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 Patient Summary form
Personal Information:
Last Name: ______________________________ First Name:______________________

Date of Birth ____________________________ Gender:      M  F    (circle one)

                               Day/Month/Year

Address:________________________________________________________________

City: ___________________________ Province: _____________Postal Code ________
Tel: Home: _____________________ Work: ____________________ Cell: _________
Email address: __________________________, Website address: __________________
Occupation:______________________________________________________________
Relationship or Marital Status: ________________________Live with:______________
In case of Emergency:

Contact: ______________________ Relationship: _____________Telephone:_________

B.C. Care Card #__________________________________________________________

Name as it appears on card: _________________________________________________
Do you have extended health care? Y, N, Name of Insurance Co.____________________
Where and when did you last receive health care? _______________________________
What was the reason?______________________________________________________

Who is your primary health care physician? ____________________________________
May we contact him/her and if so, what is the telephone number? ___________________

How did you find out about our clinic? ________________________________________

If you were referred, please indicate whom we may thank: ________________________
Cancellation Fee
A $45.00 charge will be applied to cancellations with less than 24 hours notice.

Patient Signature:______________________________________, Date:______________

Thank you for taking the time to fill out this form.  All information contained within is confidential, and will not be released without your permission.
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Doctors Choice Nutrition
1190 Thurlow Street Vancouver, BC V6E 1X3

Phone: 604-688-1169         Fax: 604-688-1176

