PATIENT INFORMATION

)

‘ \/ Physiotherapy & Rehab
4

Name

Date of Birth

Email

Address

City Postal Code

Tel (H) Cell

Family Physician Referring Physician
Telephone Fax

Date of injury/ Onset

Diagnosis

Occupation

Employer

Work Address

PRIVATE INSURANCE/ EXTENDED HEALTH INSURANCE
Insurance Company

Policy Number ID Number

Coverage Amount per year | Referral Req? | Percentage Paid

Method Of Payment

Physio

Massage

Orthotics

Compression Socks/
Stockings/ Braces

AUTO/ MVA INSURANCE/ WSIB
Insurance Company

Policy Number Claim Number

Claim Adjuster

Telephone FAX
How did you hear about us? Internet Health Practitioner Sign Friend (Please name)
WAIVER

I, verify that the above information is true. | consent to receive Health
and Wellness news from Helios Physiotherapy and Rehab Inc. (You may unsubscribe at anytime.) | would like to

receive appointment reminders by text/ email.

Signature Date



