F¥Alévia

Health and Wellness Centre™ Patient Number:

NEW PATIENT INFORMATION

Last Name: Middle Name: First Name:

Sex: OM [IF Date of Birth: MM/____ DD/ YY/_____ Address: City:
Province: PostalCode:_ Home Phone #: Business/Cell #:
E-mail Address: Marital Status:

Occupation/Employer:

Employer Address: City: Province: PostalCode:
Spouse or Parents Name:

Occupation: Employer’s Address:

City: Province: Postal Code:
Family Physician: Phone:

Emergency Contact Person (Name): Emergency Phone #:

Payment Options for treatment: [1Visa [MasterCard [dCash [linteract [Other:

Insurance Information
Do you have any group, union or personal health and accident insurance? [Yes [INo

Name of Insurance company: Group #:

Named of Insured: Relation to patient: Policy:

Address: City: Province:

Phone #: Ext: Fax #:

Additional Insurance Company: Group #:

Name of Insured: Relation to patient: Policy:

Address: City: Province: . -

Is your condition due to an accident? [dYes [INo Is your condition due to an lliness? [Yes [INo
Did your accident occur at work? CYes [CINo Date of accident:

Were you involved in an automobile accident? CYes [ONo Date of accident:

*If this is a work or motor vehicle injury please have all documentation available to our office*

Miscellaneous Information
How did you hear about our office?

Individual/Advertisement? Name: Phone #:

Have you had any previous chiropractic care physiotherapy acupuncture massage therapy ?
Are you currently taking any medication or supplements? [OYes [ONo Please list:

Do you have any drug or other allergies? [OYes [No Please list:

| clearly understand and agree that all services rendered to me are charged directly to me and that | am personally responsible for
payment. | also understand that if | suspend or terminate my care and treatment, any fees for professional services rendered to me
will be immediately due and payable.

Patient’s Signature: Date:

Witness Signature: Date:




	Text2: 
	Text4: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text15: 
	Text16: 
	Text18: 
	Text19: 
	Text21: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Text45: 
	Text46: 
	Text47: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text66: 
	Text67: 
	Text69: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text79: 
	Text81: 
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off


