PHYSIOTHERAPY
Active Rehab

*** EXTENDED HEALTH***
PATIENT INFORMATION
Today’s Date Date of Birth
Name (Last) (First)
Street Address
City Postal Code
Phone # (home) (cell #) (work #)
Emergency Contact: (name) (phone #)
Email :
FAMILY PHYSICIAN
Name Phone #
EMPLOYER INFORMATION
Company Name Occupation

EXTENDED HEALTH CARE INFORMATION
15T Insurance company name

Policy # Id #

Policy holder name Date of Birth

2nd Insurance company name

Policy # Id #

Policy holder name Date of Birth

I am covered under only one insurance policy Signature
I am covered under a secondary insurance policy Signature

For Office Use Only
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