
																													 	

	
Profile	Information	—	Step	1	of	2	

	
You	are	completing	the	following	intake	forms:	Intake	Form	(March	2016)	

Please	take	a	moment	to	fill	out	our	online	intake	form	before	your	visit.	All	
information	is	kept	completely	confidential.	
	
*	First	Name	___________________________________________	
	
*	Last	Name	___________________________________________	
	
*	Email	_______________________________________________	
	
Mobile	Phone	______________________________	
	
Please	provide	at	least	one	phone	number.	Your	mobile	number	can	be	used	to	
look	up	your	account	and	receive	text	message	appointment	reminders.	
	
Home	Phone	__________________________________	
	
Country	______________________________________	
 
Street	Address	__________________________________________________	
	
City	___________________________________________	
	
Province	_____________________________________________	
	
Personal	Health	Number	____________________________________	
	
Occupation	______________________________________	
	
Emergency	Contact	__________________________________	
	



																													 	
Emergency	Contact	Phone	__________________________________	
	
Emergency	Contact	Relationship	____________________________	
	
Family	Doctor	____________________________	
	
Family	Doctor	Phone	(if	known)	____________________________	
	
Family	Doctor	Email	(if	known)	____________________________	
	
Name	of	referring	professional	____________________________	
	
Referring	professional	phone	(if	known)	____________________________	
	
Referring	professional	email	(if	known)	____________________________	
	
How	did	you	hear	about	us?	____________________________	
Continue	

Consents	—	Step	2	of	2	
You	are	completing	the	following	intake	forms:	Intake	Form	(March	2016)	

	
Intake	Form	(March	2016)	Consents	
	
Accuracy	of	Information	
	
*	I	____________________________	certify	that	the	above	medical	information	
is	correct	to	my	knowledge.	
	
Privacy	and	Sharing	of	Information	
	
I	authorize	the	clinic	and	its	associated	health	professionals	to	collect	my	personal	
and	medical	information	as	documented	above.	In	addition,	I	authorize	the	clinic	
and	its	associated	health	professionals	to	communicate	with	my	family	doctor	
and/or	referring	doctor	as	deemed	necessary	for	my	beneficial	treatment.	I	also	



																													 	
understand	that	my	personal	and	medical	information	is	confidential	and	will	only	
be	disclosed	to	third	parties	with	my	permission.	
	
	
Cancellation	Policy	
	
Your	appointment	time	is	reserved	just	for	you.	A	late	cancellation	or	missed	visit	
leaves	a	hole	in	the	therapists'	day	that	could	have	been	filled	by	another	patient.	
As	such,	we	require	24	hours	notice	for	any	cancellations	or	changes	to	your	
appointment.	Patients	who	provide	less	than	24	hours	notice,	or	miss	their	
appointment,	will	be	charged	a	cancellation	fee.	
	
	
*	I	am	aware	of	the	Cancellation	Policy	____________________	(Signature)	
	
Electronic	Transmission	Authorization	and	Consent	Form	
	
Consent	to	Collect	and	Exchange	Personal	Information		
Message	to	the	Plan	member,	Spouse	and/or	Dependent	regarding	Personal	
Information		
Personal	information	that	we	collect	and	disclose	about	you,	and	if	applicable,	
your	spouse	and/or	dependents,	is	used	by	the	insurer	and/or	plan	administrator	
and	their	service	provider(s)	for	the	purposes	of	assessing	your	claims,	
underwriting,	investigating,	auditing	and	administering	the	group	benefits	plan,	
including	the	investigation	of	fraud	and	/	or	plan	abuse.		
Authorization	and	Consent		
I	authorize	my	healthcare	provider	to	collect,	use	and	disclose	personal	
information	concerning	any	claims	submitted	on	my	behalf	with	the	insurer	
and/or	plan	administrator	and	their	service	provider(s)	for	the	above	purposes.		
I	authorize	the	insurer	and	/	or	plan	administrator	and	their	service	provider(s)	to:		
-	use	my	personal	information	for	the	above	purposes.		
-	exchange	personal	information	with	any	individual	or	organization,	including	
healthcare	professionals,	investigative	agencies,	insurers	and	reinsurers,	and	
administrators	of	government	benefits	or	other	benefits	programs	when	relevant	
for	the	above	purposes.		
-	exchange	personal	information	concerning	any	claims	submitted	with	the	plan	



																													 	
member	or	a	person	acting	on	behalf	of	the	plan	member.		
-	exchange	personal	information	for	the	above	purposes	electronically	or	in	any	
other	manner.		
I	understand	that	personal	information	may	be	subject	to	disclosure	to	those	
authorized	under	applicable	law.		
I	agree	that	a	photocopy	or	electronic	version	of	this	authorization	shall	be	as	
valid	as	the	original,	and	may	remain	in	effect	for	the	continued	administration	of	
the	group	benefits	plan.	
Additional	Consent	Applicable	to	Plan	Members	Only		
I	confirm	that	I	am	authorized	by	my	spouse	and/or	dependents,	if	any,	to	
disclose	personal	information	about	them	to	the	insurer	and/or	plan	
administrator	and	their	service	provider(s)	for	the	purposes	described	above	and	I	
confirm	that	my	spouse	and/or	dependents	also	authorize	the	insurer	and/or	plan	
administrator	and	their	service	provider(s)	to	disclose	information	about	their	
claims	to	me,	for	the	purposes	of	assessing	and	paying	a	benefit,	if	any,	and	
managing	the	group	benefits	plan.	I	also	authorize	my	spouse	and/or	dependents	
to	assign	benefit	payments	under	the	plan	to	the	healthcare	provider.		
In	the	event	there	is	suspicion	and/or	evidence	of	fraud	and/or	plan	abuse	
concerning	claims	submitted,	I	acknowledge	and	agree	that	the	insurer	and/or	
plan	administrator	and	their	service	provider(s)	may	use	and	disclose	relevant	
personal	information	to	any	relevant	organization	including	law	enforcement	
bodies,	regulatory	bodies,	government	organizations,	medical	suppliers	and	other	
insurers,	and	where	applicable	my	Plan	Sponsor,	for	the	purposes	of	investigation	
and	prevention	of	fraud	and/or	plan	abuse.		
If	there	is	an	overpayment,	I	authorize	the	recovery	of	the	full	amount	of	the	
overpayment	from	any	amount	payable	under	the	group	benefits	plan,	and	the	
exchange	of	personal	information	with	other	persons	or	organizations,	including	
credit	agencies	and,	where	applicable,	my	Plan	Sponsor,	for	that	purpose.	
	
	
*	I	agree	and	provide	my	consent		______________________	(signature)		
	
Benefit	Assignment	Form	
	
I	hereby	assign	benefits	payable	for	the	eligible	claims	to	the	Provider	responsible	
for	submitting	my	claims	electronically	to	the	group	benefits	plan	and	I	authorize		



																													 	
	
the	insurer/plan	administrator	to	issue	payment	directly	to	the	Provider.	In	the	
event	my	claim(s)	are	declined	by	the	insurer/plan	administrator,	I	understand	
that	I	remain	responsible	for	payment	to	the	Provider	for	any	services	rendered	
and/	or	supplies	provided.		
I	acknowledge	and	agree	that	the	insurer/plan	administrator	is	under	no	
obligation	to	accept	this	Assignment,	that	any	benefit	payment	made	in	
accordance	with	this	Assignment	will	discharge	the	insurer/plan	administrator	of	
its	obligations	with	respect	to	that	benefit	payment,	and	that	in	the	event	the	
benefit	payment	is	made	to	me,	the	insurer/plan	administrator	will	also	be	
discharged	of	its	obligation	with	respect	to	that	benefit	payment.		
I	understand	that	this	Assignment	will	apply	to	all	eligible	claims	submitted	
electronically	by	the	Provider	and	that	I	may	revoke	it	at	any	time	by	providing	
written	notice	to	the	insurer/plan	administrator.		
If	I	am	a	spouse	or	dependent,	I	confirm	that	I	am	authorized	by	the	plan	member	
to	execute	an	assignment	of	benefit	payments	to	the	Provider.	
	
	
*	I	agree	and	provide	my	consent	_______________________	(Signature)		


