
Patient Information

Name (as it appears on Health Card): 

Other Names (maiden, married):  

Sex:     M       F Date of Birth:   

Address: 

Postal Code: 

Telephone Number:     

   Home:      Work:      Cell:  

Email Address:  

Health Card Information

Card Number: - -  Version Code (if applicable): 

Card Expiry Date (if applicable):   

Referring Physician Information

Name: 

Address: 

Postal Code: Telephone Number: 

Name of Physician for Copy Report (if necessary): 

Address: 

Postal Code: Telephone Number: 

Latex Allergy

Latex Allergy:       Yes        No    (Please notify technologist of Latex allergy)

I confirm that the information on this form is accurate.

_______________________________________________________          _____________________________
Signature                               Date
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