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                                                                                PRIVATE PATIENT 

 

PERSONAL INFORMATION: 

LAST NAME:       FIRST NAME:       

ADDRESS:               

CITY:        PROV:    POSTAL CODE:      

HOME PHONE:      CELL:     WORK:     

E-MAIL:               

BIRTHDATE:   ____/____/___    OCCUPATION:                RETIRED 

    mm   dd   yyyy 

FAMILY DOCTOR:                    NO FAMILY DOCTOR 

EMERGENCY CONTACT NAME:      PHONE:       

DATE OF INJURY/SURGERY:____/____/____  BODY PART(S) AFFECTED:________________________ 

                   mm   dd    yyyy 

 

SPORTS/ACTIVITIES:             

 

EXTENDED HEALTHCARE COVERAGE: 

YES       If YES, please bring your benefit card to your first appointment 

NO 

 

  



 
 

Operated by Harris Physiotherapy Professional Corporation 

 

CONSENT FORM  
 

Release of Information – Please read carefully and indicate your acceptance by initialing where indicated. 
 

I     , give Vineland Physiotherapy my consent to release/obtain information 

from the following individuals with respect to my care.    

Physician(s)                       ______ Initials 

 

Insurer           ______ Initials 

 

Employer          ______ Initials 

 

Other (List)          ______ Initials 

 

Payment Information 
EXTENDED HEALTH BENEFIT PLAN (EHB):  Please provide us with name and policy/claim number(s) for your extended 

health care provider.  If your claim is to be submitted directly to your EHB provider, and they deny the claim and/or refuse 

to pay all or any of the full amount billed, you are responsible for paying the amount outstanding. We are not made aware 

of the amount of your Extended Health Benefits when we submit on your behalf.   

______ Initials 

Treatment Information 
Physiotherapy treatment techniques may include, but are not limited to: manual techniques, spinal manipulation, 

electrotherapeutic modalities and exercise as well as other techniques such as acupuncture.  A number of these may be 

recommended during your program.  It is the policy of Vineland Physiotherapy to ensure that before use your therapist 

explains the benefits, side effects and potential complications of each chosen modality to you, as your participation in all 

aspects of the program is imperative to its success.  Throughout your program, if you have any questions or concerns about 

any recommended treatment, you must inform your therapist immediately so they can explain the treatment rationale and/or 

modify your program appropriately.  If at any time you choose not to participate in the program or any portion of it, you must 

inform your physiotherapist immediately. 

Consent for Personal information 
I understand that to provide me with rehabilitation services and products this clinic will collect some personal information 
about me (e.g., home telephone number, address, medication used and so on).  I have reviewed this clinic’s Privacy Policy 
with respect to the collection, use and disclosure of personal information, steps taken to protect the information and my right 
to review my personal information.  I understand how the Privacy Policy applies to me.  I have been given a chance to ask 
any questions I have about the Privacy Policy and they have been answered to my satisfaction. 
 

I understand and agree with the criteria above and as such agree to participate in an assessment and treatment 

program at Vineland Physiotherapy.  I understand that for the duration of my treatment, my consent may be 

withdrawn at any time and understand that I must inform my physiotherapist.  

                
Signature               Date 
(If the patient is under the age of 18, a guardian must sign for them) 

 

                

Witness           


