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PLATINUM

HEALTH & WELLNESS



PATIENT INTAKE FORM

Patient information contained within this form is considered strictly confidential. Your responses are important to help us better understand the health issues you experience and ensure the delivery of the best possible treatment. 

NAME: ________________________________

DATE:____________________________

       (dd/mm/yr)

DATE OF BIRTH: ________________________

GENDER:     Male ____     Female _____ 
(dd/mm/yr)
ADDRESS:__________________________________________________________________________
PHONE #: HOME:____________________________      CELL:_______________________________
EMAIL ADDRESS: __________________________________________________________________

Emergency Contact Name:_____________________ Emergency Contact Phone # ________________

Occupation: ______________________________                        Extended Insurance Coverage: Y / N 
Insurance Provider: _____________________          Policy/ Contract # ____________________ 

                                                                                    Member ID#_________________________
How did you hear about the Clinic? _________________________ 
Who may we thank for your referral?________________________ 
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Family Doctor: ___________________________     Phone Number: _____________________
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*Have you had previous physiotherapy treatment?  Y/N​
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