
CONFIDENTIAL	PATIENT	INFORMATION	

Name:	_____________________________________	Date	Of	Birth:_______________	
	 	 Last	 	 Middle	 	 First	 	 	 	 M/D/Y	

Health	Card:	____________________________________	Version	Code:___________	

Address:	______________________________________________________________		

City:	_________________________________Postal	Code:______________________	

Home	Phone#:	__________________________Cell:	___________________________	

Work	#:	_______________________________	Email:____	______________________	
	
Occupation:____________________________________________________________	

Emergency	Contact:	_________________________	Phone:	#:____________________	
Relationship:	_______________________________________	

Family	Physician:	________________________________________________________	
Address:	______________________________________City:	_____________________	
Phone	Number:______________________Fax	Number:	________________________	
	
Referring	Physician:	______________________________________________________	
Address:	______________________________________City:	_____________________	
Phone	Number:______________________Fax	Number:	________________________	
	
Primary	Sports/Activities:__________________________________________________	

	

If	WORK	RELATED	and	open	WSIB	claim,	please	fill	in	below	and	WSIB	FORM	8	

(Please	ask	Secretary):	

WSIB	CLAIM	#:	__________________________SIN#:__________________________	

	

If	open	MOTOR	VEHICLE	ACCIDENT	claim,	Please	fill	out	and	sign	OCF-5	Form	and	OCF-18	

(Please	ask	Secretary):	

	

PLEASE	COMPLETE	REMAINDER	OF	MEDICAL	INTAKE	ON	NEXT	

PAGE(S)	


