PARKSIDE PHYSIOTHERAPY & REHABILITATION CENTRE
PARKSIDE PHYSIOTHERAPY AND REHABILITATION CENTRE
6870 GOREWAY DRIVE, UNIT 203, MISSISSAUGA, ON, L4V 1P1
TEL: 905 405 8224 FAX: 905 405 8225

INITIAL INTAKE FORM

(INFORMATION ON THIS FORM WHEN COMPLETED, IS STRICTLY CONFIDENTIAL)
	Have you ever been here before?         Yes          No      If Yes, when?

	How did you learn about us? (if referred , please name the referral)

	PATIENT INFORMATION :                                                                     email id : ________________________________________
Full Name (Mr/Mrs/Ms)________________________________________________________________________________
Street Address                  __________________________________________________City/Province____________________
Postal Code                       __________________________Tel: (H)__________________ Tel: (CELL)___________________
D.O.B (DD/MM/YY)          ____________________ 
Referring Physician          Dr.____________________________   Tel: ____________________Fax:______________________
Emergency Contact Name:  ________________________Tel.:______________________Relationship: _________________

	EXTENDED HEALTH CARE INFORMATION:
Insurance Provider             _______________________________________________________________________________
Group Number                    _______________________________I.D.No/SIN _____________________Division: ___________
Street Address                     _______________________________City/Province _____________Postal Code: _____________
Name of Employer              _______________________________________________________________________________
Address                                 ____________________________________________________Tel: ________________________

	WSIB INFORMATION:
Claim Number                      _______________________SIN: _________________Date of Injury (DD/MM/YY)_____________
Name of Employer              ____________________________________________Supervisor: _________________________
Address                                 ___________________________________________________Tel:_________________________                                      
Name of Adjudicator          ___________________________________________________Tel: _________________________

	MOTOR VEHICLE ACCIDENT INSURANCE INFORMATION:
Motor Vehicle Insurance Co.  _____________________________________________________________________________
Address                                 ___________________________________________Date of Injury (DD/MM/YY) _____________                          
Claim No                               _________________________________ Policy No ______________________________________  
Name of Adjuster                _____________________________Tel:______________________Fax:______________________

	PATIENT SIGNATURE:
To the best of my knowledge, I certify that the information provided above is true and correct.

Signature_____________________________                                                                                     Date____________________






HEALTH HISTORY FORM
An accurate health history is important to ensure that it is safe for you to receive treatment. If your health status changes in the future, please let us know. All information for treatment is confidential, except as required or allowed by law or except to facilitate diagnosis (assessment) or treatment.
Primary complaint: _______________________________________________________________________
Please indicate conditions you are experiencing or have experienced.
	Cardiovascular
· High blood pressure                             low blood pressure
· Chronic congestive heart failure
· Heart attack
· Phlebitis/varicose veins
· Stroke/CVA
· Pacemaker or similar device
· Heart disease

Respiratory
· Chronic cough
· Shortness of breath
· Bronchitis
· Asthma
· Emphysema
· smoking
	Infections
· Hepatitis
· Skin conditions
· TB
· HIV
· Herpes
· others_____________

Other conditions
· Loss of sensation
· Diabetes
· Epilepsy
· Allergies
· Arthritis
· Cancer, where?
_____________

Women
· Pregnant, due:_______
· Gynaecological conditions,
What? __________________


	Head and Neck
· History of headaches
· History of migraines
· Vision problems
· Vision loss
· Ear problems
· Hearing loss
· Headache
· Dizziness

Soft tissues and joints
· Neck
· Low Back
· Mid back
· Upper back
· Shoulders
· Arms R/L
· Legs R/L
· Knees R/L
· Others_____________



Overall, how is your general health? _____________________  
Current medication: __________________________________________________________________________________
Surgical History: ______________________________________________________________________________________
Any Past or Recent Accident: ____________________________________________________________________________
Diagnostic Imaging: X-ray/ Bone Scan/MRI/CT Scan/ Ultrasound_______________________________________________


Signature: ____________________________________  Date: ______________________________________



