergency situations, by using (LSP)? For more information please visit www.vzvz.nl    
 
Yes/No                                                Signature: 
 

 
 

http://www.vzvz.nl/
http://www.vzvz.nl/


 

 
Children: 

 

 

 

Surname  

Firstname  

Initials  

Male/Female  

Date of birth  

Social security number  

Insurance company  

Insurance number  

* Do you give us permission to make your patient file accessible to other doctors on call (only in 
case of emergency) and your medication to the pharmacist in order to improve your health care in 
emergency situations, by using (LSP)? For more information please visit www.vzvz.nl    
Signature (12 years and older)  Yes/No                                                Signature: 
 

Surname  

Firstname  

Initials  

Male/Female  

Date of birth  

Social security number  

Insurance company  

Insurance number  

* Do you give us permission to make your patient file accessible to other doctors on call (only in 
case of emergency) and your medication to the pharmacist in order to improve your health care in 
emergency situations, by using (LSP)? For more information please visit www.vzvz.nl    
Signature (12 years and older)    Yes/No                                                Signature: 
 

Surname  

Firstname  

Initials  

Male/Female  

Date of birth  

Social security number  

Insurance company  

Insurance number  

* Do you give us permission to make your patient file accessible to other doctors on call (only in 
case of emergency) and your medication to the pharmacist in order to improve your health care in 
emergency situations, by using (LSP)? For more information please visit www.vzvz.nl    
Signature (12 years and older)  Yes/No                                                Signature: 
 
 

http://www.vzvz.nl/
http://www.vzvz.nl/
http://www.vzvz.nl/

